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ABSTRACT
Importance During the SARS-CoV-2 pandemic,
a complete physical isolation has been
worldwide introduced. The impossibility of
visiting their loved ones during the hospital stay
causes additional distress for families: in addition
to the worries about clinical recovery, they
may feel exclusion and powerlessness, anxiety,
depression, mistrust in the care team and
post-traumatic stress disorder. The impossibility
of conducting the daily meetings with families
poses a challenge for healthcare professionals.
Objective This paper aims to delineate and
share consensus statements in order to enable
healthcare team to provide by telephone or
video calls an optimal level of communication
with patient’s relatives under circumstances of
complete isolation.
Evidence review PubMed, Cochrane Database
of Systematic Reviews, Database of Abstracts
and Reviews of Effectiveness and the AHCPR
Clinical Guidelines and Evidence Reports were
explored from 1999 to 2019. Exclusion criteria
were: poor or absent relevance regarding the
aim of the consensus statements, studies prior to
1999, non-English language. Since the present
pandemic context is completely new, unexpected
and unexplored, there are not randomised
controlled trials regarding clinical communication
in a setting of complete isolation. Thus, a
multiprofessional taskforce of physicians, nurses,
psychologists and legal experts, together with
some family members and former intensive care
unit patients was established by four Italian
national scientific societies. Using an e-Delphi

Key points
Question

►► What is the best way for doctors and

nurses to communicate with family
members under circumstances of complete
isolation such as during SARS-CoV-2
pandemic?

Findings

►► Ten consensus statements and two

practical checklists for phone or video calls
were obtained from a multidisciplinary
task force through an e-Delphi consensus
procedure.

Meaning

►► The statements and the checklists may

represent helpful tools for ensuring a good
quality in clinical communication between
healthcare team and families living in
complete isolation.

methodology, general and specific questions
were posed, relevant topics were argumented,
until arriving to delineate position statements
and practical checklist, which were set and
evaluated through an evidence-based consensus
procedure.
Findings Ten statements and two practical
checklists for phone or video calls were drafted
and evaluated; they are related to who, when,
why and how family members must be given
clinical information under circumstances of
complete isolation.
Conclusions and relevance The statements
and the checklists offer a structured
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methodology in order to ensure a good-quality communication
between healthcare team and family members even in isolation,
confirming that time dedicated to communication has to be
intended as a time of care.

INTRODUCTION
The global emergency caused by the SARS-
CoV-2
pandemic has suddenly changed how we communicate
with patients and their families.1 Healthcare professionals are isolated from their families and forced to
manage the consequences of this isolation just like the
patients. Patients and their relatives perceive not only
the clinical results but also the personal attitudes, closeness and psychological support from care teams.2 This
perception of genuine participation by the healthcare
professionals is especially important when a patient
dies, and may influence the whole process of grief.3
Thus, a multiprofessional taskforce was created by
four national scientific societies in April 2020: the
Italian Society of Anesthesia and Intensive Care, the
Italian Society of Critical Care Nurses, the Italian
Society of Emergency Medicine and the Italian Society
of Palliative Care, which principal characteristics are
described in the online supplemental material table S1.
The aim was to formulate a position paper intended
for all healthcare professionals caring for patients with
CoViD-19, particularly those in more severe conditions, to help the care team in communicating with
families living in complete isolation. The full version
of the position paper is available as online supplemental appendix of the present paper.
METHODS
The spread of the SARS-
CoV-2 has generated an
unprecedented pandemic in modern medicine.
There are no randomised controlled trials nor meta-
analyses regarding clinical communication in settings
of complete isolation, or in a condition of imbalance
between demand and supply of healthcare resources.
Thus, considering the available scientific evidence4 and
the guidelines5–7 currently existing, mainly referring
to similar settings, and all information from collegues
with direct experience in the treatment of CoViD-19
patients, the authors used a modified e-Delphi method
described below to draft the shared recommendations.
Creating an interdisciplinary working group

