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Abstract

Background: During the first wave of the SARS-CoV-2 pan-
demic in Switzerland, confinement was imposed to limit
transmission and protect vulnerable persons. These mea-
sures may have had a negative impact on perceived quality
of care and symptoms in patients with chronic disorders. Ob-
jectives: To determine whether patients under long-term
home noninvasive ventilation (LTHNIV) for chronic respira-
tory failure (CRF) were negatively affected by the 56-day con-
finement (March—-April 2020). Methods: A questionnaire-
based survey exploring mood disturbances (HAD), symptom
scores related to NIV (S3-NIV), and perception of health-care
providers during confinement was sent to all patients under
LTHNIV followed up by our center. Symptom scores and data
obtained by ventilator software were compared between
confinement and the 56 days prior to confinement. Results:
Of a total of 100 eligible patients, 66 were included (median

age: 66 years [IQR: 53-74]): 35 (53%) with restrictive lung dis-
orders, 20 (30%) with OHS or SRBD, and 11 (17%) with COPD
or overlap syndrome. Prevalence of anxiety (n=7; 11%) and
depressive (n = 2; 3%) disorders was remarkably low. Symp-
tom scores were slightly higher during confinement al-
though this difference was not clinically relevant. Technical
data regarding ventilation, including compliance, did not
change. Patients complained of isolation and lack of social
contact. They felt supported by their relatives and caregivers
but complained of the lack of regular contact and informa-
tion by health-care professionals. Conclusions: Patients un-
der LTHNIV for CRF showed a remarkable resilience during
the SARS-CoV-2 confinement period. Comments provided
may be helpful for managing similar future health-care cri-
ses. © 2021 S. Karger AG, Basel

Introduction

On February 25, 2020, the first case of SARS-CoV-2
infection was identified in Switzerland, 3 months after the
beginning of the major pandemic, which has so far in-
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fected 61 million people worldwide and killed 1,439,784
persons (https://covid19.who.int/; November 28, 2020).
Within the following weeks (March 14, 2020), the Swiss
Federal Government imposed confinement measures for
the entire population with a special focus on vulnerable
subjects: this period lasted 56 days. The population was
requested to stay at home; stores, restaurants, and public
spaces were closed, and the local economy was almost put
to a halt. For patients under home noninvasive ventila-
tion (HMYV) for chronic respiratory failure (CRF), con-
finement blocked access to elective procedures, such as
routine follow-up visits dedicated to assessing efficacy of
treatment and adequacy of settings, and compromised
the feasibility of treatments provided at home such as re-
habilitation or chest therapy. It also created anxiety not
only among patients with chronic disorders but also
among relatives, caregivers, and health-care workers [1-
4] due to the high risk of infection but also because the
activity of our public hospital was totally diverted to the
care of COVID-19 patients.

Recent publications have shown, in other diseases and
settings, how social isolation related to confinement dur-
ing the COVID-19 pandemic has affected both patients
and caregivers in many fundamental aspects of their ev-
eryday life. Impact on mental well-being, psychological
strain/stress, anxiety, depression, increase in body weight,
and changes in eating habits [5] have been reported in the
general population [6-9] and in the elderly [10]. Both
positive and negative impacts (“comfort food”) on eating
habits in the general population have been described [5,
6, 11]. Physical activity decreased in the general popula-
tion, and conversely increased physical activity seemed to
improve resilience [12, 13]. Socioeconomic impact on the
general population was also a major issue. In specific
chronic disorders such as epilepsy [14, 15], various neu-
romuscular diseases [16], amyotrophic lateral sclerosis
[1], Parkinson’s disease [17], and spondyloarthritis [18],
a negative impact of lockdown on symptom and/or dis-
ease control has been reported. Very little information
however has been published to date concerning patients
with chronic respiratory diseases.

The present study explores how patients under HMV
for CRF perceived the confinement and its impact on their
access to care. Our hypotheses were (1) that anxiety and
depression would increase in this population during the
confinement; (2) that use of noninvasive ventilation (NIV)
could be affected in several ways: for instance, decreased
compliance and tolerance to treatment, increase in symp-
toms and side effects related to NIV, and changes in pat-
tern of breathing; (3) that delays may have occurred in
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solving NIV-related problems, and (4) that patients would
express feelings such as fear, frustration, or even anger to-
ward the medical system and complain of isolation.

