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Abstract

There has been little published literature examining the unique communication challenges older adults pose for health care
providers. Using an explanatory mixed-methods design, this study explored patients’ and their family/caregivers’ experiences
communicating with health care providers on a Canadian tertiary care, inpatient Geriatric unit between March and September
2018. In part |, the modified patient—health care provider communication scale was used and responses scored using a 5-point
scale. In part 2, one-on-one telephone interviews were conducted and responses transcribed, coded, and thematically ana-
lyzed. Thirteen patients and 7 family/caregivers completed part |. Both groups scored items pertaining to adequacy of
information sharing and involvement in decision-making in the lowest 25th percentile. Two patients and 4 family/caregivers
participated in telephone interviews in part 2. Interview transcript analysis resulted in key themes that fit into the “How,
When, and What” framework outlining the aspects of communication most important to the participants. Patients and family/
caregivers identified strategic use of written information and predischarge family meetings as potentially valuable tools to
improve communication and shared decision-making.
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than in the interaction between physicians/nurses and geria-
tric patients and their families.

Currently, 6.4 million Canadians are older than 65 years,
and this age-group will represent 1 in 5 Canadians by 2030
(12,13). The complexity of health care needs in an aging
population demands that physicians and nurses have

Introduction

The past 20 years have seen the emergence of patient and
family centered care (PFCC) in both academic literature and
medical training programs (1-4). In the PFCC approach,
patients and families are considered partners in their care and
work with the health care professional team to develop care
plans specific to their needs. Effective communications are
essential to the PFCC—-health care provider team partnership.

The literature examining the role of communication in
health care suggests it is fundamental to successful clinical
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encounters and is the number one driver of patient experi-
ence (5-8). Additionally, this research suggests the quality
of communication between patients and physicians/nurses
can improve adherence to recommended treatment, patient
safety, and quality of care (9—11). As evidence mounts for
improving communication practices in health care encoun-
ters, it could be argued that nowhere is it more important
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appropriate communication skills geared toward working
with older adults and their families. Reports show that com-
munication between older adults and their health care pro-
viders is often negatively impacted by factors including
provider ageism attitudes, cognitive impairment or limited
physical function of the patient, and the absence of an
accompanying relative or caregiver at most appointments
(14). It is therefore not surprising that research examining
older adults’ perceptions of communication with physicians
and nurses documents their dissatisfaction (7,14,15). This
dissatisfaction highlights a striking need for studies to exam-
ine how communication between older adults and their
health care providers can be optimized to improve the deliv-
ery of PFCC.

Aim and Objectives

Our aim was to study how patients and their family/care-
givers perceive health care providers’ communication skills
on our acute care inpatient Geriatric Medicine Unit (GMU),
in order to continuously improve and to provide better
PFCC. The objectives of the study were to (1) better under-
stand patients’ and families’ experiences of current commu-
nication practices with physicians and nurses, (2) identify
which aspects of communication are most important to
them and influence their satisfaction with care received, and
(3) determine ways of improving communication from their
perspectives.

Methods
Design

This was a cohort observational study and used an explana-
tory mixed-methods approach with 2 cohorts. In the quanti-
tative part of the study (part 1) with cohort 1, patients and
family/caregivers completed surveys to gauge their percep-
tion of communication experiences with physicians and
nurses on the GMU (16). These results guided the develop-
ment of interview questions, included in Supplemental
Appendix 1, to address objectives (2) and (3). In the quali-
tative part of the study (part 2) with cohort 2, patients and
family/caregivers participated in guided interviews to deter-
mine which aspects of communication were most important
to them, and how they felt communication practices could be
improved.

Setting

The study took place on the GMU, which is a 24-bed acute
care service in an urban academic health center in Canada.
All patients admitted to this unit were identified by the inpa-
tient Geriatrics consult service and were transferred from
other services for a comprehensive geriatric assessment. The
patients commonly have baseline multimorbidity, including
cognitive impairment and mobility issues. The research team

consisted of 2 occupational therapists (OTs), a physiothera-
pist, a social worker (who is also the research assistant), and
a clinical nurse manager, all with specialized geriatrics train-
ing, led by 2 staff geriatricians.

