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Abstract

Objective No-visitor policies adopted to prevent coronavirus disease-19 (COVID-19) spread in hospital wards have deeply
impacted communication with patients and their relatives. Whereas in pre-COVID-19 era family-clinician meetings were
held in person, during the pandemic interactions often took place over the phone, frequently causing feelings of uncertainty
and distress to the close ones at home. The goal of this study was to assess and improve the effectiveness of structured
telephone-based communication with hospitalized onco-hematological patients’ relatives in COVID-19 era.

Methods After no-visitor policy was adopted in the Onco-Hematological Unit of Modena, inpatients’ relatives were contacted
daily for clinical updates. After discharge, a telephone satisfaction survey was administered to all contact people of patients
consecutive admitted between December 2020 and January 2021 (n =97). Mean score of response and potential statistically
significative differences depending on respondents’ characteristics were assessed.

Results Most relatives were satisfied with the communication received with a mean total score of 4.69 on a 5-point Likert
scale (standard deviation: 0.60). Results showed high satisfaction rate with both the informative (mean + SD: 4.66 +0.64)
and emotional (mean + SD: 4.66 +0.58) content, with no significant difference depending on respondents’ demographic
characteristics (p >0.05).

Conclusion A structured telephone-based communication may be a reasonable substitute for face-to-face meetings; especially
if regular in time, conducted by the same doctor and integrated with video calls. Our findings might assist health workers in
implementing measures to minimize the psychological effects of no-visitor policies during hospitalization. Clinical updates
delivery through structured phone calls and video calls could become an opportunity also in post-COVID era.
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Introduction Moreover, communication with seriously ill patients

is often triadic rather than dyadic, involving not only the

Communication represents a crucial task in the professional
life of a clinician, especially for those who work with life-
threatening illnesses. In these cases, the creation of an effec-
tive dialog can be a challenging topic that clinicians face
daily. In the last decades, clinical communication has been
widely investigated and several structured approaches have
been developed and proposed [1, 2].
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provider and the patient, but also families, which are often
the primary support unit, a vital part of the healthcare team
and essential to their relatives’ well-being [3, 4]. The way
physicians deal with family members and/or caregivers can
empower the relationship with the patient and help with the
care process, reinforcing the doctor’s message and giving
important clues about clinical and personal history. Com-
pared to studies on patients’ preferences, little is known
about relatives’ perspectives on interaction with health-care
providers [5-8]. However, understanding how to improve
communication in this field is vital to support all parties
involved in the care process and improving their outcomes.
More specifically, in an oncological ward, the family repre-
sents an important point of connection between clinicians
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and inpatients. In this setting, high levels of depression and
caregiver’s burden were registered among relatives of hos-
pitalized cancer patients [9]. Targeted interventions in this
field may therefore improve both patients and their families’
quality of life.

The global crisis driven by the outbreak of coronavirus
disease 2019 (COVID-19) has caused unexpected and chal-
lenging situations. Physical barriers and no-visitor policies
have deeply impacted communication in the hospital setting
and new strategies are needed for physicians to preserve con-
nection with patients and their relatives [10].

Whereas in pre-COVID-19 era family-clinician meet-
ings were held in person in predefined moments, during the
SARS-CoV-2 pandemic interactions often took place over
the phone. In this unprecedented situation, the frequently
unilateral direction of the communication might cause feel-
ings of uncertainty and distress to those who are at home
and must wait for news to come [11]. Furthermore, the rela-
tives of critically ill patients are already at increased risk of
anxiety, depression, or post-traumatic stress disorder (PTSD)
[12]. In addition, losing nonverbal cues, such as eye contact,
posture, and gesture, makes it more difficult to bond and
establish empathy between the communication provider and
the relative involved [13].

In order to address common barriers to successful con-
versations when physical distance is necessary, different
solutions were proposed: video calls through smartphones
and tablets were introduced [14] and many step-by-step
frameworks, some specific to COVID-19, were developed
[15-17].

After the SARS-CoV-2 outbreak, in our onco-hematolog-
ical department—as in many others—a decision to tempo-
rarily suspend visits to inpatients was made and clinicians
started to communicate by telephone or video. Of note,
relatives’ thoughts and feelings about the new communica-
tion standards adopted during the pandemic have not been
explored so far. This research was born to assess for the first
time the effectiveness of a telephone-based communication
strategy in COVID-19 era and aims to empower it through
dialog and cooperation with patients’ families.

