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Abstract

Context. The COVID-19 pandemic resulted in visitation restrictions across most health care settings, necessitating the use

of remote communication to facilitate communication among families, patients and health care teams.

Objective. To examine the impact of remote communication on families’ evaluation of end-of-life care during the

COVID-19 pandemic.

Methods. Retrospective, cross-sectional, mixed methods study using data from an after-death survey administered from

March 17eJune 30, 2020. The primary outcome was the next of kin’s global assessment of care during the Veteran’s last month

of life.

Results. Data were obtained from the next-of-kin of 328 Veterans who died in an inpatient unit (i.e., acute care, intensive

care, nursing home, hospice units) in one of 37 VA medical centers with the highest numbers of COVID-19 cases. The

adjusted percentage of bereaved families reporting excellent overall end-of-life care was statistically significantly higher among

those reporting Very Effective remote communication compared to those reporting that remote communication was Mostly,

Somewhat, or Not at All Effective (69.5% vs. 35.7%). Similar differences were observed in evaluations of remote communication

effectiveness with the health care team. Overall, 81.3% of family members who offered positive comments about

communication with either the Veteran or the health care team reported excellent overall end-of-life care vs. 28.4% who made

negative comments.

Conclusions. Effective remote communication with the patient and the health care team was associated with significantly

better ratings of the overall experience of end-of-life care by bereaved family members. Our findings offer timely insights into

the importance of remote communication strategies. J Pain Symptom Manage 2021;62:213e222. � 2021 American Academy of

Hospice and Palliative Medicine. Published by Elsevier Inc. All rights reserved.
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Background
The COVID-19 pandemic has radically altered the

delivery of health care, especially care at the end-of-
life (EOL). One critical change is around visitation
policies. To minimize infection transmission, most
health care facilities have greatly curtailed in-person
visits from family, banning all visitation except for
‘‘compassionate care situations.’’1 These restrictions
increase a sense of isolation and distress for families,
patients, and staff and can have significant conse-
quences including complicated grief reactions for pa-
tients’ families.2,3

Open communication is a hallmark of high-quality
palliative and EOL care. Current limitations on in-
person interaction among patients, families, and
health care providers necessitates increased use of
alternative communication approaches. To implement
these approaches, clinicians may turn to existing
guidelines for enhancing remote communication in
health care settings during natural disasters, including
pandemics.4e8 However, little is known about their
effectiveness in promoting positive patient and family
outcomes.

The COVID-19 pandemic provides an opportunity
to examine the effects of remote health care commu-
nication. The Department of Veterans Affairs (VA),
the largest integrated health care system in the
United States, is an excellent setting for examining
challenges created by COVID-19. On March 17,
2020, the VA implemented a ‘‘no visitation’’ policy
for all VA medical centers to protect the most vulner-
able Veterans from contracting COVID-19. Families
were permitted in-person visitation whenever possible
when the Veteran was identified as imminently dying.
As the numbers of COVID-19-related hospitalizations
and deaths grew, the national VA Palliative and Hos-
pice Care program began an effort to understand
the impact of the pandemic on bereaved families’
experiences and evaluations of EOL care. Starting
with deaths occurring in March 2020, three temporary
COVID-19-related itemsdtwo forced-choice and one
open-ended questiondwere added to the Bereaved
Family Survey (BFS), an after-death survey used to
assess and improve the quality of care for all seriously
ill Veterans across the VA with a focus on the last
month of life. The questions focused on the use and
effectiveness of remote communication tools during
COVID-19. Beginning with May 2020 deaths, two addi-
tional questions related to remote communication
were added to the survey. The first asked respondents
about the effectiveness of communication between
the family and the health care team and the second
asked respondents who had no remote contact with
the Veteran or health care team to state a reason for
the lack of contact (Appendix Figure I).
Applying a convergent parallel mixed methods
design, we integrated quantitative and qualitative
BFS data with clinical and administrative data to
address the following question: What impact does
remote communication have on families’ evaluations
of care in the last month of life for Veterans dying in
inpatient settings during the COVID-19 visitation re-
strictions? Specifically, we examined the associations
among bereaved families’ perceptions of the quality
of remote communication with 1) the Veteran and
2) the health care team and their evaluations of the
quality of end-of-life care.
Methods
Data Sources and Procedures
Data for this retrospective observational analysis