Participants

Participants were purposefully recruited from the GMU
between March and September 2018 and included 2 sources:
patients and family/caregivers. Eligible patients had been
admitted to the GMU for at least 5 days. Each patient’s
cognitive status was screened using the Montreal Cognitive
Assessment (MoCA) test, administered by an OT or a med-
ical resident as part of the patient’s routine care. Patients
were excluded if they could not speak English, scored less
than 20/30 on the MoCA, or did not have the capacity to
make their own health care decisions as determined by the
clinical judgment of the medical team. In instances where
patients were deemed ineligible to participate, family/care-
givers were invited to participate.

During part 1 (quantitative study), potential participants
were identified by OTs within the patients’ circle of care, and
verbal consent was obtained to be approached about the proj-
ect at time of discharge by the clinical manager. The clinical
manager on the GMU is not involved in the clinical care of the
patients. During the manager’s routine visit with each patient
on the day of discharge from the hospital, she presented more
details about the study to consenting participants, answered
questions, and obtained formal consent to participate. Those
who consented to participate completed a short online survey
prior to leaving hospital.

In part 2 (qualitative study), potential participants were
identified by OTs within the patient’s circle of care and
verbal consent was obtained to be contacted by the research
assistant. The research assistant presented more details about
this part of the study, answered questions, and obtained writ-
ten consent to participate prior to the patient’s hospital dis-
charge. Consented participants were contacted by the
research assistant by telephone 4 weeks after discharge and
if they were still interested, they were scheduled for a tele-
phone interview. Only 2 attempts were made to reach any
potential participants, leaving messages each time.

Surveys

Surveys were based on a modified version of the Patient-
Healthcare Provider Communication Scale (PHCPCS),
which was validated by Salt et al in 2012 (16). This
21-item survey measures participant perception of commu-
nication between patients and health care providers and was
adapted, with permission, to allow for use in both patients
and family/caregivers. Participants responded to each item in
the survey by rating the frequency with which they experi-
enced the attribute as Never, Rarely, Sometimes, Very
Often, or Always. Additionally, an open-ended question was
added as the last item in the survey for family/caregivers
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allowing them to address any additional concerns. The sur-
vey responses addressed participants’ experience communi-
cating with health care providers on GMU.

Participants in part 1 completed an online survey using a
wireless tablet computer with assistance from the clinical
manager prior to discharge. The clinical manager read the
survey items to each consented participant and entered the
participant’s responses into the tablet computer. Responses
were collected anonymously using the Survey Monkey plat-
form (SurveyMonkey Canada Inc), and all data were subse-
quently exported into Microsoft Excel (Microsoft Canada)
for analysis. Analysis of survey results yielded the themes
used to guide development of part 2 interview questions.

Interviews

Semistructured telephone interviews were conducted by the
research assistant. Interview questions explored patients’
and family/caregivers’ experiences of communication prac-
tices on the GMU, aspects of communication most important
to their overall satisfaction with the care, and ways to
improve communication practices from their perspective
(Supplemental Appendix 1). The research assistant used the
guiding questions (Supplemental Appendix 1) to conduct the
interviews but was allowed to ask additional clarifying ques-
tions of the participants depending on participant responses.
Interviews lasted between 20 and 120 minutes, were audio-
recorded, anonymized, and transcribed verbatim.

Analysis

The survey results were summarized using descriptive sta-
tistics, including means and standard deviations (SD), in
Microsoft Excel. Survey items were scored using a 5-point
scale: 0 (Never), 1 (Rarely), 2 (Sometimes), 3 (Very Often)
to 4 (Always). Some items were reverse scored to ensure that
higher scores indicated better patient- or family/caregiver-
provider communication. The total score for each survey was
calculated and then mean scores (and SD) presented, with a
higher score indicating a better perception of the quality of
patient- or family/caregiver-health care provider communi-
cation as per Salt et al (17). The mean scores and SDs for
each survey item for the patient surveys and family/care-
givers surveys were calculated. Survey items scored at or
below the lowest 25th percentile were identified for each
group of participants to indicate possible areas of communi-
cation experiences requiring improvement.

