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Abstract
Familymembers to patients admitted to intensive care units in general experience a psychological crisis with elevated levels of needs in
support, information, assurance, and proximity. During COVID-19, this has been made more difficult as visiting restrictions prevent
proximity and cause less access to communication with healthcare professionals. This study aims to explore and understand how
communication with healthcare professionals was experienced by family members to patients admitted to intensive care units with
COVID-19. To gain knowledge about this, 12 qualitative interviews with family members of patients hospitalized with COVID-19
were conducted. Adopting Reflexive Methodology, the interpretation is carried out following 4 levels, where the empirically
grounded themes are analyzed and discussed using Habermas’s theoretical concept of communication. The analysis brought forward
2 interconnected themes about how family members experienced the communication with the healthcare professionals during their
loved one’s hospitalization with COVID-19: The Structure and Form of the Communication and The Contents of the Commu-
nication. The study concludes that the family members experienced large variation in the ways that healthcare professionals
communicated with them. This variation in communication goes for the when, how, what, and who—all adding to the level of
uncertainty. The analyses show that the family members need more fixed patterns for the communication, more continuity in terms
of who they speak to, and that they wish that the communication be conducted in a way that is true, right, and truthful.
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Highlights

• What do We Already Know About
This Topic?

In general, family members to patients admitted to
intensive care units experience a psychological crisis

with elevated levels of needs in support, information,
assurance, and proximity. During COVID-19, this has
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been made more difficult as visiting restrictions prevent
proximity and cause less access to communication with
healthcare professionals.

• How Does This Study Contribute to
the Field?

The study gives an in-depth understanding on how
communication with healthcare professionals was
experienced by family members close to patients ad-
mitted to intensive care units with COVID-19.

• What Are Your Research’s
Implications Toward Theory, Practice,
or Policy?

The research points out that family members experi-
enced large variation in the ways that healthcare
professionals communicated with them. This variation
in communication goes for the when, how, what, and
who—all adding to the level of uncertainty. The
findings have implication for practice in terms of how
to plan and conduct communication with relatives to
patients hospitalized with COVID-19.

Introduction

Illness is rarely an individual matter, as it affects the whole
family.1 This also goes for COVID-19 where there is a wide
range of aggravating circumstances due to profound
uncertainty regarding the prognoses and trajectory of
the disease. Furthermore, visiting restrictions to prevent
transmission of the virus sets a new frame for interaction and
collaboration during hospitalization.2 This article concerns
family members to patients admitted to intensive care units
(ICU) with COVID-19 and how they experienced the
communication and collaboration with the healthcare pro-
fessionals (HCPs).

Background

Studies show that family members of patients admitted to an
intensive care unit (ICU) often encounter a psychological
crisis and experience stress and depression and therefore have
elevated levels of needs in support, information, assurance
from the HCPs, as well as proximity.3 This has to do with the
seriousness of the situation and the fact that patients in ICU
often receive invasive mechanical ventilation and cannot
themselves talk to their families. Normally, HCPs in ICU
adopt many measures to meet family members’ needs, where
the communication is frequent and often less informal.4 There

is, however, still a need to reduce the psychological burden on
family members of patients admitted to ICUs by the im-
plementation of more structured information and support
interventions.5

The pandemic-related visiting restrictions have caused
fundamental changes in the way it is possible to establish
communication between family members and HCPs. A study
on how HCPs perceive communication with family members
during COVID-19 shows that they were very concerned
about the family members’ mental wellbeing, as it is well
known that ventilated COVID-19 patients are at serious risk
of dying.6 On top of this, the HCPs are aware that social
isolation causes the absence of the usual proximity and visual
insights that are so important for family members in coping
with this stressful situation.6 According to Morley and col-
leagues, this situation gives rise to the risk of dehumanization.
They stress the importance of HCPs’ role in tempering po-
tentially dehumanizing scenarios, in which they should not
forget to communicate with family members even though
they focus on their battle with COVID-19, including safety
and efficiency.7