were derived from two sources: 1) The VA Corporate
Data Warehouse (CDW), which contains patient clin-
ical and administrative information from a variety of
sources, and 2) the BFS, a postdeath survey that is
routinely administered to the next of kin of Veterans
who die in VA inpatient settings, including acute
care units, intensive care units, community living cen-
ters (i.e., VA nursing homes), and hospice units, most
of which are located in a nursing home unit. Four to
six weeks after the Veteran’s death, next-of-kin are
contacted and asked to complete the BFS by mail, tele-
phone, or online. The BFS has demonstrated validity
and reliability and is endorsed by the National Quality
Forum.9e14 There is also evidence of measurement
invariance across all three administration modalities.10

For this analysis, the next-of-kin of 1073 Veterans
who died from March 17, 2020, to June 30, 2020
were selected from facilities with the highest numbers
of COVID cases to receive the BFS with additional
COVID-19erelated questions. Specific COVID-19
‘‘hotspot’’ facilities were identified through the VA
COVID National Summary website, which reports
the number of Veterans served by the facility who
were diagnosed with COVID-19.15 Each month, this
website was accessed to identify the VA medical centers
with the highest numbers of COVID-19 cases. A pro-
grammer then identified deaths at each of the facil-
ities, starting with the facility with the highest
number of COVID-19 cases, and proceeding down
the facility list until 400 deaths were identified. This
number was chosen based on staff’s capacity to contact
next-of-kin by phone to complete the BFS. The facility
list changed from month to month but included
deaths from 12 to 14 facilities per month, for a total
of 37 facilities over the study period. These facilities
were located in 19 states and the District of Columbia.
Consistent with patterns in COVID-19 prevalence
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during this period, some facilities (e.g., New York City)
were included every month, whereas others (e.g.,
Houston, Las Vegas) were included only in the later
months.

The COVID-19 sample received the BFS by phone
to maximize timely data collection. The survey was
administered by experienced, trained interviewers. At-
tempts to contact next-of-kin were made up to three
times including at least one attempt after business
hours. A total of 328 surveys were completed (37.1%
response rate). Appendix Figure II depicts the recruit-
ment flow diagram.

All data collection and analyses were conducted as
part of ongoing quality improvement efforts at the
Department of Veterans Affairs. As such, this analysis
was reviewed and received approval as ‘‘exempt’’ by
the Institutional Review Board at the Corporal
Michael J. Crescenz VA Medical Center in Philadel-
phia, PA.

Study Variables
Dependent Variables: Bereaved families’ Evaluation of Care.
Our primary outcome was the BFS Performance Mea-
sure (BFS-PM) which is the next-of-kin’s global assess-
ment of care during the Veteran’s last month of life
(ranging from 0 ¼ ‘‘poor’’ to 4 ¼ ‘‘excellent’’).

Our secondary outcomes were two additional BFS
items that reflect the family member’s evaluation of
specific aspects of communication: During his/her last
month of life, 1) how much of the time were the staff who
took care of him/her willing to take time to listen; and 2)
how often did the staff who took care of him/her keep you
or other family members informed about his/her condition
and treatment? Possible responses to these items are: Al-
ways, Usually, Sometimes, Never, and I did not speak with
the staff who took care of him/Unsure.

For all three dependent variables, we used a top-box
scoring method, comparing the most favorable
response (i.e., Excellent or Always) to all other re-
sponses. To reclaim cases with missing BFS item-level
data, we used ICE imputation procedures in STATA
because of the small sample size.16 Overall, 1%
(n ¼ 3) of responses were imputed.