Materials and Methods

In the Geneva area, patients under long-term HMV are cared
for both by pulmonologists in private practice and by local hospi-
tals, with the support of health care providers [19]. The present
study focuses on patients under HMV who were followed up by
the Division of Pulmonary Diseases of Geneva University Hospi-
tals at the time of confinement. These patients usually have elective
follow-up visits at our hospital (every 3-6 months) and home vis-
its by specialized nurses either electively or on demand. Most pa-
tients are also telemonitored, and hotlines (weekdays and work
hours) are available for HMV-related problems (technical support
and specialized nurse).

At the beginning of the confinement, scheduled elective in-
hospital visits and home visits were canceled; however, hotlines
were maintained. When appropriate (average daily use >16 h/day),
a second home ventilator was made available. Furthermore, all
ventilator-dependent patients received spare tubings and interfac-
es to minimize the risk of technical problems.

Just after the confinement period, we designed a questionnaire-
based study to analyze the impact of confinement on this popula-
tion. We explored 3 domains:

1. Symptoms and side effects related to NIV, using the $*>-NIV
score, designed by our group [20] and used routinely during
hospital visits in our center. This 11-item scale includes 2 sub-
scores: “respiratory symptoms” and “sleep and NIV-related
side effects” such as discomfort caused by leaks, interface, or
xerostomia. The score ranges from 0 to 10, and higher values
indicate less symptoms or side effects related to NIV. When
available, S>-NIV scores obtained prior to the confinement
(within 6 months) were compared to values related to the con-
finement period.

2. Anxiety and depression were assessed using the Hospital Anx-
iety and Depression Scale (HADS) [21, 22]. This 14-item ques-
tionnaire includes 2 subgroups: 7 focused on anxiety and 7 on
depression. The score ranges from 0 to 42, and a value <8 is
considered normal, between 8 and 10 is considered borderline,
and >10 is suggestive of an anxiety and/or a depression disor-
der. Although not specifically designed for patients under
HMV, this score has been widely used for documenting the
prevalence of anxiety and depression disorders in patients with
chronic respiratory disorders including patients with HMV
and recently used as an anchor for quantifying the minimal
clinically important difference of the Severe Respiratory Ques-
tionnaire [23-28].

3. A targeted questionnaire was devised with experts in qualita-
tive assessment of care (coauthors Christine Cedraschi and
Melissa Dominicé Dao) and tested on a pilot group of patients
(n = 6) for coherence, feasibility, and relevance. It included the
following:

» Twenty-four questions focusing on practical aspects related to
home environment, home care, occurrence of infection (wheth-
er positive for COVID-19 or not), and technical problems re-
lated to NIV.
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 Thirteen Likert-type questions exploring items such as fear of

COVID-19, impact of confinement on social relationships, iso-

lation, and quality of sleep.

o Three open questions regarding their difficulties, expectations,
and resources during the COVID-19 period.

As such, thisled to a questionnaire with a total of 65 items. Data
from ventilator software (ResScan® vers 6.0, ResMed; EncoreBa-
sic® vers 2.12, Philips Respironics; and DirectView® vers 2.4, Phil-
ips Respironics) covering the 56 days of confinement (i.e., leaks,
tidal volume, apnea-hypopnea index [AHI], compliance, and dai-
ly use) were retrieved either through our telemonitoring platform
or during home visits and compared to the 56 days preceding the
confinement period. Questionnaires were sent by post to the pa-
tients’ homes with a reminder after 1 month and then after 6 weeks.
The study protocol was accepted by our local ethics committee
(2020-01509) and registered at clinicaltrials.gov (NCT04477473).

Statistics

All data were described as frequency and percentage for quali-
tative data and as mean and standard deviation or median and in-
terquartile range (IQR) for quantitative data. HADS scores mea-
sured just after the confinement were compared between diagnos-
tic groups ([1] COPD and overlap syndrome; [2] restrictive lung
disorders including neuromuscular disorders [NMD], and [3]
obesity hypoventilation syndrome [OHS] and sleep-related
breathing disorders [SRBD]) using a linear regression model. Data
concerning S*>-NIV were compared between both periods (before
and during the confinement) using paired ¢ tests. Data provided by
ventilator software were compared between periods using Wilcox-
on signed rank tests with continuity corrections. Missing data were
not replaced but simply reported to reflect the real-life nature of
the study. Statistical significance was set at a 2-sided level of 5% for
all analyses. All analyses were performed using R software version
R-4.0.2 (R Foundation for Statistical Computing, Vienna, Austria.
URL https://www.R-project.org).