Studies on communication between family members and
HCPs about end of life due to COVID-19 point to the im-
portance of adequate communication. During times of limited
in-person visits, only 13% of the relatives were present at the
time of death at hospitals, and 24% of the cases in nursing
homes.8 This accentuates the importance of communication
between family members to patients dying from COVID-19
and the HCPs, where families report that low-quality com-
munication caused profound distress and affected the quality of
bereavement. Family members valued staff availability and
being kept informed of the patient’s condition and plan of care.9

The issue at hand is thus a complex situation, where family
members of patients admitted to ICUs in general experience
psychological crises with elevated levels of needs for support,
information, assurance, and proximity. During COVID-19,
this has been made difficult, as visiting restrictions prevent
proximity and cause less access to communication with
HCPs.

With this backdrop, it was found to be relevant to explore
and understand how communication and collaboration with
HCPs was experienced and perceived by family members to
patients admitted to ICUs with COVID-19.

Methodology

To obtain knowledge about how family members of patients
hospitalized with COVID-19 experienced communication
and collaboration with HCPs a qualitative interview study
was conducted.10

The fundamental approach in the present study to gath-
ering and interpreting data is philosophical hermeneutics as
formulated by Gadamer (1900–2002) in his main work
“Truth and Method.”11 Philosophical hermeneutics is a con-
tinuation and break with Dilthey’s (1833–1911) traditional,
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methodical and historical hermeneutics. It is about under-
standing, interpreting, and applying in a hermeneutic circle,
moving dialectically between wholeness and parts. In philo-
sophical hermeneutics, understanding is linked to being in the
world ontologically, where the argument is that if we are to
understand something, we must already be in a world and
then have some understanding of it in advance. Philosophical
hermeneutics offers a stance that emphasizes pre-understanding,
language, historicity, tradition, and meaning in relation to un-
derstanding and interpreting.11

To obtain a transparent and critical way of producing,
interpreting, and presenting the empirical material, a reflexive
methodology was adopted, where 4 levels of interpretation is
recommended, this is called quadri-hermeneutics.12 In this
approach, the 4 levels allow a reflexive way to handle the
process of interpretation of the interpreting subjects and
interpretation of the interpretation.

Recruitment and Participants

12 family members of patients hospitalized with COVID-19
from 3 regions in Denmark participated in the period from the
31st of March to the 7th of May 2020. A convenience
sampling strategy was used10 by giving out flyers to
healthcare professionals at relevant ICUs in different regions
of Denmark describing the study and encouraging family
members of patients hospitalized with COVID-19 to email
the research team if they were interested. To reduce the spread
of infection the interviews were conducted by telephone,
audio-recorded, and subsequently transcribed. Table 1 il-
lustrates the relation the family members have to the patients
and some details on the patients’ situation.

Data Collection

Using Reflexive Methodology,12 data collection is con-
ceived as the first level of interpretations, namely, producing

the empirical material; here interviewing family members of
patients hospitalized with COVID-19; and transcribing it
into text. The transcription were done verbatim and in
[blinded for review]. The translation from [blinded for re-
view] to English was done by the first author and sent to the
research group to adjust and qualify. A semi-structured
interview guide10 supported the 3 interviewers had fol-
lowing overall areas: the family members’ perspectives on
the trajectory of their loved ones’ disease, their own worries,
visiting restrictions, support from network, and communi-
cation with HCP. When asked about their experiences about
the communication with HCPs, focus was on what they
found important to talk about and not specific details on
differences between professions.

Throughout the interview, the participants were encour-
aged to talk about what they found important and probing
question encouraging elaboration were asked. At the first
level, interpretation is already going on, as both parties are
engaging in a dialogue and the interviewer asks certain
follow-up questions on the background of (pre)understand-
ings about what is at stake. The interviewers were, however,
determined to explore what was said as openly as possible.

Data Analysis

The second level of Reflexive Methodology12 is about the
interpretation of the transcribed interviews. There are no
unambiguous procedures when interpreting and the quality of
the interpretation depends on the researchers’ ability to
identify themes that are empirically founded but also
meaningful in the context of communication between family
members to patients admitted at ICUs and the HCPs on a
larger scale.12 This is in line with the epistemological
viewpoint that truth, in a hermeneutical way, is a question of it
being meaningful in the context it is presented.11

In striving to identify empirically embedded themes, the
research team read all interviews individually. This was

Table 1. Participants.