Independent Variables: Measures of Remote Communication
Effectiveness. Our key measures of remote communi-
cation effectiveness were derived from two forced-
choice items (Appendix Figure I). Respondents were
asked to report the effectiveness of the primary
remote communication tool used with the Veteran
(e.g., telephone in the Veteran’s room, personal
iPad/tablet, VA-provided iPad/tablet) and with the
staff using four options: Very, Mostly, Somewhat, or Not
at All Effective.

As an additional measure of communication effec-
tiveness, we analyzed communication-specific
responses from two standard, open-ended questions
on the BFS: Is there anything else that you would like to
share about the Veteran’s care during his/her last month of
life? and, Is there anything else that you would like to share
about how the care could have been improved for the Veteran?
The COVID-19 version included the additional ques-
tion: Is there anything else that you would like to share about
using remote communication between the Veteran and your-
self during his/her last month of life or how VA could have
improved that connection? Because all surveys for this
study were completed by phone, interviewers asked
each question in sequence, taking extensive notes
while the family member answered. These notes
were then read back to the respondent, who verified
their accuracy or offered corrections or clarification.
To transform the qualitative responses into data for

the quantitative analyses,17 we compiled all comments
into a spreadsheet, with one row per respondent and
three columns, each containing a response, if avail-
able, for each of the three questions. A detailed
description of the comprehensive qualitative analysis
is reported elsewhere.18 For this analysis, our goal
was to examine the association between communica-
tion and perceptions of quality of end-of-life care.
Directed content analysis with deductive open coding
was used to identify conceptual categories along two
matrices: focus and valence.19,20 Coders analyzed
data from all three questions using a priori rules. Com-
ments were coded according to focus, specifically,
contextual (i.e., relating to any aspect of care that was
not specific to the quality of communication) and
communication-specific. The latter were identified using
keywords such as ‘‘talked,’’ ‘‘informed/information,’’
‘‘meeting/met,’’ as well as terms focused on remote
communication (e.g., ‘‘iPad,’’ ‘‘phoned,’’ ‘‘video
chat’’). Then, we assigned a valence to each
communication-specific coded comment: 1) positive;
2) negative; 3) both positive and negative (i.e., com-
ments included both negative and positive elements);
or 4) not applicable (no comments or comments were
not explicitly positive or negative, e.g., ‘‘we were not al-
lowed in’’). This step allowed us to assign values to the
qualitative data for purposes of our quantitative anal-
ysis.17 Two authors (M.E. and H.G.) independently
coded all data, achieving 86% agreement on determi-
nation of codes. They then met to discuss all discrep-
ancies and reach consensus on final coding. Table 1
provides examples of communication-specific coded
statements according to assigned valences.

Covariates. We extracted Veterans’ clinical and demo-
graphic data including age, race/ethnicity and an in-
dicator as to whether the Veteran had a diagnosis of
COVID-19. We measured medical comorbidities using
the Elixhauser method with a one-year look back
period.21,22 We also collected data on site of death



Table 1
Examples of Communication-specific Comments Coded

by Valance

Positive � I was not allowed in . I have no
complaints. I was kept informed
every step of the way.

� I appreciated the time the
doctors and all parties
informing me about his care
and took a lot of time with me. I
never felt rushed.

� I talked to the nurses’ station
every day. They were great.

� They held monthly meetings
with me, even when the virus
started. That was one of the best
things the VA did. [His
physician] called me every time
he was sick. The whole staff was
amazing.

� The staff was very helpful and I
talked to about a dozen of his
doctors (kidney doctor, PC and
the team) by phone . they kept
me aware daily. Communication
was very good.

� They [the nurses] also assured
me since I couldn’t be there
because of the virus that he
would not die alone and he
didn’t.