Results

The flowchart (Fig. 1) shows the recruitment process.
The day before confinement, 117 patients under HMV
were followed up by the Division of Pulmonary Diseases
of Geneva University Hospitals. Four patients died dur-
ing the confinement period, 3 of COVID-19 infection and
1 of non-COVID-19 infection, and thus could not be in-
cluded. After exclusion of 13 other patients because of
language or cognitive barriers, 100 patients were eligible
and solicited for the present study. Thirty-four patients
refused to participate or did not reply and 66 accepted
and provided answers to the 3 questionnaires. Sixty-two
patients of the 100 included were telemonitored (Air-
View®; ResMed). All patients included were on NIV.

There was no significant difference between the 34 pa-
tients who refused inclusion and the study population in
terms of age (included median: 59 [IQR: 46; 69] vs. 60 [48;

SARS-CoV-2 Pandemic Confinement in
Patients on Home Mechanical Ventilation
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Fig. 1. Flowchart.

70]; p = 0.861), gender (included 56% male vs. 62%; p =
0.739), and time spent in years under NIV (included me-
dian: 3.5 [IQR: 2.2; 8.3] vs. 5.4 [IQR: 1.6; 9.9]; p = 0.845).
Distribution of diagnoses differed however with a par-
ticipation rate of roughly 80% in patients with “COPD-
overlap syndrome” and “restrictive lung disorders” (in-
cluding NMD) versus only 50% in the “OHS and SRBD”
group (p = 0.012).

Baseline characteristics of the study population are de-
scribed in Table 1. NMD were the largest group in this
study (details of diagnoses are given in online suppl. Ta-
ble 1S; see www.karger.com/doi/10.1159/000516327 for
all online suppl. material).

S*-NIV Score

S3-NIV scores were available in 42 patients before and
during confinement (Table 2). Total score was slightly
higher before confinement than during confinement
(mean difference = 0.36 [95% CI: 0.04-0.69], p = 0.029)
while subscores did not differ significantly between peri-
ods. Missing values prior to confinement were mostly re-
lated to severely limited patients who had NMD or severe
COPD: in these patients, elective follow-up visits were
performed mostly athome, and S3-NIV was not collected.

For all patients, S>-NIV scores provided just after the
confinement (n = 66) were 7.1 (IQR: 5.4; 7.9) for “respira-
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Table 1. Baseline characteristics of study population at the first day
of confinement (n = 66)

66 (53; 74)
29 (44%)/37 (66%)

Age, years
Gender (male/female)
Diagnostic groups

COPD and overlap syndrome 11 (17%)
Restrictive lung disorders 35 (53%)
NMD 32 (48%)
Other restrictive disorders* 3 (5%)
OHS and SRBD 20 (30%)
OHS 9 (14%)
SRBD 10 (17%)
Time under NIV, months 69 (33; 94)
Environment/autonomy
Regular professional activity 11 (17%)
Can leave his/her home** 60 (91%)
Lives alone 14 (21%)
Lives in a nursing home 3 (4%)

Values are expressed as median (IQR) or frequency (%). COPD,
chronic obstructive pulmonary disease; NMD, neuromuscular
disorder; NIV, noninvasive ventilation; OHS, obesity hypoventila-
tion syndrome; SRBD, sleep-related breathing disorders. * Post-
tuberculosis or kyphoscoliosis. ** Including with a wheelchair and
with help.

tory symptoms” and 7.5 (IQR: 6; 9) for “sleep and side
effects.” The median total score was 7.5 (IQR: 5.9; 8).

Hospital Anxiety and Depression Scale (HADS)

Three patients did not answer all of the 14 questions.
Among the remaining patients, 7 (11%) had scores sug-
gestive of an anxiety disorder (HAD-A >10) and 2 (3%)
of depression (HAD-D >10). Anxiety and depression
scores did not differ significantly between diagnostic
groups (online suppl. Fig. 1S). HAD scores were provided
only for the confinement period.

