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Abstract

Restrictions on family presence during the COVID-19 pandemic negatively impacted the health
of patients and their families. Although there was an expressed need for family involvement in
care, guidelines for integrating familymembers as care partners were lacking. To facilitate family
members’ involvement, the Designated Care Partner (DCP) program was implemented at a
community hospital. This paper describes the development, implementation, and evaluation of
this program. Findings aim to inform healthcare organizations that are seeking ways to integrate
family members as care partners.

Abstrait
Les restrictions imposées à la présence des familles pendant la pandémie de COVID-19 ont
eu un impact négatif sur la santé des patients et de leurs proches. Bien qu’un besoin
d’implication de la famille dans les soins ait été exprimé, il existait un manque de lignes
directrices pour intégrer les membres de la famille en tant que partenaires de soins. Pour
faciliter la participation des membres de la famille, le programme « Designated Care
Partner (DCP) » a été mis en œuvre dans un hôpital communautaire. Cet article décrit
le développement, la mise en œuvre et l’évaluation de ce programme. Les résultats visent à
informer les organismes de soins de santé qui cherchent des moyens d’intégrer les
membres de la famille en tant que partenaires de soins.

Introduction

Through patient-centred care, healthcare teams deliver high-quality care to address the needs
and preferences of each patient (Institute of Medicine (US) Committee on Quality of Health
Care in America, 2001). Embedded within patient-centred care is the allied relations with a
person or people identified by the patient as their family (Healthcare Excellence Canada,
2021). This has improved the design, delivery, and evaluation of healthcare through a valuable
partnership between healthcare providers, patients, and the patients’ families (Healthcare
Excellence Canada, 2021). Hospitals often form patient and family engagement committees
and appoint a Patient Advocate who ensures that the voices of patients and their families are
included in all aspects of care planning and delivery (Oehrlein et al., 2021; Ontario Hospital
Association, n.da).

Some Ontario (Canada) healthcare centres have accommodating visitation policies (e.g., a
Family Presence Policy), which are associated with improved patient and family member
satisfaction (Canadian Foundation for Healthcare Improvement, 2015; Canadian Foundation
for Healthcare Improvement, n.d; Correia et al., 2021; Ontario Hospital Association, n.db; The
Change Foundation and Ontario Hospital Association, 2019). However, there are limited
guidelines on how to operationalize these policies in such a way that empowers families to
become care partners (Bélanger et al., 2018; Correia et al., 2021; Markwell & Godkin, 2004;
Palubiski et al., 2022). In the event when family members do become care partners, there is a lack
of procedures that guide healthcare providers on how they can incorporate family into the care
circle and provide education to assist, support, and participate in the care of the individual
hospitalized (Bélanger et al., 2018; Correia et al., 2021; Saarinen et al., 2021). Although there is a
paucity of evidence that illustrates the understanding of and the value of the DCP role among
patients, families, and healthcare providers, a published report that guides the implementation
process of a DCP program is vital.
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To control the spread of infections in healthcare settings at the
start of the COVID-19 pandemic, in-person visitation and family
presence were suspended (Canadian Foundation for Healthcare
Improvement, n.d). Although there was a need to implement pre-
cautions, consequently the increased patient isolation that resulted
from this decision resulted in negative physical andmental impacts
that led to increased pain, fall rates, and depressive symptoms
accompanied by decreases in nutrition intake, activities of daily
life, cognitive ability, and overall satisfaction (Hugelius et al., 2021;
Lebrasseur et al., 2021; Palubiski et al., 2022; Silvera et al., 2021). It
has been illustrated that the pandemic has had a disproportionately
negative impact on older adults, a cohort recognized as being
among the most vulnerable due to underlying health conditions,
within Canada and other countries worldwide (Beauchamp et al.,
2021; Wister et al., 2022). The negative impacts on older adult
patients in particular have included reduced overall quality of life
(Lebrasseur et al., 2021). Without incorporating the compounded
risks associated with COVID-19, more than one-third of older
adults hospitalized within Canada are at increased frailty risks
(CIHI, 2023). Furthermore, these older adults are characterized
as being three times more likely to (i) be high users of hospital beds,
and (ii) experience hospital days longer than 30 days, and, are twice
as likely to be (i) readmitted within 30 days of discharge and
(ii) deceased within 1 year of discharge (CIHI, 2023).