Negative � When your mother or loved one
is dying there needs to be a
better way to tell the family.
Watch their selection of words
and communication. They need
more sensitivity on how to tell
the family the loved one is
dying.

� It was very difficult that he died
alone! I would have liked to
have more communication with
him.

� More day-to-day communication
during the last week of life was
needed.

� [Physician] never returned my
calls.

� No video chat offered. My father
didn’t have his phone with him,
we were at the mercy of whatever
was provided for him.

� There was conflicting
information between the
doctors and nurses.

� They could have found a way for
me to communicate with him.

Neutral � They offered I-Pad
communication but I didn’t
want to because he was put on a
ventilator and had tubes and I
did not want to see him this way.
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and four care process indicators that are associated
with high-quality EOL care: 1) receipt of a compre-
hensive palliative care consult in the last 90 days of
life;23 2) completion of a life-sustaining treatment
note and orders;24,25 3) Veteran/family contact with
a chaplain in the last month of life; and 4) presence
of a ‘‘Do Not Resuscitate’’ order.26,27 All indicators
were coded as dichotomous variables (yes/no).

Statistical Analysis
We calculated descriptive statistics to examine de-

mographic and clinical characteristics of the sample.
To examine the associations between remote commu-
nication effectiveness variables and BFS outcomes, we
calculated adjusted proportions and odds ratios using
robust logistic and linear regression models clustered
by facility. Models were adjusted for age (continuous),
COVID-19 diagnosis (yes/no), race (non-Hispanic
white vs. other), next-of-kin relationship (spouse/part-
ner; child; other), site of death (ICU, acute care, VA
nursing home, hospice palliative care unit), palliative
care consult (yes/no), and chaplain visit/contact
(yes/no). We did not include life-sustaining treatment
note and orders and the Do Not Resuscitate variables
in the models because most decedents had both.
Owing to known differences between BFS responders
and nonresponders in factors such as age, race/
ethnicity, venue of death, and receipt of EOL care pro-
cesses, including a palliative care consult, we included
inverse propensity weights in our adjusted models to
statistically account for nonresponse (Table 2).13 We
also calculated the percentage of ‘‘top box’’ responses
for BFS outcomes according to valence of the coded
qualitative comments: positive, negative, both positive
and negative, no comment/neutral comment. We used STA-
TA statistical software version 15.1 (StataCorp.,
College Station, TX) for all analyses. Statistical signifi-
cance was set at P < 0.05 for all analyses.
Results
The final sample included 328 decedents, with an

average age of 76 years (standard deviation [SD]:
11.4); 96% were male, and 46.7% were white, non-
Hispanic. Forty percent had a COVID-19 diagnosis, re-
flecting the focus on pandemic ‘‘hotspots.’’ Almost
two-thirds (65.6%) of the sample died in an intensive
care or other acute care unit, whereas the other third
(34%) died in a VA nursing home or hospice-palliative
care unit. The vast majority had a completed life-
sustaining treatment note and orders (94.2%) in
which 86.6% contained a Do Not Resuscitate order.
Table 2 summarizes the sample characteristics.
While most (74%) respondents reported either in-

person or remote communication with the Veteran
in the last month of life, 86 family members (26%)
stated they had no remote contact. Of the 40 respon-
dents who were specifically asked to provide a reason
for no contact, over half (n ¼ 22) stated that they
had no remote contact because they were able to see
the Veteran in person (Per VA policy, family visitors



Table 2
Sample Demographic and Process Measures

Patient Characteristic/Process
Measure

Overall Sample,
N ¼ 328

BFS Responders,
N ¼ 328

BFS
Nonresponders,

N ¼ 556

P valueN % N % N %

Age: mean years (SD) 77 (11.4) 77 (11.4) 75 (11.5) 0.104
Male gender 316 96.3 316 96.3 537 96.6 0.775
Race/Ethnicity 0.884