Two investigators (SH and VP) independently coded 2
interview transcripts and then met to discuss codes and
develop a coding strategy. The remainder of the interviews
were coded by VP and reviewed by SH. Following coding of
the interviews, SH and VP met to categorize codes into
emerging themes. The final themes were reviewed by the
research team for agreement.

Results

During the 2018 to 2019 fiscal year, the average length of
patient stay on the GMU was around 16 days and the average
age of patients was 83.5 years. Between March 1 and Sep-
tember 30, 2018, of the roughly 266 patient admissions/dis-
charges that occurred on the GMU, a total of 33 patients and
family/caregivers were enrolled in the study (20 participants
for part 1 and 13 participants for part 2). Thirteen patients
and 7 family/caregivers completed the part 1 surveys. The
mean total survey score for patients was 68.62 of 88 (SD
10.87), and the mean total survey score for family/caregivers
was 75.14 of 84 (SD 8.80), possibly indicating a better per-
ception of the communication experience by family/care-
givers although this cannot be said with certainty due to
the small and unequal sample size between the 2 groups of
participants. With regard to the patient surveys, the items
scored at or below the lowest 25th percentile were “The
physician and nurses are in a hurry when they see me,” “The
physician and nurses present me with all of the treatment
options,” “The physician and nurses explain my health con-
dition in detail,” “The physician and nurses involved me in
decisions about my care,” “The physician and nurses answer
my questions about my health,” and “I am able to make
health related decisions because of the information provided
by my physician and nurses” (Table 1.1). With regard to the
family/caregivers surveys, the items scored at or below the
lowest 25th percentile were “My loved one is able to make
health related decisions because of the information provided
by their physician and nurses,” “The physician and nurses
present my loved one with all of the treatment options,” “The
physician and nurses involve my loved one in decisions
about their care,” “The physician and nurses are in a hurry
when they are with my loved one,” and “The physician and
nurses are knowledgeable about my loved one’s health con-
dition” (Table 1.2). As indicated by these results, similar
areas of the communication experiences with the health care
providers on our unit were perceived by both groups of
respondents as poorer and possibly requiring improvement.
The respondents perceived that their communication
experience with the health care providers felt hurried, the
amount of information shared with the patients regarding
treatment options and nature of health conditions were sub-
optimal, as was the degree of patient involvement in shared
decision-making.

Open-ended family/caregivers’ responses at the end of
the survey yielded mixed results. Two caregivers stated they
had no concerns over health care provider communication
practices. Three caregivers voiced concerns about commu-
nication practices. One listed limited physician availability
as a barrier to communication, while the other 2 caregivers
cited concerns of receiving mixed messages or incomplete
information from health care providers.

Thirteen people consented to be contacted for the part 2
telephone interviews and only 6 successfully participated.
The reasons for nonparticipation in the interviews included
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Table I.1. Patient Survey Items With Mean Score and Standard Deviation.

ltem Mean (SD)
The physician and nurses try to find answers to my health problems. 3.23 (0.60)
The physician and nurses take my health concerns seriously. 3.46 (0.66)
The physician and nurses explain my health condition in detail. 2.77 (0.93)
The physician and nurses pay attention to what | say about my health. 3.08 (1.12)
The physician and nurses ask me questions so that he/she understands my health problems. 3.15 (0.90)
The physician and nurses present me with all of the treatment options. 2.31 (0.95)
The physician and nurses are concerned about my understanding of my health. 3.08 (0.76)
The physician and nurses approach my treatment with a positive attitude. 3.23 (0.73)
The physician and nurses are knowledgeable about my health condition. 3.08 (0.95)
The physician and nurses answer my questions about my health. 2.92 (0.95)
| am able to make health-related decisions because of the information provided by my physician and nurses. 3.00 (0.71)
The physician and nurses are honest with me about my health. 3.23 (0.73)
The physician and nurses understand my concerns about my health condition. 3.00 (0.82)
The physician and nurses are patient. 3.54 (0.78)
The physician and nurses treat me the way they would want to be treated. 3.31 (0.75)
The physician and nurses treat me with kindness. 3.62 (0.65)
| feel comfortable telling my physician and nurses about my health concerns. 3.54 (0.66)
The physician and nurses involved me in decisions about my care. 2.85 (0.80)
The physician and nurses are in a hurry when they see me.® 2.15 (1.07)
The physician and nurses have been rude to me.? 3.54 (0.66)
The physician and nurses make me feel that | am bothering him/her with my medical concerns.” 3.08 (0.86)
| have avoided telling my physician and nurses about my health concerns because | am afraid of what they will think or say.? 3.46 (0.88)
Abbreviation: SD, standard deviation.