The impact of older adult hospitalization during COVID-19 on
family members was equally difficult, as they endured worry and
anxiety about the well-being of the patients (Dennis et al., 2022;
Hugelius et al., 2021). The detrimental effects of ‘no-visitor rules’ on
patients and their family emphasizes the importance of in-person
visitation to ensure the well-being of bothmembers of the care circle
as much as possible during a patient’s journey (Dennis et al., 2022;
Nuss et al., 2014; Hugelius et al., 2021; Sudai, 2021). It is important
that family members remain a consistent part of the care circle to
prevent patient isolation, while ensuring the care they do receive is
acceptable (Hugelius et al., 2021; Nuss et al., 2014; Silvera et al., 2021;
Sudai, 2021).

To address these consequences, hospitals and long-term care
homes developed designated and essential caregiver/care partner
programs to allow family members onsite access to their loved one
(Montesanti et al., 2023). These programs stemmed from the
successful concept in children’s hospitals, in which familymembers
are not seen as visitors, but rather considered members of the
healthcare team (Mackean et al., 2005; Montesanti et al., 2023).
Additionally, similar programs with older adults who have reduced
cognitive function have been documented (Montesanti et al., 2023;
Provincial Geriatrics LeadershipOntario and the Rehabilitative Care
Alliance, 2021). Family members can recognize slight changes in
cognitive function over hospital staff and can provide the bridge for
communication; therefore, a co-designed person-centred rehabilita-
tive care plan is vital (Montesanti et al., 2023; Provincial Geriatrics
Leadership Ontario and the Rehabilitative Care Alliance, 2021).

ADesignated Care Partner (DCP) programwas implemented at
a specialty community hospital in Southwestern Ontario, Canada.
This program provided the opportunity for family members
(i.e., any individual that the patient identified as important to their
care) to support patients safely and actively during their hospital
stay. By becoming DCPs, family members participated in decisions
about care, mealtime, personal hygiene, and emotional support.
This paper describes the development, implementation, and eval-
uation of the DCP program as a quality improvement initiative.
The discussion aims to define the role of family members as care
partners and guide their integration in healthcare settings.

Program planning

The DCP program was primarily implemented to establish a
standardized procedure to promote and maintain family presence
in the hospital setting. The planning for this program began
in 2019 through informal discussions with patient and family
advisory members. The onset of the COVID-19 pandemic quickly
mobilized planning for the DCP Program to allow monitored
family presence to be re-instated in hospitals as a strategy to offset
the potential for emotional harm associated with severe visitor
restrictions.

AnAdvisory Group was first developed by the Patient Advocate
to ensure that the DCP program would be co-designed with indi-
viduals who have lived and clinical experience. This group com-
prised of approximately 12 experts with various perspectives,
including family members of loved ones who were hospitalized at
the site; the Patient Advocate; the Risk and Privacy Officer; and
leaders of infection control and prevention, quality, restorative
care, and communications. Together, this Advisory Group devel-
oped a Coordinated Care Policy and Procedure (CCP), which
enables educated DCPs to provide specific aspects of the care plan
as defined by the patient and care team in a carefully planned and
coordinated approach (more information on this policy is available
upon request). Ethical considerations, as described by Markwell
and Godkin (2004) and Dokken et al. (2021), underpinned the
policy development process, which then acted as a guide to oper-
ationalize and implement theDCPProgram on inpatient units. The
policy marked a significant expansion of the existing Family Pres-
ence and Visiting Policy and Procedures at the hospital by formal-
izing the recognition of family members as part of the care circle,
including a detailed approach to training and education require-
ments, as well as roles and responsibilities related to care planning
and delivery of care. The patient, their family, and clinical staff were
together recognized as key members of the care circle for program
success.