Non-Hispanic White 153 46.7 153 46.7 256 46.0
All other race/ethnicity 167 50.9 167 50.9 293 52.7
Unknown 8 2.4 8 2.4 7 1.3

Next of Kin Relationship 0.001
Spouse/partner 113 34.5 113 34.5 173 31.1
Child 116 35.4 116 35.4 171 30.8
All other 99 30.0 99 30.0 209 37.6

COVID-19 diagnosis 132 40.4 132 40.4 196 35.3 0.128
Number of comorbid conditions:

mean (SD)
5.8 (2.9) 5.8 (2.9) 5.8 (3.0) 0.832

Venue of Death 0.004
ICU 122 37.2 122 37.2 250 45.0
Acute 93 28.4 93 28.4 158 28.4
CLC 46 14.0 46 14.0 56 10.1
HPCU 67 20.4 67 20.4 92 16.6

Completed LST Note/Order 309 94.2 309 94.2 494 88.9 0.005
DNR order completed (from LST

Order)
284 86.6 284 86.6 445 80.0 0.002

Received Palliative Care Consult 209 63.7 209 63.7 294 52.9 <.001
Received Chaplain Contact 247 75.3 247 75.3 386 69.4 0.008

CLC ¼ Community Living Center; DNR ¼ Do Not Resuscitate; HPCU ¼ Hospice/Palliative Care Unit; ICU ¼ Intensive Care Unit; LST ¼ Life Sustaining
Treatment.
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were allowed visitation if death was expected.), and
seven (17.5%) stated the Veteran did not want contact
or was unable to communicate. Only 14 of the 195
(7%) family members who were asked about contact
with the health care team stated that they had no con-
tact with providers or staff.

Figure 1 depicts the adjusted proportions of each
BFS outcome by remote communication effectiveness
with the Veteran. BFS-PM for respondents in each
category were as follows: Very Effective was (69.5%);
Mostly, Somewhat, or Not at All Effective (35.7%); and
Did not Remotely Communicate with the Veteran (53.8%).
The differences in BFS-PM between Very Effective and
the other two categories were statistically significant.
The difference between Mostly, Somewhat, or Not at
All Effective and Did not Remotely Communicate with the
Veteran also was significant (OR ¼ 1.89; 95% confi-
dence interval [CI] ¼ 1.08e3.29; P ¼ 0.011).

Similar patterns were seen for the BFS staff listened
and Kept family informed outcomes. The adjusted odds
ratio (AOR) for the BFS-PM, comparing families who
rated the remote communication as Very Effective vs.
Mostly/Somewhat/Not At All Effective was 4.68 (95% CI:
2.27e9.65) indicating that families who responded
that communication with the Veteran was Very Effective
were almost 4.7 times more likely to report that the
quality of EOL care was Excellent than families who
rated remote communication effectiveness less favor-
ably. Families who reported that communication with
the Veteran was Very Effective were almost twice as likely
to report an excellent overall rating on the BFS-PM
compared with family members who did not remotely
communicate with the Veteran (AOR: 1.89; 95% CI:
1.08e3.29).
Figure 2 shows the adjusted proportions of each

BFS outcome by remote communication effectiveness
with the health care team. The likelihood of family
members with the most favorable views of remote
communication effectiveness (i.e., Very Effective) to
report the overall care as Excellent was nearly four times
higher than families with less favorable views of fam-
ily/health care team remote communication (AOR:
3.74; 95% CI: 1.27e10.99). Statistically significant dif-
ferences were also seen when comparing Very Effective
vs. Mostly, Somewhat and Not Effective remote communi-
cation for the Staff Listens and Staff Kept Us Informed
outcomes.
Analysis of the qualitative data revealed that positive