In 2 April 2020, the steering committee of the Intensiva 2.0 Project8 (a network of 335 Italian intensive
care units (ICUs), including intensivists physicians
and nurses actively involved in the field of clinical
communication), has been mandated by the SIAARTI
National Executive Committee to develop recommendations regarding how to communicate with families
of patients affected by CoViD-19 with or without
acute respiratory failure, admitted in intensive or sub-
ICUs in complete isolation.
2

Based on the new interdisciplinary approach
imposed by the unprecedented working practices
required by CoViD-19, the members of the Intensiva
2.0 steering committee first asked to the National
Executive Committees of three other Scientific Societies above mentioned to formally include their representative members, specially selected among those
most experienced in the field of communication, to
form a joint task force aimed to draw up the shared
recommendations and to write a position paper. The
interdisciplinary working group (IWG) was then effective from 4 April 2020.
Building the experts panel

According to the e-
Delphi procedure, to ensure a
comprehensive argumentation, an experts panel was
recruited by the IWG covering the characteristics relevant to the theme of communication in isolation and
its future perspective. The specific fields of necessary
expertise were identified through a PESTEL framework analysis.9
The six general perspectives were modifyed accordingly with the topics of main interest as follows:

►► Political: how the mesures adopted by the Italian govern-

►►

►►

►►
►►
►►

ment to fighting the pandemic have affected the relationship between doctors, patients and their families?
Economic: is there a financial burden caused by the new
ways (smartphone and tablets for patients) to communicate in isolation?
Social: what are emerging social issues (healthcare system organisation strengths and weaknesses,
linguistic and/or psychological, cultural, religious
issues)?
Technological: what technological innovations could
affect the subject of communication in isolation?
Environmental: what surrounding conditions influence
our subject?
Legal: could specific aspects or changes in legislation
impact the new organisation for communicating in
isolation?

The experts panel, consisting of 46 members, was
established as a task force from 6 April 2020. Participants were splitted in two, between lead authors and
expert reviewers accordingly to personal competencies,
previous experiences and actual availability. Extreme
rapidity was used in creating this task force, since many
physicians and other healthcare allied were asking
clear indications to communicate during complete
isolation, and the Italian hospitals were overwhelmed
because of the pandemic peak: the four Scientific Societies required then to proceed with the utmost speed
to write a shared document. The complete description
of the members of the CommuniCoViD task force is
presented in the online supplemental file 2.
In a web conference the task force, using the SWOT
analysis,10 identified first:

►► Strengths: all factors allowing the caring teams to

produce better performances in communicating in isolation with patients and their families.
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►► Weaknesses: the areas where the caring teams need, in

contrast, to improve.
►► Opportunities: the external factors that could support
the caring teams to achieve the difficult goal to communicate in a way as better as possible.
►► Threats: all factors that have the potential to prevent the
caring teams to communicate in isolation with patients
and families as effectively and efficiently as possible.
Building the queries

In relation to the outcomes deriving from the SWOT
analysis, during two further web conferences, the task
force identified the five fundamental aims of communication with family members. Through the related
topics debated next, two general questions and five
specific questions, relevant for drafting the shared
statements and the checklists, were identified.
In building the modified e-
Delphi process, the
primary questions a priori established were devoted:
(1) to find the general reasons leading the need for
communication with families living in complete isolation and (2) to create the consensus statements and the
checklists for daily clinical practice.
Questions about communication in general:
1. What are the goals of communication?
2. What are the special attentions to be had in time of complete isolation?

Questions leading the building of consensus statements:
1. When is it opportune to make the communication with
families in complete isolation?
2. Who has to communicate with family members of isolated patients?
3. What instruments can be used for clinical communication in complete isolation?
4. What are the essential contents of the clinical communication in complete isolation?
5. How to operatively make a phone call/video call for clinical communication in complete isolation?