Program description

The DCP Program allowed admitted patients to have the oppor-
tunity to identify individuals (denoted as ‘family member(s)’) who
may serve as their DCP (Figure 1). The term, DCP, has been used
interchangeably with Essential Care Partner. However, with advice
from a bioethicist, it was decided to incorporate the term ‘desig-
nated’ to signify that the patient chose the person, which deemed
the individual unarguably essential to the care of the patient.
Importantly, a DCP was not synonymous with or an alternative
for a visitor or a staff member but rather a support person pur-
posefully involved in the emotional well-being and recovery
journey of the patient. For example, having a DCP was beneficial
for patients who: (a) required assistance with communication,
(b) needed social or emotional support, (c) were experiencing
life-altering events, (d) required end-of-life care, and/or (e) were
undergoing a transition in care.

Due to the ongoing COVID-19 pandemic, the initial goal was
for each patient to have only one DCP participating to minimize
the number of people on-site at any given time to abide by
restrictions around physical distancing and illness screening.
However, as outlined in the CCP, the care team determined
the maximum number of DCPs permitted on the unit at a time,
and, therefore, several exceptions were made when appropriate.
For example, if a patient required support from a family member
onsite at all times due to their condition, then multiple DCPs
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may be engaged to allow for each to take different shifts to cover
the full day and reduce any potential for caregiver burnout. In
some circumstances, the individual identified by the patient as a
potential DCP would not be able to participate in the program

due to personal- or employment-related reasons. In these cases,
the patient would have the opportunity to identify other possible
DCPs to ensure that each patient who wanted a DCP had a loved
one on-site to support them.

Patient is admitted to 
the hospital

Patient determines if 
they would like a DCP 

with unit manager

Patient identifies 
potential DCP and 
provides contact 

information to unit 
manager

Unit manager contacts 
potential DCP

DCP's name and 
contact information is 

sent to 
Patient Advocate

Patient Advocate 
contacts DCP and 

schedules orientation 
and training at hospital

DCP completes 
in-person orientation 

and training

DCP provides patient 
support  during  hospital 

visits

Patient no longer 
desires a DCP Patient is discharged

DCP breeches their 
contract with the 

hospital

DCP experiences 
burnout

Identified individual agrees to be a DCP

DCP no longer assists with 
patient care on -site

Identified individual
does not agree

to be a DCP

Figure 1. Designated care partner program process.
Note: DCP indicates Designated Care Partner.
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All DCPs participated in a two hour in-person orientation and
training session led by the Patient Advocate, members of the
Patient and Family Advisory Council, the Volunteer Coordinator
and representatives from infection prevention and control. Ses-
sions were offered two days per week during the day and evening to
accommodate DCPs’ schedules. The content of the orientation and
training included a description of theDCP role and responsibilities,
which would later be refined once theDCPwas on the unit working
with the clinical care team and a care plan is established, an
explanation of the CCP in plain language, the range of support
DCPs may be comfortable with providing their loved one during
their hospital stay (e.g., emotional support, assistance with meal
times, acting as a translator), how to navigate the facility, and
infection, prevention, and control training. At the orientation,
DCPs were also introduced to the Patient Advocate so they knew
who to contact if they had questions, they signed a contract
stating that they would follow infection, prevention, and control
practices, and received a picture identification badge which was
required to be displayed for the duration of their time in the
hospital. Finally, DCPs were also trained by the Volunteer Coor-
dinator on how to login into an existing volunteer management
software program, which was accessible on a computer kiosk at
the main entrance of the hospital. During orientation, the Vol-
unteer Coordinator walked each DCP through the software
program, helped them register with an account, and then taught
them how to sign in and out at the beginning and end of their
visit to the hospital. The purpose of using the volunteer software
program was two-fold. First, it enabled hospital administrators to
monitor the number of individuals physically onsite given the
physical distancing and other restrictions that were in place
during the pandemic, and second, using this software enabled
tracking the number of visits performed by DCPs over time,
which was a key process measure to evaluate the implementation
of the program.