Participant Relation to Patient Age COVID-19 Themselves Information on Patient

P1 Husband 64 Yes Wife admitted at intensive care unit
P2 Daughter 57 No Father discharge from a medical ward
P3 Daughter 41 No Father admitted at intensive care unit
P4 Daughter 46 No Mother discharge from a medical ward
P5 Wife 53 Yes Husband discharged from a medical ward
P6 Daughter 49 No Father admitted at intensive care unit
P7 Daughter 48 No Mother admitted at a medical ward
P8 Brother-in-law 63 No Brother´s wife admitted at intensive care
P9 Son 55 No Father admitted at intensive care unit
P10 Wife 51 Yes Husband discharged from intensive care unit
P11 Wife Husband admitted at medical ward, dementia
P12 Husband Yes Husband admitted at intensive care unit

All patients admitted to intensive care units had long admissions and received invasive mechanical ventilation.
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followed by a collective interpretation of each interview and a
process where units of meaning that appeared strongly across
the interview were identified. Units of meaning in one inter-
view were in this way decontextualized and combined with
units of meaning from other interviews with a similar meaning.
Thus, moving from wholeness to smaller parts followed by a
recontextualisation creating a new wholeness.12 These new
“wholes” are presented as empirical themes. At this level, new
andmore nuanced understandings of how family members of a
patient hospitalized with COVID-19 experienced communi-
cation with HCPs emerged and are presented in Findings.

The third level is a critical interpretation of the themes,
which was done by contextualization in relation to relevant
research within the field of family members of critically ill
persons, COVID-19 and cooperation with HCPs, as well as
theoretical conceptualizing. Both other research and theory
were chosen after the second level of interpretation. In this
way, the theory does not get to control or gain supremacy over
the empirical derived analytical points but gives a concep-
tualized perspective on the empirical analysis

We sought to achieve new understandings and analytical
generalizability through an abductive process, where cross
empirical analyses at the second level of interpretation were
combined with contextualization in relation to other research
as well as theoretical conceptualization of the empirical
themes. In the philosophical hermeneutic tradition, this kind
of interpretation can provide a fusion of horizons.11 This level
of interpretation is presented in the section Discussion.

The fourth level of interpretation is the researchers’ self-
reflection on their own text and claims to authority—
including choices of theoretical conceptualization and se-
lectivity of the voices represented in the text.12 This will be
reflected upon in the section Methodological considerations.

In the following sections, the theoretical concepts adopted
are presented.

Theoretical Concepts

To gain a deeper understanding of the themes concerning
communication we adopted sociologist and philosopher
Habermas’s concept of communicative action, as formulated
in “The Theory of Communicative Action.”13,14 According to
Scambler,15 this theory offers a relevant framework for a
critical analysis within the field of health. Habermas intro-
duces, in the theory of the communicative action, the idea of
system and lifeworld. His main task is to set up a “lifeworld”
and the associated communicative action as a counterpart to
the system, and the associated steering media; power/
bureaucracy and law.13,14 Both system and lifeworld are
necessary for modern societies, but according to Habermas,
we must be aware of the tendency of the system to colonize
the lifeworld, which results in reification.13,14 The choice of
this theory was found to be relevant, as communication
between HCPs and family members can be seen as a meeting
between a representative of the (health) system, which is

subject, in particular during the COVID-19 pandemic, to a
wide range of standardized working guidelines (bureau-
cracy), for example, visiting restrictions, and a family
member, who is part of the ill person’s lifeworld, where they
are normally intertwined in each other’s everyday lives.