Figure 1 provides a comprehensive work plan
summarising all the above-
mentioned procedures
regarding the consensus statements. A similar procedure was then adopted to build a checklist for making
a telephone/video call during isolation. Lastly, a
consensus evaluation was done on the contents of each
statement and on a phone call checklist.
Executing the consensus on statements rounds

The statements for the communication with family
members in complete isolation and the checklist for
telephone call items presented here, summarize the
shared answers made by the task force during the web
conferences: each member explicited an agreement,
by rating each statement and each phone call item,
contemporarily with the other task force members
(1=strong disagreement, 2=disagreement, 3=neutral,
4=agreement, 5=strong agreement). Consensus
ratings for both statements and checklist for telephone
call items are reported in figures 2 and 3, and are
expressed as mean±SD.

At the end of the procedure, the document CommuniCoViD was approved by the National Executive
Commitees of the four Scientific Societies involved,
and sent to the Society members in 18 April 2020 (see
in online supplemental appendix for the document full
version).
RESULTS
Aims of communication and related topics

The pillars of effective communication are truthfulness, consistency and gradualness.11 Clinical communication with families has five essential aims:

►► Give understandable information about the disease and

treatment options.

►► Obtain information on the relatives’ expectations and

the patient’s values and choices.

►► Show empathy and participation.
►► Allow relatives to express their emotions.
►► Prevent misunderstandings and conflicts with the care

team.

Each aim is grounded on specific consideratons, agreed
by the authors, which are discussed below.
Relational aptitude

In a pandemic, establishing effective communication
between healthcare professionals and patients is a
difficult task because the need to use personal protective equipment (PPE) impedes recognition and limits
non-verbal communication. Despite these limitations,
professionals are required to play the relational role
normally performed12 by relatives, even in case of the
patient’s death. Talking to a relative on the phone is
also complicated13 and some family members are not
able to use video call technology.14
Preparing for communication

In an emergency, the accessibility of information must
be prioritised. Checking information comprehension
has been proven to provide reassurance to relatives and
staff. All team members involved in communication
have to pay the utmost attention in avoiding ambiguous messages, especially since the therapeutic value of
commucation is severely limited because of the lack of
non-verbal components.15 Supporting the relatives and
offering honest and motivating feedback to collegues,
enables healthcare professionals to pursue their care
work: communication, compassion, promoting quality
of life, and, where possible, healing.
Justice during a pandemic

In case of a large imbalance between demand and
supply of healthcare resources,16 17 clinical choices
can be modified in accordance with ethical recommendations and local pandemic plans.18 During
communication with family members, all clinical and
organisational efforts to deliver the most adequate
treatments have to be underlined.
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Figure 1

Synthesis of the eDelphi process results.

Confidentiality

Protecting the healthcare professionals’ psychological well-being

Paying attention to professional confidentiality builds
trust in the care team.19 In isolation, visual communication by video systems is helpful to combat the
inevitable lonelyness. For this reason it is preferable,
when possible, to make video calls between doctors
and family members, rather than a simple phone call.
Video calls between patients and relatives may be
encouraged.

During a pandemic, protecting healthcare professionals’ psychological well-being is crucial. Insomnia,
flashbacks, intrusive thoughts betray post-
traumatic
stress disorder. In a condition of limited resources,
the best possible behaviour may not coincide with
one’s ethical and professional values, triggering moral
distress (due to having to solve an ethical conflict).
Psychologists should maintain constant contact with

4
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Figure 2

Consensus ratings on statements for communicating with family members in isolation.

healthcare professionals.20 Additionally, debriefing and
defusing meetings involving all staff may be helpful.
Internal communication

In a pandemic, clinical uncertainty, PPE obstructing
movement, fake news bombing, the fear of contagion,
the distance from and fear for one’s family reduce
emotional relief. A structured chain of command is
a proven support for professionals. Internal communication oriented towards therapeutic successes and
reduced numbers of ICUs admissions may help to
establish a positive climate among staff members.
Grief

In isolation, elaboration of grief may be limited due
to restrictions on funeral services.21 22 Family members
cannot visit their dying relative, but we can describe to
them the final moments of their loved one’s life.23 In
order to establish rapport with the family, healthcare
professionals can focus on particular strategies with
which they feel comfortable. Informing on the specific
procedures applied after the patient’s death is mandatory. Religious assistance must always be offered.