After orientation, DCPs were introduced to the unit leader
(unit manager or charge nurse), with whom they discussed the
patient’s care plan and how to support the patient alongside the
patient when possible. Communication between DCPs and unit
staff predominantly occurred through informal, unscheduled
interactions during regular DCP visits. However, communication
may have also occurred outside of visits over the phone. The care
and support DCPs provided to their loved one during on-site
visits was entirely voluntary and varied depending on the
patient’s need and the preference and comfort level of both the
patient and DCP. DCPs provided emotional, cognitive, commu-
nicative, and decision-making support as well as physical care
(i.e., assistance with mealtimes, grooming, and personal hygiene).
As a health and safety measure, DCPs signed into the volunteer
management software each time they visited the hospital to track
their time onsite. Although the hospital had no set tasks for each
DCP to complete during their visits, DCPs were expected to
adhere to infection control practices, wear their identification
badge, be screened for COVID-19 infection upon site entry,
and provide support only to their assigned patient during their
stay. As outlined in the CCP and shared with DCPs during the
orientation, DCPs who were unable to adhere to infection, pre-
vention, and control practices as stated in the DCP contract were
provided at least three verbal and written warnings prior to being
considered ‘in breach’ of their contract and no longer able to
assist with their loved one’s care onsite as a DCP.

Program implementation

A Implementation Working Group was formed to oversee the
implementation of the DCP Program as a quality improvement
initiative. This group included the Patient Advocate; members of
the Patient and Family Advisory Council; several operational unit
managers; and senior leaders in quality improvement, infection
control and prevention, and restorative care. The program processes
were mapped and integrated into the existing workflow on the unit.
A program logic model was collaboratively developed to link pro-
gram activities with key outputs, short-term, and long-term out-
comes to monitor success of the initiative (Table 1).

Before the program was introduced on all rehabilitation and
restorative care units, an initial 2-week pilot was conducted. The
pilot commenced with thoroughly describing the program to unit
staff through team huddles. Then, a small group of 12 DCPs were
provided with training and orientation, as described above. After
the training and orientation, DCPs spent two weeks onsite with
their family member during designated program hours. Feedback
surveys, completed by both DCPs and staff involved in the pilot,
were collected on the content and quality of the orientation mate-
rial and experience of either being a DCP or working with DCPs on
the unit. Findings from the feedback surveys suggested that the
program was positively received by both DCPs and staff and
provided sufficient evidence to spread the program to the other
rehabilitation and restorative care units.

Program evaluation

Upon the success of the initial DCP pilot, the program was spread
to other inpatient units within the hospital, and further evaluation
was conducted. To capture program outcomes, DCPs, patients, and
staff anonymously completed evaluation surveys at various time
points during program implementation. These evaluations were
conducted by the hospital’s internal research department staff, who
were also responsible for data management and storage. An initial
paper-based evaluation survey of the orientation and training was
administered to each DCP at the end of their orientation session
and collected by research staff. At 1-month post-orientation,
research staff would email eachDCP a link to complete an electronic
experience survey, which captured demographic information, fre-
quency of onsite visits, perceptions surrounding the type of care they
provided to their patient, howwell they were integrated into the care
circle, how frequently staff offered support, and overall satisfaction
with the program. To gather patient perspectives, each patient was
calledwithin three days of hospital discharge to complete a telephone
survey that asked five questions about their DCP experience, includ-
ing the type of care their DCP provided and their overall program
satisfaction. After the DCP Program had been operating for six
months, frontline unit staff were emailed an electronic post-
implementation survey to capture their feedback on the DCP train-
ing, the type of care activities provided by DCPs, and the effective-
ness of DCPs being integrated into the care circle. Other key
performance measures recorded by the research team for monitor-
ing program implementation included the total number of DCPs
trained, the number of patients assigned a DCP, and on-site visit
hours logged by DCPs through the volunteer management system.

Results from the evaluation were summarized monthly and
shared at the Advisory Group meetings for discussion and pro-
gram refinement. For example, members of the Advisory Group
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(i.e., familymembers with loved ones whowere hospitalized at the
site) joined orientation sessions to provide examples of how they
cared for their loved ones on-site to clarify the responsibilities of
DCPs. The secondary use of evaluation data for the purposes of
this paper was cleared by an institutional research ethics board
(REB # 22-096).