As this study focuses on communication, Habermas’s
specific concept of “speech act” is applied. Here, Habermas
describes the normative idea of ideal communication free
from asymmetric power relations, and although it can be
criticized for being naı̈ve, simplified and unrealistic,16 the
point is, that it is worth striving for. When used in this study, it
is thus to clarify what family members of persons hospitalized
with COVID-19 are looking for in relation to their com-
munication with HCPs and to critically reflect on the con-
ditions for this. In applying this theory about communication,
we aim to provide a critical analysis and an extended un-
derstanding of how family members of patients hospitalized
with COVID-19 experience communication and collabora-
tion with HCPs.

Ethical Considerations

The participants received written information about the study
including assurance that interview data would be treated
confidentially and that they could withdraw at any time.
Participants gave informed oral and written consent before
being interviewed. The interview and the analysis focused on
the participants’ narratives about their own situation and not
their loved ones’ situation. It is therefore not considered an
ethical problem that parts of their stories evolve around their
loved ones, whom we could not ask for permission.

The participants chose when the interviews would take
place and the researcher phoned them at the time agreed. As
the interview touched on emotional topics, the interviewer
held the interview in an empathic manner and the participants
expressed relief about being able to talk about their experi-
ences and feelings. Participants were offered the possibility to
phone back if they felt they needed to talk again, but nobody
did.

All data material was treated in confidence and partici-
pants were assured that no personal data about them would be
accessible for others. The study was approved by the Danish
Data Protection Agency (P-2020-276) and followed the
recommendations of the Declaration of Helsinki II.17

Findings

A fundamental characteristic of the communication and
collaboration between the family members and HCPs during
COVID-19 is that the family members are restricted in
visiting. This means that their access to knowledge on how
things were going is obtained over the phone. If their loved
ones were able to talk over the phone they did so. But as the
disease for many produces the need for invasive mechanical
ventilation, direct communication between the patient and the
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family member was often prevented. Thus, the only source of
knowledge about their loved ones was through the HCPs—over
the telephone and not face-to-face. Direct access to knowledge
about their loved ones—seeing, touching, and perhaps talking to
them—was cut off, making the family members to patients
hospitalized with COVID-19 utterly dependent on the HCPs’
efforts to collaborate and communicate.

Although the participants’ stories both covered commu-
nication with nurses and doctors, they did not specifically
differentiated between the two professions when they talked
about their experiences. For this reason, nurses and doctors
are described as HCPs in the following presentation of the
analytical findings.

In general, the participants expressed gratitude toward the
HCPs both for taking care of their loved ones and for talking
to them, the latter being their lifeline. They also expressed
great understanding for the HCPs situation in terms of being
busy and dealing with great uncertainty and many were
concerned that they might burden the HCPs in their work by
taking up their time when phoning. That said, the participants
also expressed different perspectives on how the communi-
cation and collaboration could have been optimized. This
both goes for the structure and form of communication as well
as its contents.

The Structure and Form of the Communication

The participants spoke in different ways about when and how
often they spoke to the HCPs and they found the commu-
nication frequency to be somewhat arbitrary:

“Occasionally you could call the hospital and be notified but
sometimes you couldn’t. Is it allowed to call? When do we have
to call? How much can we call? Sometimes they [HCPs] have
been annoyed” (P7).

The participating family members tried to create a fixed
rhythm or pattern themselves, where they, for example,
phoned the ward every morning and every evening, and
where they had to balance their own need to get certainty with
not wanting to burden the HCPs. A family member said:

“It was very, very difficult to get a firm pattern for when to call
me. I understand that they have been under pressure, but I really
missed they had a fixed procedure [for the communication].
Because sometimes I had to call and wait an hour and then the
doctor still did not have time or had even left for the day. And I’ve
been sad about that, actually. They are of course not used to
relatives not being there, so it was strange for them to suddenly
have to be calling relatives. But I could have wished they were a
little quicker to establish a fixed pattern, [for example] phone us
every day after patient rounds and conference” (P2).

As the quote illustrates, family members struggled with
two things regarding communication and collaboration: the

lack of a fixed pattern in when to communicate and also that it
was often initiated by the family member and not the HCPs.
Thus, many expressed the view that they lacked explicit
agreements about when to communicate, which many
thought could prevent them from calling in vain due to
constantly busy lines, waiting a very long time on the phone
or getting hold of someone who did not have time to talk.