Figure 3

Compatibility of the different tasks

A dedicated time should be assigned to the communication as a part of care. If family information cannot
take place immediately, it must be allowed as soon
as possible. Frequently the same healthcare worker
communicates with the family, makes decisions
regarding the allocation of resources, and is responsible for clinical and organisational management. The
hospital managers should help to ease the emotional
burden deriving from this overload by distributing
these tasks to different healthcare professionals, whenever possible.
The content of the communication

The content of the clinical information communicated
should be based on respect for patient autonomy,
confidentiality of the doctor–patient and family relationship, and an assessment of the family’s desire and
need for information. In communicating bad news,
the truth must be honestly coveyed but this does not
necessarily require going into great detail. Decisions
to withhold or withdraw treatments must be inspired

Consensus ratings on checklist items for telephone call.
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by clinical and ethical principles and communicated
honestly, clearly and unequivocally.24–27
Communication to family members: the legal aspects

In the case of competent patients in isolation, consent
to treatments and the processing of personal data is
required together with the name of a family member
authorised to receive medical information and choices
among technological tools for communicating. If the
patient can no longer communicate, it is essential that
medical staff promptly collect the wishes regarding
present and future treatments. If the patient is already
incompetent, in the absence of their healthcare
proxy or legal representative or advance directives/
advance care planning (in Italy according to legislation
no.219/2017),28 communication with family members
is necessary even if they cannot decide in the patient’s
place. If the patient is incompetent or legally unable
to give their own consent, processing personal data
regarding their healthcare is considered legitimate
when it is necessary to protect the patient’s life29
keeping in mind the principles of necessity, proportionality and adequacy.30
Statements on communication with families

Through an in-depth discussion amidst authors about
the content of any single topic reported above, ten
statements were finally drawn up. Among them, there
is an overlap between some widespread messages,
already published and deeply discussed elsewhere, and
some new messages, highlighted by the clinical context
due to the pandemic condition. The authors decided
to consider both because even the recommendations
generic and not specific to CoViD-19 were considered having higher relevance in a scenario of complete
isolation. The statements S1, S2, S7, S8, S9 and S10
are based on recommendation already published and
not specific for CoViD-19 patients. The statements
S3, S4, S5 and S6, together with the two checklists for
phone and video calls, are completely new and developed in the unique CoViD-19 isolation scenario.
In any cases, all recommendations and checklists
apply to all patients admitted during isolation. Until
family members will be not once again allowed to
return into the ICUs, and in general into the hospital
wards, the present recommendations will have a great
importance, both for CoViD-19 and non-CoViD-19
hospitalised patients. Over the improvement of
communication, they can be relevant in supporting the
maintenance of a culture of family centred care among
healthcare professional, during a pandemic that undermined all aspects of patients’ care.
Family members must be given clinical information at least once a day,
and more often in case of any substantial and unexpected deterioration in
the patient’s condition

Information must be provided daily12 via any technological tools agreed between the healthcare
6

professionals and the relatives, based on their preferences. If a video call between relative and patient is
planned, both should be prepared in advance, especially in case of other painful events in the family.
Clinical information should always be communicated to the family by the
same doctor

To ensure continuity, the same doctor should be always
involved in communication whenever possible. During
a video call, the speaker’s face should be visible.
When possible another healthcare worker should be
present or connected remotely. Nursing staff should be
included in conversation.31
When possible, any healthcare professional who feels that s/he is not fit
to bear the emotional burden of communicating at that time should be
exempted from the task.