Evaluation findings

Data collection spanned from July 2020 to August 2021, during
which time 958 DCPs completed orientation and training,
937 inpatients were assigned at least one DCP, and DCPs logged
26,200 hours on-site. The training and orientation evaluation
survey was completed by 692 DCPs, and program experience data
was collected from 119 DCPs, 72 discharged patients, and 146 staff
members. DCP survey respondents were, on average, 61 years of

age and identified mostly as female (69%). Survey respondents’
relationship with patients included being the adult child of the
patient (42%), spouse/partner (28%), other family member/friend
(19%), or sibling (8%). Close to half of DCPs (49%) came on-site
daily to provide care, and 45 per cent provided care at least three
times per week.

Following orientation and training, nearly all DCPs (99%)
who completed the survey indicated that they gained knowledge
and skills, understood their role and responsibilities, and
reported they were confident and prepared to act as a DCP.
Comparatively, 88 per cent of staff who completed the survey
reported that the DCP training was adequate. In terms of care
activities, bothDCPs and staff reported that DCPs predominantly
supported patients’ emotional care, such as providing social
support and companionship (stated by 67% of DCPs and 83%
of staff), emotional support (78% and 79%), and assistance with

Table 1. Logic model for a designated care partner program in a specialty community hospital

Program process Program outcomes and impacts

Resources Activities Outputs Short-term effect Long-term effect

Leadership/financial support
- Policies and procedures
- DCP contract
- Advisory Group and Imple-
mentation Working Group

- Funding
Physical space
- Hospital units
- DCP orientation and training
location

Staff
- Unit managers
- Patient Advocate
- Incident, Management, and
Response Team

- DCP orientation and training
team

- Communications team
- Volunteer services
- Screeners for signs and
symptoms of illness

- Administrative
- Researchers
Materials and tools
- Master list of DCP contact
information

- DCP orientation and training
curriculum

- Technology and office
supplies

- Personal protective
equipment

- Electronic DCP attendance
tracker

- Master electronic DCP
training and attendance log

- Program evaluation
measures

- Family of patients con-
tacted to serve as DCPs

- Orientation and training
provided to potential
DCPs

- DCPs integrated into
care teams to provide
care and support to
loved ones

- Outputs and effects of
the DCP program
tracked and evaluated

- # of DCPs com-
pleting orienta-
tion and training

- # of patients
assigned a DCP

- # on-site hours
logged by a DCP

- Frequency of DCP
visits

- Type of care per-
formed by DCPs as
identified in the
care plan

- Percent of DCPs reporting they
received the knowledge and skills
they needed during
training

- Percent of DCPs reporting they
understand the role/responsibili-
ties of being a DCP

- Percent of DCPs reporting feeling
confident and prepared to act as
DCP for loved one

- Percent of staff that felt DCP
training was adequate

- DCPs’ perceived support from the
care team

- Percent of DCPs reporting they
were ‘always’ or ‘often’ involved
in discussions about their loved
one’s care

- Staff’s view on how effectively
DCPs were integrated into the
care teams on their unit

- Staff’s view of DCPs as a source of
knowledge regarding their loved
one

- Percent of DCPS satisfied or very
satisfied with the DCP program

- Percent of patients satisfied or
very satisfied with the DCP
program

- Improve overall well-being
and healing for the patient
by integrating DCPs into the
care circle

Assumptions:

- Patients are interested in having a DCP as part of their care team
- All patients have a family member to serve as a DCP

- The family of patients is interested in serving as a DCP
- The unit managers and staff will integrate DCPs into the care team

External factors:

- Organization (speciality community hospital) values initiatives to provide patient- and family-centred care
- The pandemic required an immediate strategy to minimize the negative consequences of visitor restrictions

Note: DCP indicates designated care partner.
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decisions about care (51% and 62%). Aspects of physical care
were more infrequently performed by DCPs as reported by both
DCPs and staff; for example, assisting patients with mealtimes
(stated by 35% of DCPs and 50% of staff), personal care (40% and
25%), and mobility (40% and 19%). On the other hand, patients
suggested that the most common aspect of their care provided by
DCPs was assisting them with decisions about their care (38%)
and providing social support/companionship (39%). In general,
all members of the care circle reported that DCPsmore frequently
supported a patient’s overall emotional care rather than physical
(Figure 2).