The ones who experienced communication proactively
established in fixed patterns by the HCPs were very satisfied:

“We had fantastic dialogue with the intensive care unit. They
have proactively called us to update. It has been super” (P10).

This may also prevent some anxiety in the waiting for
updates. A family member explains how it felt waiting for
not-scheduled phone calls from the hospital:

“Every time the phone rang, we were scared to death. Our
nerves and adrenaline were running at high pressure for three
weeks in a row, and we just sat waiting for them to call, and
then when they did actually call, we were very scared” (P4).

Some family members also stated that HCPs helped them
with active use of FaceTime or photos in the communication,
so the family member could see their loved ones and their
surroundings.

The Content of the Communication

Besides questions on when, how often, and initiated by
whom, the family members had some different experiences
and reflections in terms of the actual “what” or content of the
communication and how it was given.

In general, they all had a big need for extensive infor-
mation on how things were going, as they could not get access
to this knowledge themselves. None of the family members
experienced that they have received too much information or
received information they could not understand or handle,
quite the contrary. The family members who experienced
thorough and detailed information about how their loved ones
were doing appreciated it greatly:

“They have been really good and thorough in explaining how she
was and so on” (P2).

Many family members found it important to follow things
like blood test results, level of oxygen supply, personal care,
nutrition, and mobilization on an everyday basis:

“[I could wish for] something more relevant about how things
look, that is, when he, for example, when he had the respirator
taken out of his throat [I liked hearing things like…] “now he gets
his teeth brushed” and such things. It is nice to hear those ev-
eryday things” (P11).

Besides wish for detailed information about the state of
their loved ones, the family members appreciated openness
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toward their need for information and honesty, also when it
came to the health professionals’ own lack of knowledge and
experience. One says:

“They [both nurses and doctors] were actually very sweet. I told
them that I needed to call them three times a day to follow up on
how things were going. And they were very open to this. It was
busy [at the ward] and they were open about that too and it
[COVID-19] was still new for them, and they were figuring it out
themselves. I found it helpful to understand a little about their
work environment and felt that they were doing what they could
(P5).

As the quote indicates, honesty and openness about the
HCPs’ working conditions in having little experience of
treating and caring for patients with COVID-19 led to more
understanding and trust from the family member.

Another family member explained that she had a fixed
appointment for a daily call:

“…and when it was really bad, I also called in the evening. And
they were always really nice. I didn’t feel that I was in the way or
annoying to them. I felt they showed great understanding for my
difficult situation” (P8).

Many family members express, like in the above quote,
that it meant a lot for their experience of support from the
HCPs, that they do not feel that they were a burden and that
it was okay for them to call, and that the HCPs understood
that it is a difficult situation they as family members found
themselves in.

However, many family members did experience that the
communication fluctuated due to person-dependent differ-
ences in approach and communication skills, both regarding
how accommodating they were toward speaking to the family
member and how they talked about the patient. A family
member said:

“They have been really professional and accommodating and
nice. There have been a few nurses who have been dismissive and
said that we should only call once a day. But we have chosen to
think that they have had a bad day because all the others have
taken their time to talk with us”(P4).

This difference in the way of being accommodated as a
family member was strongly expressed in the narratives
and dealing with dismissive HCPs left the family mem-
bers in a powerless position. Some found it very frus-
trating when having to deal with a dismissive health
professional which left the family members alone and
insecure.

Another dimension of the different ways of communi-
cating what the family members weighed as important was
the way that the HCPs describe the condition of their loved
ones. One said:

“But it’s different every time you talk to the doctors and nurses.
Some choose to shine a positive light on progress while others
give a more negative impression […]. So, it varies how we can
interpret how it is going. And it’s a strange thing from a distance”
(P2).

As shown here, the relatives were very dependent on how
the HCPs communicated about their loved one’s condition.
The fact that many experienced it as because the HCPs
communicated in different ways and not because the situation
had actually changed, was difficult to navigate and left the
family members a desire for a person continually responsible
for communication with relatives:

“[…] it could be a good thing with a regular person to com-
municate with, but I know that would be a little difficult [to
accommodate]”(P9).