If a healthcare worker considers him/herself temporarily unable to make a phone call, consistently with
resources, s/he should be permitted to honestly express
discomfort and ask for help from available colleagues.
In case of persistent difficulties, psychological support
must be ensured.
Healthcare professionals’ mental and emotional well-being must be taken
into consideration and protected

Emotional fatigue may compromise the healthcare
worker’s ability to act effectively and efficiently.32
They should, therefore, be encouraged to admit this
and to tackle it with the support of team colleagues
and with psychologists, both coming from hospital
clinical staff or from external on-line services.
Healthcare professionals should decide with the hospital management
how to organise communications with relatives

All the different communication tools may be used for
communicating between doctor and family members,
or between patient and families. Concerning the
connected legal issues, the different communication
tools should be first agreed with hospital management.
Communicating by email/text message can be useful to enable relatives
to have another careful look at the patient’s information at a time
suitable to them.

If the patient is in an ICU, a standard introductory
email from the ward8 can be sent, followed up by
personalised emails regarding the specific patient.
Communication must be unequivocal, truthful, well argued and
commensurate with the recipient’s ability to understand, their emotional
state and life situation, with particular attention to frailty (eg, elderly
family members, language barriers or mental disorders)

Speak honestly and sensitively, avoiding technical
language and euphemisms. Clarify misunderstandings.
Suggest hope without creating or encouraging unrealistic expectations. Evaluate the need for a cultural
mediator.33 34
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Figure 4 Family phone call operating form. SIAARTI, Italian Society of Anaesthesia and Intensive Care; Aniarti, Italian Critical Care
Nurses Association; SICP, Italian Society of Palliative Care; SIMEU, Italian Society of Emergency Medicine.
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Figure 5

Checklist for video calls between patients and family members.

Reconstruct the patient’s preferences and values, also through a dialogue
with family members, to respect his self-determination

Respect for autonomy is essential and must always be
maintained. Therefore, as far as possible, informed
consent should be requested, shared care planning
implemented and any advance healthcare directive
respected. The preferences and values of patients
should be reconstructed with family members, too.35 36

constantly pursued and achieved even in the most
challenging stages of care.
Leave room for and welcome the relatives’ emotions

If there is any very intense emotional reaction, or difficulty in adapting to the situation (denial, aggression),
it is advisable to suggest support from a psychologist,
and be ready to ask for it.

Give full information about pain control

It is essential to reassure the family that palliative
treatment of distressing symptoms is a goal that is
8

Mistraletti G, et al. BMJ Supportive & Palliative Care 2020;0:1–12. doi:10.1136/bmjspcare-2020-002633

BMJ Support Palliat Care: first published as 10.1136/bmjspcare-2020-002633 on 15 October 2020. Downloaded from http://spcare.bmj.com/ on October 16, 2020 by guest. Protected by
copyright.

Education

Checklist for phone calls to the family members

During a pandemic, the telephone is the most used
and straightforward tool of communication between
healthcare professionals and patient’s families.
However, it is relevant to note that communicating by
phone in regard of a patient in isolation in an unstable
or severe clinical condition is a challenging task for all:
doctors, nurses and family members frequently present
the previously described emotional burdens.
The authors agreed to provide a checklist based on
a consensus procedure for adequately organising and
successfully conducting a phone call with the family
members. Thus, they have identified and discussed six
topics (preparation, opening, conduction, listening,
managing grief, closure) and, for each of them, five
items aimed to prepare and structure the phone call.

Preparation

Healthcare professionals must know the name and
surname of the patient and family member, and be
aware of the patient’s current clinical conditions and
past medical history.
It is preferable to organise a quiet place for the call.
Check all the technical equipment before calling.
If the healthcare worker who is calling needs to be
changed during the week, include in the handover
data on communication with family members (contact
person, family resources, content, critical issues).
When possible make the call together with another
healthcare worker connected remotely both for greater
effectiveness and feedback.
provoking expectations
In order to avoid anxiety-
call the telephone number indicated at admission and
at a pre-established time.
Opening

Introduce yourself in a clear and calm tone of voice
(name, surname, qualification).
Ask to speak with the person identified as the contact
person, referring to him by name and surname, and
checking his effective relationship with the hospitalised person.
In case of potentially vulnerable family (elderly,
foreigners, people with psychiatric disorders): propose
to disclose clinical information to a third person at
home, who can act as an intermediary.
Before starting, check if the person is in a place and
at a time suitable for communicating.
Find out what the interlocutor already knows and
what s/he wants to know.37 In case of negative news,
start with a warning shot (eg, ‘I have to warn you that
unfortunately I have no good news…’).
Conducting the call