Survey questions about the supportive role of the clinical team
showed that 40 per cent of DCP reporting that they received ‘a lot’
of support from the clinical team while 34 per cent reported having
received ‘a little’ support. Moreover, 37 per cent of DCP survey
respondents ‘always’ or ‘often’ reported being involved in discus-
sions about the patient’s care. More than a third (35%) of staff who
completed their evaluation survey suggested that DCPs were ‘very
effectively’ integrated into the care circle, and 24 per cent indicated
that DCPs were ‘not at all’ integrated. Additionally, 57 per cent of
staff reported that they used DCPs as a source of information
regarding the patient’s health, whereas 10% reported that DCPs
were ‘never/rarely’ used as a source of information. Regarding
overall program satisfaction, 85 per cent of DCPs and 97 per cent
of patient survey respondents reported being satisfied or very
satisfied with the DCP program.

Summary and next steps

Based on the preliminary evaluation, the program resulted in high
satisfaction ratings from both patients and their DCPs and dem-
onstrated a promising approach to maintaining family involve-
ment in patient care while balancing health and safety during
pandemic visitation restrictions. The mandatory training provided
to DCPs was found to be effective in preparing DCPs for their role
and in performing infection control and prevention procedures to
ensure safety while onsite. Notably, visitation restrictions may
continue to occur annually with seasonal outbreaks of illnesses
(e.g., influenza) in hospitals and other care settings.

Further development is needed in seamlessly integrating DCPs
into the care circle and considering them as a key source of
information about the patient. Next steps at the community hos-
pital revolve around refining the knowledge and communication
shared about the program with key members of the care circle,
including staff, and developing further education to enhance and
sustain the role of the DCP in the care circle. In the absence of
visitor restrictions, it may be challenging to distinguish the role of
the DCP from that of a visitor, and further research is warranted to
better inform this distinction (Palubiski et al., 2022). It is important
for DCP Program representatives to consistently engage with
patients and their families when patients are initially admitted to
the hospital to ensure continued program success.

The process of supporting DCPs health literacy around their
care transitions could begin at hospital admission (Allen et al.,
2023). Insufficient education on transitions from hospital to home
has been a previously identified barrier for caregivers, especially
when caring for older adults with multimorbidity (Allen et al.,
2023). Notably, improved health literacy around care transitions
has the potential to reduce the likelihood of a patient being read-
mitted after discharge (Allen et al., 2023; Rennke et al., 2013). Given
that older adults are twice as likely to be readmitted within 30 days
of discharge, developing care transition-specific education within
the DCP programming is paramount (CIHI, 2023). This education
could include topics such as caregiver burnout, activities of daily
living, communication with healthcare providers, navigation of
community supports, and managing specific health conditions
(Cianfrocca et al., 2018).

One of the primary concerns with restricting visitation was that
patients’ emotional well-being may be compromised due to lack of
in-person interaction with their family members. The current
evaluation findings suggest that this concern was mitigated by
the introduction of DCPs, who were perceived as providing pri-
marily emotional support to their loved one during their stay.
Although supporting the emotional well-being of their family
member was of utmost importance during the COVID-19 pan-
demic, contributing to physical aspects of care (i.e., activities of
daily living, including assisting with mobility, personal care, meal-
times, advocacy, and care coordination) and care planning may
also be meaningful aspects of the DCP role, which, in turn, will

47.9%

33.3%

30.7%

28.6%

48.6%

37.0%

21.8%

16.7%

32.0%

0% 20% 40% 60% 80% 100%

DCPs

Patients

Staff

Never/Rarely Sometimes Always/Often

10.1%

1.4%

3.5%

16.0%

8.3%

17.7%

72.3%

88.9%

78.7%

0% 20% 40% 60% 80% 100%

DCPs

Patients

Staff

Never/Rarely Sometimes Always/Often

Supporting Physical CareSupporting Emotional Care

Figure 2. Percentage of stakeholders that perceived designated care partners supported emotional and physical care.
Note: DCP indicates Designated Care Partner.
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contribute to the delivery of holistic patient care and support a
seamless transition back to the community following hospital
discharge (e.g., Dyrstand et al., 2015).