Discussion

The empirical findings show that family members of persons
seriously ill with COVID-19 and admitted to ICUs experi-
ence a profound dependency on the HCPs during hospital-
ization. The structure and the form of communication
between home and hospital could be difficult and the family
members sought fixed patterns in the communication with the
HCPs. They also needed detailed information about their
loved ones’ condition as well as a wish for being met with a
HCP who encouraged hope and showed understanding.

A study shows that family members to patients admitted to
ICUs with COVID-19 are in a vulnerable situation with a
high degree of unpredictability and seriousness as well as
powerlessness due to visiting restrictions.18 It is thus un-
derstandable that our analysis shows that family members
hang on to every word the HCPs say—making the when,
how, and what of communication between family members
and HCPs crucially important. When the ill person is hos-
pitalized, we found that family members’ priority was that
their loved one received good health care. However, com-
munication between family members and HCP were central
for family members’ ability to cope with the difficult
situation.

Regarding the structure of communication, the analysis
shows that the family members spent a lot of energy trying to
create a pattern, for example, phoning every afternoon and
evening at specific hours. It also shows that family members
appreciated it when the HCP took the initiative to call and/or
suggest specific hours for the phone calls. Other studies
concerning families of patients in ICUs confirm that struc-
tured information improves satisfaction and reduces the
psychological burden.5

The participants in this study did not make use of tech-
nologies other than the phone when talking to HCPs. Other
studies concerning communication between family members
and HCPs during COVID-19 pandemic have dealt with pros
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and cons in terms of, for example, phone and video
communication.19,20 It is pointed out that both family
members and HCP think phone calls are useful for
information-sharing and brief updates, while video calls are
preferable for aligning family members’ and HCPs’ per-
spectives.20 The present analysis shows that family members
found great differences in the ways that the HCPs commu-
nicated about the same issue and that this could give rise to
even further uncertainty. Knowing from research that video
calls have more potential to align the two parties’ perspectives
than phone calls is, therefore, important knowledge to
recognize.

To further conceptualize the analytical findings concern-
ing the content of the communication, we will adopt Hab-
ermas’s14 normative concept of speech act. Habermas’s
interpretation and representation of speech act theory and
communication reflect his concepts of the 3 worlds: the
objective, the social, and the subjective world. In the ob-
jective world, the validity claim is truth gained through an
objectifying attitude and constative speech acts representing
the state of affairs; the social world, where the validity claim
is rightness gained through a norm-conformative attitude and
regulative speech acts established in interpersonal relations
(inter-subjectivity)—simply that what is said is the right thing
to say in the situation for the involved persons, and finally the
subjective world, where the validity claim is truthfulness
gained through an expressive attitude and self-representation.

In this theoretical perspective, it can be said that the family
members need the communication to be valid in term of being
true in the objective world, right in the social world and
truthful in the subjective world. The family members ap-
preciate it when HCPs with an objective attitude represent the
state of affairs by telling them, in detail, about their loved
ones’ medical condition and everyday activity—the truth.
They also appreciate it when this is told in a way where the
HCPs take on a regulative speech act in the social world, for
example, put the emphasis on the positive things of the
situation—encouraging hope in the inter-subjective com-
munication with the family member—including giving the
communication time and showing understanding for the
family members’ difficult situation—rightness. And finally,
the family members emphasized the importance of honesty,
where the HCPs through their expressive attitude commu-
nicate about what they know about the disease and what they
do not—truthfulness.

It might be asked what it takes to be able to communicate
in this manner. According to research about the psychological
experience of nurses caring for COVID-19 patients, they feel
discomfort, fatigue, helplessness, fear, and anxiety—
especially at the beginning of their work with patients suf-
fering from COVID-19.21 Even though they gradually got
more positive with self-coping styles like psychological and
life adjustment, altruistic approach and team support, this
does not change the fact that they work under enormous
pressure. Often they have a large workload and work under

uncertain conditions both regarding the treatment and care of
the patients, colleagues, wards, and time horizons.21 On top
of this, they must protect the patients and themselves from
infection by wearing extra protective equipment, making the
performance of the different caring tasks less flexible.