Methods

All relatives of cancer patients consecutively admitted to
our onco-hematological ward between December 2020 and
January 2021 were enrolled in this study. Inclusion crite-
ria required that each participant was the adult contact per-
son of a patient with a cancer diagnosis hospitalized in the
Onco-Hematological Unit of Centro Oncologico Modenese
between December 2020 and January 2021.

After no-visitor policy was adopted, we started creating
space and time for structured daily phone calls with patients’
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families to give them clinical updates. All of them were
called at the same time each day, from Monday to Friday.

In the first call, we verified the level of information about
the underlying onco-hematological disease and discussed as
clearly as possible the cause of the hospitalization and the
disease stage. In the following calls, updates were given, and
therapeutic goals were discussed. Finally, when possible, we
faced problems related to discharge and the possibility of
returning home, taking into consideration caregiving, logis-
tic, and social aspects. Throughout this process, providers
not only paid attention to the information delivery, but also
to the emotional component. Additionally, we offered the
chance to see the patient through video calls with smart-
phones provided by the hospital.

Within 3 weeks from patients’ discharge or death, con-
tact relatives were called and engaged in a phone survey
designed to assess their level of satisfaction with the com-
munication received and suggestions to possibly improve
its quality.

The survey was modified from EORTC QLQ-COMU26
questionnaire for cancer patients [18]: the 26-item instru-
ment, with response format of a 5-point Likert scale (1 =not
at all; 2 =a little; 3 =partially; 4 = quite a bit; 5 =very
much), has been developed by the European Organisation
for Research and Treatment of Cancer (EORTC) Quality of
Life Group (QLG) for the measurement of different issues
related to the communication between cancer patients and
their health care professionals. As Table 1 shows, given
the urgency of this situation and the lack of questionnaires
that assess relatives’ preferences in this unprecedented con-
text, we adapted patient-specific EORTC QLQ-COMU26
to develop an instrument to evaluate families’ satisfaction
with the communication received during the patient’s hospi-
talization period. For this reason, we deleted from the origi-
nal EORTC instrument the questions that did not apply to a
phone communication (e.g., “did the doctor look you in the
eye?”) and added four new elements (items 4, 5, 11, 12) to
meet the need of exploring communication with patients’
families in a onco-hematological ward setting.

Our survey can be divided into 2 scales and 2 individual
items:

e Scale 1 (items 1, 2, 3,4, 5, 6, 7, 10), designed to explore
the professional’s communication skills;

e Scale 2 (items 8, 9, 11), designed to evaluate the pro-
fessional’s ability to create a relationship with patients’
relatives and manage their emotions;

e Item 12, designed to assess the satisfaction rate with
regard to the received phone call;

e [tem 13, that allowed us to ask for comments about the
received communication and suggestions for its improve-
ment. Open-ended responses were then categorized based
on the common themes that emerged.
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Table 1 Survey items 1

Have you been called by our medical staff for updates about your relative’s health condition?

Did our medical staff spend enough time talking to you?

Was the doctor easy to understand and answered to every question?

Was the information you received clear?

Did they check your previous level of information about your relative’s onco-hematological illness?

Did they clarify disease stage and therapeutic aims?

2
3
4
5  Did they explain to you the acute problem that led to hospitalization?
6
7
8

Did the doctor make it easy to talk openly about your concerns?

9  Did you have the opportunity to express your emotions?

10 Did you feel listened to?

11 Did the doctor plan with you the discharge and consider potential problems related to the return home?

12 Were you pleased to receive this phone call?

13 Comments and suggestions

To reduce interviewer bias, the phone survey was admin-
istered by clinicians who never assisted the patient. Oral
consent was obtained before asking questions. The survey
is part of a hospital audit program; therefore, approval of the
ethics committee was not necessary.

Common demographic features, such as age, gender, level
of education, nationality, and relationship status with the
patient, were collected to describe the interviewed popula-
tion. Mean score and percentage of responses were calcu-
lated for each statement. We used chi-squared test to detect
potential statistically significative differences depending on
demographic characteristics. We considered exact Fisher’s
test p value. A p value <0.05 was established as statistically
significative.

Results

Between December 2020 and January 2021, a total of 495
phone calls were made by 8 clinicians. Seventy-nine percent
of the calls took place between the same professional and the
patient’s contact person.

The survey was administered to a total of 97 onco-hema-
tological patients’ relatives. One hundred percent of the peo-
ple involved accepted to answer the survey. Respondents’
demographic characteristics are described in Table 2. The
age range of the participants was 22 to 75 years, with a mean
of 51 years (standard deviation=11 years). The majority
were Italian (92 out of 97, 95%) females (60 out of 97, 62%).
Seventy-two out of 97 (74%) had a high school or university
degree. Most respondents were patients’ partners (42%) or
sons/daughters (43%).