2Questions that were reverse scored.

Table 1.2. Caregiver Survey Items With Mean Score and Standard Deviation.

Item Mean (SD)
The physician and nurses try to find answers to my loved one’s health problems. 3.71 (0.49)
The physician and nurses take my loved one’s health concerns seriously. 3.86 (0.38)
The physician and nurses explain my loved one’s health condition in detail. 3.57 (0.79)
The physician and nurses pay attention to what my loved one says about their health. 3.71 (0.76)
The physician and nurses ask my loved one questions so that he/she understands their health problems. 3.57 (0.79)
The physician and nurses present my loved one with all of the treatment options. 3.00 (1.00)
The physician and nurses are concerned about my loved one’s understanding of their health. 3.86 (0.38)
The physician and nurses approach my loved one’s treatment with a positive attitude. 4.00 (0)
The physician and nurses are knowledgeable about my loved one’s health condition. 3.43 (0.79)
The physician and nurses answer my loved one’s questions about their health. 3.57 (0.79)
My loved one is able to make health-related decisions because of the information provided by their physician and nurses. 2.43 (1.81)
The physician and nurses are honest with my loved one about their health. 3.71 (0.76)
The physician and nurses understand my loved one’s concerns about their health condition. 3.57 (0.79)
The physician and nurses are patient with my loved one. 4.00 (0)
The physician and nurses treat my loved one as they would want to be treated. 3.57 (0.79)
The physician and nurses treat my loved one with kindness. 4.00 (0)
The physician and nurses feel comfortable about telling my loved one’s health care provider about their health concerns. 3.71 (0.49)
The physician and nurses involve my loved one in decisions about their care. 3.00 (1.53)
The physician and nurses are in a hurry when they are with my loved one.” 3.14 (1.21)
The physician and nurses have been rude to my loved one.® 4.00 (0)
The physician and nurses make my loved one feel that they are bothering him/her with their medical concerns.” 3.71 (0.76)

Abbreviation: SD, standard deviation.
2Questions that were reverse scored.

inability to be reached for the interview and withdrawal of  from the interviews illustrating key themes are presented in
consent. Two participants were patients and 4 were family/ ~ Tables 2 to 4. Themes identified by participants as important
caregivers. Results from thematic analysis of interview tran- aspects of communication impacting satisfaction with care
scripts are summarized in Figure 1, and sample quotations included “How” the healthcare team communicated,
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with care.

“When” they communicated, and “What” they communi-
cated with patients and family/caregivers.

In terms of the “How” (examples in Table 2), participants
identified verbal and nonverbal cues, active listening beha-
viors, and appropriate physical location as key components
of good communication practices that they valued. They
appreciated clinicians who made good eye contact, had an
unhurried and empathic manner, and who used nonjudgmen-
tal, honest language that was easy to understand. Use of
humor or appropriately reaching out with hand gestures
helped convey empathy and sense of connection with the
listener. They appreciated clinicians who asked questions
to check for understanding and included them in decision-
making. Physical environment where communication with
health care providers took place was important to them as
well, especially when disclosing bad news.

In terms of the “When” (Table 3), patients and family/
caregivers indicated overwhelmingly that they want frequent
and timely communication, especially when there is a test

result to convey, a change in treatment plan, or a change in
clinical status of the patient. Some participants felt they had
to request information and wished that the health care pro-
viders would share information more proactively.