Technical Data Related to NIV

Fifty-eight patients (88%) used ResMed devices (S9
VPAP ST®, Lumis 150%, Stellar 150®, or Astral 150®), 5
(8%) used Philips Respironics devices (BiPAP A40®), and
1 patient (1%) an Air Liquide device (Monnal T50®).
Data were missing for 2 patients.

During the confinement, most patients (50/64, 78%)
used their ventilator every day, and only 4 patients (6%)
used their ventilator <28 days (i.e., 50% of the confine-
ment period). This was similar to what was observed dur-
ing the 56 days before confinement: 46/63 patients (73%)
used their ventilator every day and only 2 patients (3%)
used their ventilator <28 days.
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When patients used their ventilator, they used it on
average 8.4 (SD 3.5) hours per day before and 8.6 (3.8)
hours per day during the confinement (mean differ-
ence = 15 min, 95% CI: 0-30, p = 0.050). Because data
summaries (leaks, respiratory rate, and percentage of
triggered breaths) provided by ventilator software differ
between manufacturers, comparisons were made only for
data from ResMed devices (n = 58; Table 3). No signifi-
cant difference was found for unintentional leaks, per-
centage of triggered breaths, backup respiratory rate, and
apnea-hypopnea index (AHI) between both study peri-
ods (Table 3).

Targeted Questionnaire

None of the study patients was treated at home or hos-
pitalized for a COVID-19 infection during the confine-
ment, and 3 patients were hospitalized for a non-CO-
VID-19 pulmonary infection. Four patients were treated
at home for a lower respiratory tract infection according
to a predefined action plan. None of the patients required
an emergency home medical visit. No technical problem
occurred with NIV devices and/or oxygen extractors.
Few patients (n = 3; 5%) expressed concern about the
possibility of a lack of technical support in case of prob-
lems with their NIV and/or oxygen extractor. During the
confinement, elective evaluations of NIV were canceled
in 24 cases (36%), home visits by nurses in 19 cases (29%),
and home chest therapy or rehabilitation in 17 patients
(26%).

Approximately half of the patients surveyed (n = 36)
provided free-text comments to at least one of the 3 open
questions regarding their difficulties, expectations, and
resources during the COVID-19 period (Table 4). The
main difficulties expressed by our patients during the
confinement period were having to stay homebound and
lack of physical activities (n = 9, 28% of responses), lack
of social contact with friends and family (n =5, 16%), and
cancellation of their health-care appointments (n = 3,
9%). Patients related that outside help, contact with their
loved ones (n = 11, 33%), keeping a normal daily rhythm
and regular physical activity (n = 5, 15%), and finding a
source of distraction (n = 4, 12%) were all helpful to them
to maintain good physical and mental health. Patients
spontaneously made grateful and positive comments on
the care and information provided by their health profes-
sionals during confinement (n = 14, 58%) although a few
wished for more phone contact and information regard-
ing contagion (n = 6, 25%). A selection of relevant free-
text comments is provided in Table 4.
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Table 2. S*-NIV scores during the 56 days prior to the confinement period and during the confinement

Before confinement period During confinement period Mean difference (95% CI)  p value*
S3-NIV scores (n = 42)
Total score 7.5(1.2) 7.1(1.3) 0.36 (0.04-0.69) 0.029
Respiratory symptoms score 7.2 (1.5) 6.8 (1.5) 0.41 (-0.06 to 0.87) 0.084
NIV side effects score 7.7 (1.6) 7.4 (1.9) 0.31 (-0.11 to 0.73) 0.148

Data were available for both periods in 42 patients; the score ranges from 0 to 10, and higher values indicate less symptoms or side
effects related to NIV. CI, confidence interval; n, number of patients; NIV, noninvasive ventilation. * Paired f test.

Table 3. Data provided by ventilator software during the 56 days prior to the confinement period and during the confinement

Before confinement Missing ~ During confinement ~ Missing  p value*
period values period values
Data provided by ventilator software (ResMed devices, n = 58)
Unintentional leaks, L/min 3.5(0.1;9.6) 5 5.0 (0.1; 8.9) 4 0.218
Backup respiratory rate, cycles/min 18 (15; 18.5) 3 17 (14.8; 19) 2 0.742
Spontaneous inspirations, % 23 (125 54) 9 24 (10; 57) 8 0.585
AH]I, events/h 1.5 (0.4;4.2) 5 1.2 (0.3; 3.3) 4 0.112

Values are expressed as median (IQR) or frequency (%); data were available for both periods in 58 patients using ResMed devices.
AH]I, apnea-hypopnea index; n, number of patients. * Wilcoxon signed rank test with continuity correction.