In particular, the evaluation results suggest that there is an
opportunity for further training DCPs to actively support patients’
physical care if the care partner is both willing and able, which may
build confidence in performing these tasks to further support better
discharge planning and care transitions (Hahn-Goldberg et al.,
2018). In this case, three important aspects must be considered:
(1) clear expectations around the type of physical care activities that
DCPs can competently perform, (2) the provision of appropriate
training to ensure DCPs can perform their roles safely and com-
petently, and (3) the implementation of parameters to protect both
DCPs and patients. To make informed changes, research is cur-
rently underway to engage members of the care circle, inclusive of
DCPs, to better understand their expectations about the DCP role
and to refine the training DCPs receive, while ensuring their
responsibilities do not replace that of the paid clinical care team.
Expectations for the DCP role may vary depending on both the
patient’s needs and the caregiver capacity, as many DCPs may have
their own limits to the support they can provide (Petry et al., 2024).
This is especially important when older adults are caring for one
another and they each have underlying health conditions (Petry
et al., 2024). Therefore, capacity and other ethical considerations
must always guide the development and policies of an organization’s
DCPprogram to alignwith the needs of the organization, the patient,
and the DCP (Dokken et al., 2021; Markwell & Godkin, 2004).

Furthermore, improving the education, knowledge, and com-
mitment of staff is essential to supporting the transition and
sustainability of the DCP program beyond the COVID-19 pan-
demic. The success of care partnership between healthcare pro-
fessionals, patients, and families is rooted in a culture of Patient-
and Family- Centred Care (PFCC) (Dokken et al., 2021; Monte-
santi et al., 2023) and, therefore, revolves around developing a
relationship between unit staff and family. Establishing this collab-
oration through the DCP program can contribute to all patients,
including vulnerable groups with complex health challenges (e.g.,
older adults with multiple chronic conditions), and their DCPs,
being supported by the healthcare system (Ploeg et al., 2017). The
success of the DCP program requires staff to understand the
relevance and value of the program and the role of the DCP in
care planning and the patient’s recovery. Therefore, training for
staff should entail the significance of the DCP Program in deliver-
ing PFCC, clear information on the DCP role and assessing what
DCPs are capable of performing, and how to effectively commu-
nicate and collaborate with DCPs during a patient’s hospital stay.
With improved staff education and awareness, DCPsmay feelmore
supported by the clinical team, resulting in members of the care
circle working in synergy to provide the best patient care possible.
Moreover, staff may better understand how to integrate DCPs into
the care circle and utilize them as a source of knowledge. Improved
education for members of the care circle will ensure that the
absence of formalized program procedures does not become a
barrier to incorporating family into the care circle (Bélanger
et al., 2018; Correia et al., 2021; Saarinen et al., 2021). Mitigating
any barrier to the effective integration of family into care planning
and care delivery practices is vital to ensure program stability and
positive outcomes for patients, even during severe visitor restric-
tions (Correia et al., 2021; Hugelius et al., 2021; Silvera et al., 2021).

This paper, including the logic model (Table 1), offers an
approach to planning, implementation, and evaluation of the
integration of family involvement into the care circle at community
specialty hospitals. Notably, the logicmodel could be expanded and

strengthened by using an evidence-based implementation science
framework (e.g., Consolidated Framework for Implementation
Research) that considers multilevel implementation contexts that
influence effectiveness and sustainability (Damschroder et al.,
2009). Nonetheless, the significant message for healthcare pro-
viders and other specialty community hospitals is that offering
education and training to staff, patients, and DCPs on the involve-
ment of families in the care circle (roles and capacity) may poten-
tially improve inpatient outcomes and help support discharge
recovery (Hahn-Goldberg et al., 2018). Future research is needed
to determine if the early engagement of DCPs and their roles on the
unit effectively support avenues within inpatient care and beyond.
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