Regarding the “What” (Table 4), patients and family/
caregivers appreciated knowing who would be involved in
patient care, receiving regular updates of medical progress of
the patient, and explanations of any test results and treatment
options while being given clinical context. They wanted to
be involved in discharge and follow-up planning. Use of
written communication and family meetings were 2 modal-
ities of information sharing that patients and family/care-
givers found particularly beneficial to improving their
understanding of what is happening.

Discussion

This observational study provides a novel description and
understanding of the patients’ and family/caregivers’
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Table 2. Themes Relating to “How” Participants Want to be Communicated With.

Theme Example

Nonverbal Positive:
“Let’s just say his bedside manner and his openness were conducive to asking questions and getting really good responses.”
“Well she sat down and looked right at me, she reached out to me a couple of times to reassure me or to communicate

compassion about how | was feeling, she just listened really intently and responded to specific questions that | asked.”

Negative:
“My dad was always aware of this was that they’re rushed.”

Verbal Positive:

“So he shared his own personal experience with his father being in a similar situation so there was an immediate trust and

empathy...”

“He did not appear to be judgmental, | think he was gentle and used humor well and | enjoyed that.”
“They spoke to you. They didn’t speak down to you, they spoke directly about the problem.”

Active listening Positive:

“I'm not quite sure how to explain this but definitely more of an empathetic approach and again part of that is listening and

the dialogue what have you.”

“I mean where you’re not just giving results but you’re really trying to help the patient and their family [understand] what is
going on and what are the different factors involved.”

Location Negative:

“I don’t think you should ever tell somebody that their mother is dying standing in a hall corridor.”

Table 3. Themes Relating to “When” Participants Feel Communication Is Important.

Theme Example
Frequent Positive:
“We generally saw the doctors at least once a day if not more and obviously the nurses were coming in every hour. There
was always communication with the doctors for sure.”
“But | do recall having a very good rapport, a lot of discussions with the doctor...”
Timely Positive:

“They were really good with my mother. If we needed to speak with them, they were always available.”

Negative:

“My dad always talked about having to wait, to wait for everything.”

Team initiated Positive:

“Even just stopping me in the hall when | was in visiting my mom. Just having a quick chat, talking about progress, her current
state and talking about his insight into the day’s activities and sort of what the next steps were going to be.”

Negative:

“I would say taking more initiative to share information with us...”

“The issue that | had was that really nobody came to us with the information .. . the concern is, is that if there is someone
there without other family members advocating for them or people who are confident enough to go and ask all of the
hard questions | don’t know if the information would be offered if that makes sense.”

perception of the communication practices on an acute care
GMU. To our knowledge, this is the first study seeking to
understand patients’ and family/caregivers’ perspectives and
expectations of communication practices in this setting.
Study part 1 results may be consistent with previous litera-
ture (7,14,15), in which family/caregivers perceive commu-
nication experiences with health care providers more
positively than patients do generally but due to the small and
unequal sample sizes of the 2 respondent groups, we cannot
say this with certainty. Looking at the survey items scored in
the lowest quartile (indicating perceived poorer communica-
tion areas), the similarities between how these items were
scored by the 2 respondent groups indicate that these items
likely reliably reflect the communication experiences with
the health care providers on our unit despite the small sample

size. These results showed that patients and family/care-
givers alike perceived that the providers did not convey all
the information that they needed or include the patients as
partners in shared decision-making. Therefore, in order to
improve their communication experience with health care
providers on our unit, it is important for the health care
providers to explicitly address adequacy of information shar-
ing and ways to facilitate joint decision-making in the
communication practices on our unit in order to provide
high-quality PFCC. This finding is in line with two of the
four core concepts of PFCC outlined by the Institute for
Patient- and Family-Centered Care, namely Information
sharing and Participation (18).

Study part 2 produced a key outcome of this study,
namely the emergence and development of the “How, When,
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Table 4. Themes Relating to “What” Participants VWWant Communicated.

Theme Example

Who is and will be
involved in care

Positive:

Negative:

“We would always see who was on staff every day, the name would be posted which was great.”