Patients were affected by all cancer types and stages of
disease progression and had different performance status.
Respondents were not necessarily caregivers. Relatives were
called independently of the outcome of the hospital stay: 59

Table 2 Respondents’ profile (N=97)

Age

Range 22-75
Mean (SD) 51(11)
Gender

Female 60 (62%)
Male 37 (38%)
Level of education

Primary and secondary school 25 (26%)
High school and university 72 (74%)
Nationality

Italian 92 (95%)
Not Italian 5 (5%)
Relationship status with the patient

Partner 41 (42%)
Daughter/son 42 (43%)
Other (other family member, friend) 14 (15%)

patients were discharged, 25 died during hospitalization, and
13 were transferred to another hospital ward.

As Table 3 shows, most relatives contacted during the
patients’ hospitalization were satisfied with the communica-
tion received, with a mean score of 4.69 on a 5-point Likert
scale (standard deviation: 0.60).

Ninety-three relatives out of 97 (96%) referred that the
doctor was easy to understand and 96 out of 97 (99%) stated
that the given information was clear. Most respondents were
satisfied with the updates they received about the acute prob-
lem that led to hospitalization (93 out of 97, 96%), disease
stage, and therapeutic aims (90 out of 97, 93%). In 5 cases
out of 97 (5%), clinicians did not verify what the relative
knew about the patient’s underlying onco-hematological
illness. Most people felt comfortable talking about their
concerns (96 out of 97, 99%), felt listened to (94 out of
97, 97%), and free to express their emotions (91 out of 97,
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Table 3 Feedback scores for all responders (N=97)

Question

Mean+SD 1 2 3 4 5

1.Have you been called by our medical staff for updates about your relative’s health

condition?
2.Did our medical staff spend enough time talking to you?
3.Was the doctor easy to understand and answered to every question?
4.Was the information you received clear?

5.Did they explain to you the acute problem that led to hospitalization?
6.Did they check your previous level of information about your relative’s onco-

hematological illness?
7.Did they clarify disease stage and therapeutic aims?
8.Did the doctor make it easy to talk openly about your concerns?
9.Did you have the opportunity to express your emotions?
10.Did you feel listened to?

11.Did the doctor plan with you the discharge and consider potential problems

related to the return home?

12.Were you pleased to receive this phone call?

479+046 0 0 22%) 16 (17%) 79 (81%)

470+0.62 0 1(1%) 5(5%) 16 (17%) 75 (17%)
4774051 0 0 4 (4%) 14 (15%) 79 (81%)
4744046 0 0 1(1%) 23 (24%) 63 (75%)
4.64+0.63 0 202%) 2Q2%) 25(26%) 68 (70%)
4314095 5(5%) 0 3(3%) 41 (42%) 48 (50%)
459+0.63 0 0 7T(I%) 26(27%) 64 (66%)
4814042 0 0 1(1%) 16 (17%) 80 (82%)
4.63+£0.64 0 1(1%) 5(5%) 23 (24%) 68 (10%)
4734059 0 202%) 1(1%) 18 (19%) 76 (78%)
454+0.63 0 1(1%) 4 (4%) 34 (35%) 58 (60%)
4.98+0.14 0 0 0 202%)  95(98%)

94%). Discharge and potential return home were generally
discussed in advance (92 out of 97, 95%).

Results showed high satisfaction rate with both the com-
munication received (mean + SD: 4.66 + 0.64) and the emo-
tional content (mean + SD: 4.66 +0.58).

All the participants were pleased to respond to our phone
survey (97 out of 97, 100%).

There was no significant difference in communication sat-
isfaction depending on gender, age, and level of education
(p>0.05). Participants were generally satisfied with both
informative content and emotional aspects of the received
communication. Nobody perceived the phone survey as
intrusive.

In the last part of the survey, respondents were asked to
express comments and/or suggestions. Forty-four out of 97
(43%) stated that they were satisfied with how the commu-
nication was handled and had no suggestion to give. Five out
of 97 (5%) openly expressed painful feelings for not being
able to see the patient during the hospitalization, and 6 out
of 97 (6%) found it difficult not being able to talk to doctors
during Christmas holiday time.

Among proposals, 13 out of 97 (13%) found it useful to
organize more video calls; 12 out of 97 (12%) would have
preferred to have always talked to the same clinician; 4 out
of 97 (4%) suggested the first meeting be held in person; and
2 out of 97 (2%) would have liked to have seen the patient
before discharge, especially after a long hospital stay.