Discussion

This study explored the perception of confinement re-
lated to the COVID-19 pandemic and its impact on health
care in patients under long-term home NIV. The response
rate to our mailing was high (two-thirds of patients solic-
ited) for this type of study. Among respondents to the
questionnaire, we noticed that the prevalence of anxiety
(11%) and depression (3%) was remarkably low. When
compared to baseline values, the confinement period was
associated with minor increases in symptoms of CRF or
reported side effects of NIV. Respiratory rate, uninten-
tional leaks, apnea-hypopnea index, and compliance to
NIV, all markers of appropriate use of the ventilator and
efficacy downloaded from the ventilator, were unchanged.
Daily use of the ventilator increased on average by 15 min
during the confinement, which was not considered as
clinically relevant. Targeted questions revealed that home
treatments (nurse visits, chest therapy, and rehabilitation)
were interrupted in a quarter of respondents, and elective
evaluations were canceled or postponed in close to 40%.
Technical problems were rare. Patients mentioned the
weight of social isolation and the importance of their close
relatives as a psychological support.

SARS-CoV-2 Pandemic Confinement in
Patients on Home Mechanical Ventilation

We had anticipated a higher prevalence of anxiety
and depression and a more important impact of social
isolation on compliance to NIV and symptom scores.
This was not the case. Indeed, the impact of isolation
and decreases in social interactions and relationships
on morbidity and mortality has been documented in
subjects with preexisting health conditions [29-31]. Al-
though patients did mention social isolation as a prob-
lem, HAD scores were well within or below published
values for patients under HMV, with a remarkably low
prevalence of anxiety or depressive disorders in spite of
the pandemic [27, 32-37]. Interestingly, a Spanish
study which included 100 patients with COPD reported
that patients’ feelings regarding their lung disease and
general health were similar or even better during lock-
down [38]. There are a few plausible contributive fac-
tors. Patients on HMV are most often sedentary and
very few have a regular (often part-time) professional
activity (17% in our study population). Also, although
90% of patients can leave their home, it is for many neu-
romuscular patients (48% of the study population), a
complicated and sometimes tedious exercise. Further-
more, even if some therapeutic interventions were dis-
continued during the confinement, many neuromuscu-
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Table 4. Summary of response categories provided to open questions regarding coping with the confinement and perception of health
care

Thematic categories of responses Ilustrative examples

During this COVID-19 period, what difficulties did you encounter to maintain your mental and physical health care? (n = 32 comments)

Being homebound (n = 9) Always being at home and not able to do my usual activities

Not being able to go out, I was locked up 24 h a day

Feeling isolated (from the outside world, family, and friends, =~ The lack of contact with the outside world
n=>5)

To be isolated from my family and not having seen my granddaughter
since her birth

Interference with regular treatments: postponing elective The halt of my physiotherapy program
tests, interruption of rehabilitation, lack of medication,
limiting caregivers at home (1 = 3)

Not having enough drugs for my back pain because I was too afraid
to go outside

None (n = 10) Nothing special

It didn’t change much my daily life

During this COVID-19 period, what were your expectations from your health-care professionals? (n = 24 comments)

Desire for more information about the risks related to SARS-  To call to see if everything was going well
CoV-2 and requests for regular contact/phone calls (n = 6)

To be informed if I was to be considered as a person at risk for
coronavirus and what could be the consequences of a contamination

Spontaneous expressions of positive comments and gratitude May God protect all doctors and nurses

tlci\;vard health-care professionals during the pandemic (r = I congratulate all the health professionals who risked their life for

others. Thank you, you are heroes!