“Maybe introducing the replacement nurses that type of thing. That’s a really personal thing because | was really there a
lot and | wanted to know who was taking care of my mom and who | could go to for help if needed.”

Progress and Positive:

results

“There was a lot of one-on-one explanations of the care that was being received by my mom and a lot of stuff sort of

outside of that that provided more general information about the path that | was going to be going down with my
mom. That was useful, | don’t know how | would have started this process without having that information.”

Negative:

“It would have just been nice to get an overview of exactly . . . well when you’re living it, it’s a blur. So three weeks later
it would have been kind of good to review from the beginning to the end, a quick synopsis of what exactly they

found, how you can move forward.”

Discharge plan Positive:

‘. ..leading into a final wrap-up/discharge, hey these are the things you should do like contact [homecare services] or
have you made follow-up doctor appointments with x, or the sort of things that we may not remember to do. That’s
the kind of stuff | was looking for and | got a lot of it.”

Negative:

“To be honest it would have been the final meeting just to have an overview of everything. | think honestly that would

have made the experience a 10 [out of 10].”

and What” thematic framework (Figure 1), which sum-
marizes the aspects of high-quality communication most
important to patients and family/caregivers in the acute care
inpatient geriatric setting. This framework can be used by
our program and other services as a potential starting point to
evaluate and improve the delivery of PFCC. Increased
patient satisfaction with care can be achieved by establishing
clear patient and family expectations through open patient/
caregiver—provider communication (6). Therefore, manag-
ing expectations plays a central role in successful use of the
“How, When, and What” thematic framework.

The first theme that emerged from our study is the “How”
to communicate with patients and family/caregivers. Parti-
cipants felt that effective communication requires the provi-
sion of clear, accurate, and comprehensive information in an
open and honest way, without the use of jargon. They also
felt that it was acceptable for health care providers to use
humor when appropriate to help alleviate their fear and anxi-
ety. Finally, patients emphasized that it is the simple gestures
of kindness and compassion, unhurried approach, and empa-
thy that can most profoundly transform a stressful time.

The second theme is the importance of the “When” to
communicate with patients and family/caregivers. Partici-
pants wanted frequent, timely, and proactive communication
to keep them informed of their illness, progress, future care
plans, and posthospital care. The importance of team-
initiated, proactive communication was highlighted as being
integral to patient involvement in decision-making. This is
especially true because patients and family/caregivers may
have difficulty advocating for themselves at times when they
do not feel included in decision-making. Having health care
providers they can trust to keep them informed,

communicate information at a level they can understand, and
explain to them all options of care clearly make them feel at
ease and comfortable asking questions. These characteristics
help to foster a collaborative environment where everyone’s
contribution is valued and respected.

The third theme is “What” to communicate with patients
and their family/caregivers. Participants indicated that they
wanted to know who was going to be involved in their care,
especially the allied health professionals beyond the nurses
and physicians. This additional information helps them
know who to potentially ask for help if they have a concern,
which in turn may allow them to gain a sense of control over
what happens to them in the hospital and help them improve
connections and rapport with the care team. Patients and
family/caregivers wanted timely information regarding their
progress in hospital and test results, to start discussions
around discharge planning early during the hospital admis-
sion, and be involved with care decision-making at all stages
of hospitalization. All this information contributes to a better
understanding of the care received by the patients during the
hospitalization and better prepares them and their family/
caregivers for a smoother transition from hospital to home
on discharge. An analogy can be found on commercial air-
lines, where the availability of in-flight real-time display
maps can improve a traveler’s understanding of where they
are during their journey and contribute to their satisfaction
with the travel experience (19).