Knowing this, it is understandable if the individual HCP
finds it challenging to take the initiative to regularly phone
family members and find the right balance in giving the right
amount of information (the truth in detail) in the right way
(encouraging hope and showing empathy toward the family
member’s difficult situation) while being truthful about their
own limitations, for example, within experience on the
treatment and care of patients suffering from COVID-19.

This makes a systematic approach to corporation and
communication with family members even more relevant.
Our study shows that family members go through a tough
period, where after a hard time getting their loved ones
admitted to hospital, they experience fluctuating and diverse
communication with the HCPs during hospitalization, fol-
lowed by concerns about their loved ones’ homecoming and
too early discharge with no follow-up. These findings are in
line with Hart et al (2020), who stress that family support is
even more important during COVID-19, especially as
maintaining public safety necessitates visiting restrictions. It
is recommended that healthcare systems quickly adapt pro-
cedures for communication with family members to cir-
cumvent restrictions on physical presence. These procedures
must acknowledge the conditions under which the HCPs
work.22

Methodological Considerations

This study makes use of qualitative interviews with 12 family
members of a person hospitalized with COVID-19. This was
to gain knowledge on how they experienced communication
with the HCPs. Though the interpretational levels a sort of
“collective subject” was constructed, as themes strong across
the interviews were brought forward and less represented
themes and perhaps contradictions in their viewpoints were
left out. Even though there are details in the individual in-
terview which the analytical process has left out, the reflexive
methodologies’ emphasis on the researchers’ ability to bring
forward the important messages from the empirical material
supports this way of producing new knowledge. There is
however some drawbacks that should be taken into
consideration.

First, the socio-demographic differences between the
participants were not analytically considered. For example,
the participants’ different relations to their loved ones, where
some were spouses, others grown up children, and one
brother-in-law, as well as the participants’ differences in
terms of age, gender and life situation in general. It is known
that these factors have an impact on how the situation is
experienced and thus give rise to differences when it comes to
the need for support from HCP.23
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Second, some of the interviews were conducted while their
loved ones were still at the hospital and others were dis-
charged. This may give different perspectives and rationales
on what is the most important when it comes to communi-
cation. For example, that those whose loved ones were still in
hospital may be more anxious about the future, than those
whose loved ones are home again. They were however all
involved in the situation as we spoke to them, thus not being a
past-tense phenomena.

These differences among the participants can also be
considered a strength as the objective of the study is com-
munication and collaboration with the HCPs, where various
type of relations and time in the patient trajectory gives
richness to the nuances in the analyses.

Conclusion

The analysis of 12 qualitative interviews with family
members to patients hospitalized at ICUs with COVID-19
about their experiences of communication with HCP provides
important insights into their needs regarding collaboration
with HCPs during hospitalization.

When hospitalized, and thus restricted from visiting, the
family members experienced large variation in the ways that
the HCPs communicated with them. This variation in com-
munication went for the when, how, what and who—all adding
to the uncertainty. The analyses show that the family members
need the communication to be valid in term of being true, right,
and truthful: True in terms of telling, in detail, about their loved
ones’ condition, treatment and care—as they cannot see or talk
to them themselves, Right in the way this is told, where hope is
encouraged and understanding for the family member shown,
and Truthful about the lack of knowledge and experience when
dealing with a new and unknown disease.

Taking the working conditions for HCP during the
COVID-19 pandemic into consideration, a systematic way of
establishing communication and collaboration between
family members and HCP is crucial for both parties.

Implication for Practice

•HCPs should proactively plan and offer fixed timeframes
for communication

• Information on the patient’s condition should be factual
and include everyday activities within care

•HCPs should be honest in terms of prognoses and lack of
knowledge and experience

• Continuity with regard to the HCP(s) talking to family
members is preferable

• Communication with family members should be kind
and accommodating
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