and negative reports about communication were high-
ly associated with family ratings of care (Table 3).
Overall, 81.3% of family members who offered positive
comments about communication with either the Vet-
eran or the health care team rated care at the EOL
as Excellent vs. 28.4% who made negative comments
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Fig. 1. Bereaved Family Survey Outcomes Associated with Remote Communication Effectiveness with the Veteran, n ¼ 328.
aAll comparisons adjusted for patient age, patient race/ethnicity, Elixhauser comorbidity, COVID-19 Diagnosis, next-of-kin
relationship, palliative care consult in the last 90 days of life, chaplain, contact with the family or Veteran during the last
month of life, venue of inpatient death, nonresponse bias and clustered by facility. Overall ‘‘Excellent’’
Score ¼ Proportion of family members that rated care at the EOL as ‘‘Excellent’’ vs."Very good’’, ‘‘Good’’, ‘‘Fair’’ or
‘‘Poor’’. Listen Score: Proportion of family members who reported Staff ‘‘Always’’ listened to the Veteran and family vs.‘‘Usu-
ally’’, ‘‘Sometimes’’ or ‘‘Never’’ listened. Inform Score: Proportion of family members who reported Staff ‘‘Always’’ kept the
Veteran and family informed about the Veteran’s condition and treatment vs. ‘‘Usually’’, ‘‘Sometimes’’ or ‘‘Never’’ kept the
Veteran and family informed. *Difference with reference group (Very Effective) statistically significant at P < 0.05.

218 Vol. 62 No. 2 August 2021Ersek et al.
and 50.0% of those who had mixed (negative and pos-
itive) reports about communication. Similar patterns
were found for Staff listens and Staff kept family informed.
Discussion
Results of this study support the importance of

communication, particularly remote communication,
among family, patients, and health care teams during
periods of restricted visitation resulting from the
COVID-19 pandemic. We found that family reports
of effective remote communication with the patient
and the health care team were associated with signifi-
cantly better family experiences of EOL care. Overall
evaluation of EOL care, as well as communication-
specific aspects of care (health care team listens and
kept family informed ) were more highly rated when
bereaved families reported that communication with
the patient and/or the health care team was very effec-
tive. Findings were similar when family members
offered positive open-ended responses to questions
about their communication experiences at the pa-
tient’s EOL. To our knowledge, this study is the first
to examine the associations between bereaved fam-
ilies’ experiences of communicationdin particular,
remote communicationdand EOL care during the
COVID-19 pandemic.
It is possible that families’ general views of EOL care

quality influenced their ratings of remote communica-
tion, rather than effective remote communication
driving families’ perception of overall care. However,
numerous studies document the importance that pa-
tients and families place on communication at the
EOL.10,28e31 For this reason, the BFS and other mea-
sures of patients’ and families’ experience of EOL
care include items that directly assess communica-
tion.28,32,33 Thus, we believe that families’ experience
of remote communication at EOL influenced their
rating of overall care, although we are unable to
demonstrate this directionality empirically in our
analyses.
Our findings lend empirical support for the guid-

ance that the health care team optimize
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Effective) statistically significant at P < 0.05.
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communication with families during COVID-19 and
other times of restrictions on in-person visits.4,34e36

The effectiveness of specific recommendations, how-
ever, such as the use of video conferencing when
possible, asynchronous communication, or providing
families with information about low-cost internet op-
tions, remains unknown. Both quantitative and qual-
itative findings from our study suggest that families
highly value regular communication about the pa-
tient’s status, a priority that has been identified by
Table
Association Among Negative and Positive Communic