Discussion
To the best of our knowledge, this is the first study that

investigates communication preferences among non-COVID
inpatients’ families in an onco-hematological setting during
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SARS-CoV-2 times. Little literature about hospital commu-
nication during this pandemic has been published so far [19]
and step-by-step frameworks, some specific to COVID-19,
have been developed, including guides to breaking bad news,
identifying goals of care, and advance care planning [10,
15, 16, 20]. More precisely, little has been written about
communication with patients’ families [11, 13, 14, 21] and
all of these works refer to COVID-19 patients. Taking into
consideration the consequences that SARS-CoV-2 has also
had on non-COVID-19 patients and their relatives, data was
lacking and therefore collected in this study.

Our work shows that, in COVID-19 era, structured tele-
phone-based communication may be considered a reason-
able substitute for in presence meetings with inpatients’
families/caregivers and that the development of adaption
strategies through doctor-family-patient cooperation may
bring many advantages.

First and foremost, this survey gave us the chance to
pay more attention to all aspects assessed, conferring more
structure to our daily phone calls with relatives, empower-
ing doctor-family relationships and team building through
discussion on the subject. In some cases, we understood
that some commonly accepted rules were not always put
into practice: for example, during first phone calls it was
not always assessed what people knew about the underly-
ing onco-hematological disease. This represented a good
opportunity for our staff to pay more attention to this aspect.

As our results showed, feedback about how the com-
munication was led was generally high and independent of
gender, age, and level of education. This underlines common
appreciation towards a more accurate information exchange
between clinicians and inpatients’ families.

Finally, the “comments and suggestions” sec-
tion allowed us to have a better understanding of the
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psychological implications related to the impossibil-
ity of seeing the patient during the whole hospitaliza-
tion period. It also permitted us to detect useful ways
to adjust and improve organization through cooperation
between physicians and relatives. Thanks to suggestions
that emerged in the phone interviews, we started system-
atically proposing video calls with smartphones provided
by the hospital, which turned out to be a helpful way to
mitigate the effects of isolation, especially for relatives
of non-self-sufficient patients, who could not use a phone
during the hospitalization period. In addition, daily phone
calls started to be made—when possible—always by the
same doctor, which often allowed us to build more trust
and continuity. First meetings were also held in person,
so that families had the chance to meet clinicians at least
once. Eventually, especially after long lasting hospi-
tal stays, relatives were given the possibility to see the
patient before discharge, since seeing them changed has
been stated sometimes as a traumatic experience.

In all this process, time dedicated to communication has
notably changed: whereas in pre-COVID-19 era meetings
were held in person and generally not every day, phone
calls are now an integral part of our work and relatives
are always contacted at the same time from Monday to
Friday. This has allowed us to give communication a new
structured role that fits in our daily schedule and to create
an effective therapeutic alliance with families at home.

Limitations

We recognize some limitations to our research. First of all,
preferences were collected through a phone survey, which
might have led to the so called “interviewer bias.” The
presence of an interviewer could have stimulated respond-
ents not to feel completely free when answering survey
questions.

In addition, we investigated preferences among 97
onco-hematologic inpatients’ relatives in a short period
of time. Further research conducted in a longer time frame
involving a higher number of respondents with different
disease histories might be useful to improve communi-
cation strategies during these difficult times and to pro-
vide new modalities and technologies that can enrichen
the relationship between doctors, patients, and relatives/
caregivers. Lastly, before COVID-19 pandemic, commu-
nication with patients’ relatives was led in person and no
validated questionnaire existed to assess preferences in
this setting so far. Given the urgency of this unprecedented
situation and our need of elaborating a mean of coping
with the new demands, there was no time to test the ques-
tionnaire prior to using it. Further studies are ongoing to
validate this instrument.

Conclusion

This study investigates communication preferences among
non-COVID inpatients’ families in an onco-hematologi-
cal setting during SARS-CoV-2 times. Our survey results
showed that in COVID-19 era structured telephone-based
communication may be considered a reasonable substitute
for face-to-face meetings between doctors and relatives.
Dialog and cooperation with inpatients’ families and,
when possible, practical application of their suggestions
might be a useful strategy to adapt to physical distancing
obligations and minimize the psychological effects that
this unprecedented situation has caused.

If these preliminary results were confirmed, clinical
updates delivery through regular and structured phone
calls could become a new opportunity also in post-COVID
era, especially for relatives who live or work far away and
could now have a bigger role in the global process of can-
cer patients’ care. In this context, video calls might rep-
resent a valid improvement that might also enrich virtual
communication with non-verbal cues.
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