During this COVID-19 period, what helped you maintain your mental and physical health? (n = 33 comments)

Maintaining a normal rhythm and regular physical activity Having a rhythm

(n=5) To walk an hour in the morning
Support from family and close relatives (n = 11) My relatives took care of me and my shopping
The support of my spouse and family
Staying busy and entertained (n = 2) Entertainment such as television and computer
Read and philosophize
Support received by health-care professional caregivers (1= My doctors were (virtually) very present to advise and monitor me
4) and asking regularly how I was doing
Dr. X answered my mom’s email
Adherence to expert health-care recommendations (n = 5) Staying at home
I just respected the basic hygiene rules at home and at work
Spirometry. Various aerosols
Finding safe solutions to maintain physical activity (n = 2) Walk early in the morning in front of my house for 30 min
lar patients rely on a group of caregivers which in most Symptom scores were also within expected values for

cases did not change. Therefore, the real impact on the this population [20]. There was a minor statistically sig-
environment of neuromuscular patients may have been  nificant decrease in the total S*-NIV score during the con-
limited. finement. Subscores of the S*>-NIV did not show, how-
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ever, any significant increase in perceived side effects of
NIV or respiratory symptoms.

The open questions provided important additional in-
sights. Patients found difficult the confinement per se, the
isolation, and the resulting lack of contact with the out-
side world. Lack of exercise, physiotherapy, and rehabili-
tation was also problematic. Although there were many
positive comments regarding health-care professionals,
several patients would have liked more information and
contact: they expressed their desire for regular phone calls
by HCW, for being updated on the COVID-19 situation
and how it impacted on their situation, for reassurance as
to the persisting availability of technical support and
equipment. Our focus at the beginning of the first wave
of the pandemic was mostly on logistics: providing
enough backup equipment (extra interfaces, tubings, fil-
ters, and low threshold for a backup ventilator) and infor-
mation (hotlines) in case of technical problems. This sug-
gests that some form of teleconsultation should be added
to the well-accepted telemonitoring, implemented rou-
tinely in most patients. The support provided by close
relatives, family members, and caregivers and HCW was
also of major importance.

There are a few limitations to this pragmatic observa-
tional study: first, the distribution of diagnoses in the
study population differed from larger studies of NIV in
our area [19]: almost half of them had NMD, and all pa-
tients had been on HMV for a prolonged period. The low-
er participation rate of patients with OHS and SRBD may
have affected results concerning SARS-CoV-2 morbidity
and mortality since OHS patients are a high-risk group
for COVID-19 infection. This case selection is related to
our focus, as a University Hospital, on more complex cas-
es, with a higher burden placed on caregivers. This may
have had an impact on our results.

Second, we could not compare S*-NIV scores before
and during confinement for 24 patients: S*>-NIV is not
always collected during home visits (more frequent in
NMD patients). S3>-NIV scores obtained for all patients
during the confinement are quite close to those collected
prior to confinement, suggesting that significant changes
were unlikely.

Third, these results are related to specific standards of
care in our area and to geographic and socioeconomic
characteristics of Geneva. Extrapolating these results to
other environments and ethnic/socioeconomic groups
may not be possible. This is also the case for patients ven-
tilated by tracheostomy, none of whom were included in
this study: home invasive ventilation is a very rare occur-
rence in our area [19].

SARS-CoV-2 Pandemic Confinement in
Patients on Home Mechanical Ventilation

Fourth, we chose to use the HADS as a questionnaire
designed for screening for anxiety and depression in
chronic disorders. Although not specifically designed for
HMV patients, it is widely used in these patients by expert
groups, simple to perform, and short [24-27, 32, 35, 36].
We did not add a questionnaire such as the Severe Respi-
ratory Insufficiency (SRI) questionnaire [39], designed
for assessing health-related quality of life in patients un-
der HMV. This was a strategic choice: we feared that add-
ing 49 questions to the 65 items already submitted to our
patients might compromise the response rate and/or the
quality of the responses. Also, HRQL per se was not the
main focus of this study, even if several items contribut-
ing to HRQL were assessed through the use of the HADS
and the S*-NIV. The SRI could have contributed addi-
tional information on HRQL, through a more detailed
assessment for instance of activities of daily life, psycho-
social aspects, and symptoms. Finally, this study focused
on the first wave of the pandemic in our area: the second
wave which has hit most countries worldwide may prove
to be more difficult to accept because of the fatigue, the
lassitude by this persistent situation, and the impact on
families, caregivers, and health-care workers.

Conclusion

The combination of a low prevalence of anxiety and
depression, favorable symptom scores, and excellent and
stable compliance suggests a remarkable resilience during
the first wave of the SARS-CoV-2 pandemic in this vul-
nerable population of patients under HMV for CRF. Sug-
gestions provided by the patients such as providing more
regular phone contacts and information regarding SARS-
CoV-2 in their particular situation may be helpful during
the second wave of the pandemic.
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