Valence N %
Overall Qu

% Ex

Positive 48 15.9 8
Negative 86 28.6 2
Positive and Negative 24 8.0 5
No comment/Neutral comment 143 47.5 5
other investigators.37 Nonetheless, the content and
quality of the communication when families are phys-
ically distant is unclear. Is there information that is
particularly important to convey under these circum-
stances? For example, a common comment among re-
spondents was to express distress at the thought of
the Veteran ‘‘dying alone’’ without family present.
Given well-documented challenges in predicting mor-
tality,38 it is likely that opportunities to facilitate in-
person visits for patients who are identified as
3
ation-specific Comments and Outcomes, N ¼ 301

ality of Care
cellent

Staff Listened
% Always

Staff Kept Family Informed
% Always

1.3 89.6 89.4
8.4 52.9 45.3
0.0 78.3 62.5
7.8 79.7 71.1
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imminently dying will be missed. Thus, remote
communication with all seriously ill patients is crit-
ical. Relatedly, a few families conveyed relief and
appreciation when staff communicated that the pa-
tient was not alone. Future research should examine
the preferences and effectiveness of specific strategies
to promote remote communication among patients,
families, and the health care team.

Qualitative comments reflected characteristics of
less-than-ideal remote communication that have
been found in other studies.39,40 For example, some
family members expressed frustration when staff
were unavailable to facilitate phone or video calls
with patients who were too weak or confused to
manage the technology independently. Others found
the technology difficult to navigate or encountered
connectivity and other problems.41,42 These chal-
lenges were likely more pronounced among families
in rural areas, where broadband internet connection
is sometimes unavailable,43 and for people with low lit-
eracy or digital literacy skills, and those with vision or
hearing loss.44 Addressing these particular barriers is
critical to achieving high quality care.

Interestingly, we found that families who reported
having no remote contact with the Veteran rated the
quality of EOL care significantly higher than those
who described less than very effective remote communi-
cation. The explanation for this finding is not clear;
however, over half of respondents (22/40) who were
asked to provide a reason for not using remote commu-
nication reported that they were able to visit the pa-
tient, making remote communication options less
necessary. Furthermore, many in the sample were not
asked to state a reason for the lack of remote commu-
nication with the Veterans as this question was added
later; thus, this number is likely an undercount of fam-
ilies who were permitted in-person visits, thereby elim-
inating the need for remote communication. Overall,
this finding suggests that facilitating in-person visita-
tion whenever possible is important. However, our find-
ings also show that meaningful, comforting
communication can occur without in-person contact.
This observation is consistent with Otani et al., who
found that the patient’s inability to say goodbye before
death was more highly associated with complicated
grief than the family’s inability to see the patient in per-
son prior to death.2

There are several limitations to this study, including
the response rate of 37%. Although lower than we ex-
pected, this rate is comparable to that of the Con-
sumer Assessment of Healthcare Providers and
Systems-Hospice survey.45 Furthermore, we adjusted
our analyses for nonresponse bias.13 Veterans
comprise a unique, mostly male population; on the
other hand, we were able to survey a diverse group
of families from geographic locations and care
settings. Also, while the BFS is a validated measure,
the questions that were added to understand remote
communication were not formally tested or validated.
In addition, the data were collected for quality
improvement rather than research. Thus, we were un-
able to audio record the interviews and transcribe
verbatim as would be the case in a research study.
Trained experienced staff conducted all interviews,
wrote down respondent’s comments, and read them
back to respondents to check for accuracy; however,
there was no independent evaluation that written re-
sponses were accurate or complete. Furthermore, in-
terviewers did not ask follow-up questions to probe
into the strengths and challenges of specific modes
of communication (e.g., video chat, phone).
Our findings offer timely and critical insights about

attending to remote communication with patients,
their families, and health care teams. There are oppor-
tunities to improve virtual communications and
expand the use of health care system-provided
communication devices. Additional research is
needed to identify the most effective and preferred
modalities, frequency, content and messaging to pro-
mote high-quality EOL care. Families are experi-
encing distress as a result of visitation policies, but it
appears this stress can be mitigated to some degree
by effective communication. What we observed offers
important lessons for EOL communication during
the current pandemic, future pandemics, and other
disasters, as well as in situations when families lack
the resources or ability to be physically present.
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Appendix
Appendix Figure I. COVID-19especific questions about communication.



Appendix Figure II. Recruitment flow diagram.
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