Our study provided us with valuable insight into patient/
caregiver-inspired ways to improve our current communica-
tion practices. Patients and family/caregivers consistently
expressed the desire for more written and/or printed infor-
mation to help improve retention of a communication
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session (Supplemental Appendix 2). For example, printed
summaries would be useful to patients and family/caregivers
in that they may help keep all parties on the same page,
especially when the patients themselves may be unable to
convey information to family/caregivers due to cognitive
and physical or health challenges; all common scenarios in
the geriatric inpatient setting. Written communication could
also be used to aid patients and family/caregivers when con-
veying complex concepts to other family members and as a
reference to clarify missed or misunderstood discussion
points. Used appropriately, written information could help
prepare patients or family/caregivers for what is to come (eg,
agenda for a scheduled meeting, information regarding dis-
charge preparation, educational material on advanced care
planning before discussions with health care providers) in
order to manage expectations and anxiety. Patients and fam-
ily/caregivers also wanted a planned family meeting with the
care team prior to discharge to review the hospital course and
to learn what to expect afterward. They felt that this would
provide an opportunity to fill information gaps, to verify
their understanding of what happened during the hospital
course, and to become aware of any remaining issues requir-
ing action. This opportunity to allow patients and family/
caregivers to ask any further questions can also improve
patient experience. In the words of one participant referring
to having such a meeting, “I think honestly that would have
made the experience a 10 [out of 10].”

Future studies could consider the development of written
communication tools to address patient/caregiver knowledge
gaps, to help demystify the health care experience (eg, orien-
tation to the inpatient ward, roles of different health care team
members, etc) and to facilitate shared decision-making (eg, a
2-way bedside health care “diary,” where patients and family/
caregivers could write down their questions for the health care
providers, allowing health care providers to reply to their
questions or indicate when they are available to speak to
them). Another action item would be to develop a process
that identifies which patients and their family/caregivers
would benefit from a predischarge family meeting.

Limitations

This study was limited by a small sample size. The reasons
for this are manifold, mostly owing to the acute care hospital
environment and the nature of the patient population on our
unit and partly due to study execution. As mentioned previ-
ously, the majority of the patients admitted on our unit have
baseline multimorbidity, including cognitive impairment
and mobility issues. They are admitted in hospital often due
to a combination of new health problems and acute exacer-
bation of chronic conditions. Between the medical complex-
ity of the patients and associated longer average length of
stay, this is a stressful time for patients and their families/
caregivers. The high proportion of patients with exclusion
criteria, including cognitive impairment, as well as caregiv-
ing burnout among the family/caregivers are common

barriers to research participation in this population and cer-
tainly affected our ability to recruit participants despite our
best efforts. The entire project team was composed of clin-
ical care providers who were trying to conduct the study
while concurrently carrying out their clinical duties. These
competing interests likely also negatively affected our abil-
ity to recruit more participants. The study was only carried
out between March and September 2018 because these are
the months when the physicians in the project team were not
working on the GMU, thereby reducing potential bias and
change in communication practices that may influence the
objectivity of the outcome of the study. Due to these unique
limitations of the study, the data collected may not reflect the
opinions in the general geriatric patient population and limit
its generalizability. However, the patterns of responses to the
part 1 surveys were similar and the responses from the part 2
interview participants resulted in recurrent and actionable
themes. In the absence of new participants and data, we are
unable to comment on whether data saturation was reached.
Another limitation is in the choice of the survey. The mod-
ified PHCPCS was originally validated in the rheumatoid
arthritis population and has not been validated for use in the
context of Geriatric Medicine patients. However, there are
few validated tools measuring patient—health care provider
communication and none that are specific to the perspectives
of inpatient geriatric patients. Given that the PHCPCS was
developed in an older population (average age 54 + 13.9;
range 21-83) living with chronic disease (16), we felt this
tool was a reasonable option.

Conclusion

A key novel outcome of this study is the “How, When, and
What” framework, which describes what patients and their
family/caregivers consider as important aspects of commu-
nication with the health care providers in an acute care ger-
iatric inpatient setting. Action items can be taken from the
framework to improve communication and affect the deliv-
ery of PFCC. We showed that patients and family/caregivers
are attuned to variations in the communication styles of
health care providers and this impacts their experience of
care quality. Furthermore, patients and family/caregivers
identified the need to more actively involve them in the
medical decision-making process. Strategic use of written
information and predischarge family meetings may improve
communication and shared decision-making.
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