Communicate ‘one piece at a time’, gradually
presenting the clinical severity in order to adapt the

information to the needs and level of understanding of
the family members.
Frequently assess the understanding of what has
been said, also through the interlocutor’s emotional
reactions; when in doubt, invite them to tell you what
they have understood.
Use simple, short sentences and everyday language,
avoiding technical and scientific jargon and
ambiguities.38
Pay attention to listening to whoever is answering.
Do not interrupt the family member and accept interruptions without getting impatient.39
Questions about technical information on ICUs can
be redirected to certified websites.40
Listening

Show interest in the emotional state of the family
member. Detecting and recognising emotions as legitimate enables you to create trust and therapeutic
alliance.41
Give the prognostic estimate honestly in response to
an explicit request from the family member. It should
be specified that the prognosis is merely an estimate,
and may well change.
Welcome the interlocutor’s emotional response
(fear, sadness, anxiety, anger), both through silence
and by allowing the interlocutor to cry or make verbal
outbursts.42
Psychological alarm bells: if you notice very intense
emotional reactions or fatigue in adapting to the clinical situation (negation, aggression), it is advisable to
offer psychological support and make yourself available to activate it.
Be interested in the healthcare situation of family
members, both psychological and physical.
Managing grief

When a patient dies, use the word ‘death’. Allow for
an appropriate listening time, before providing clinical/organisational indications. In the event of a critical clinical condition, replace the word ‘serious’ with
unequivocal phrases (eg, ‘need to prepare for the
worst’).
Welcome the emotions of the interlocutor, keeping
silent and listening.43
In case of death, make it clear that even though the
treatments were ineffective, patient care was never
interrupted, both in terms of physical proximity (eg,
‘your husband was isolated, but never left alone’), and
in terms of treatment aimed at relieving pain or other
symptoms of suffering.
Accept requests for religious assistance and facilitate
their implementation.23
In case of death, consider whether to make two calls.
In the first one, the doctor reports the death. In the
second, another healthcare worker (nurse or psychologist)44 gathers the grief, helps the person(s) process the
loss in conditions of distance and isolation, verifies the
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family’s spontaneous psychoemotional resources and
supports them.
Closure

Solicit the person to express their doubts through
open questions (eg, ‘is there anything else you want
to know?’).45
Offer suggestions for technological solutions for
video calls, if requested.
Provide information on your availability (repeat
your name and surname, department, your phone
number). Specify that the next day she/he will be called
again, at an agreed time, unless unexpected hospital
emergencies arise.
Avoid promises of communication or appointments
that cannot reasonably be kept: unfulfilled expectations break the bond of trust.
End the interview with reassurance that in the
event of any major clinical changes, the family
members will be promptly contacted by the healthcare professionals.
Figure 4 reports a family phone call operating
form, to help physicians and allied healthcare staff
in conducting a telephone call. It may also be used
for handover about family communication.
Figure 5 shows a further checklist for videocalls.
Since the systems to make this kind of communication are very common, but also they are particularly
challenging, the care team should perform this type
of communication only after adequate preparation.
Study limitations

The present Consensus Statement presents several
limitations. First, it is based only on the expert
opinion of the authors: even if there is a quite large
body of literature on the topic of family communication, nothing has been pulished about it in the
specific context of complete social isolation because
of a pandemic. The consensus procedure was then
built only on the authors opinion. Moreover, the
statements’ efficacy and usefulness have been not
evauated prospectively in the real scenario, since
the need for complete isolation had progressively
end from May 2020. This could be an important
study to do, in the unlucky case the social lockdown
will become once again necessary.
Second, this Consensus Statement was prepared
and written in the dramatic circustances of a
pandemic peak with overcharged hospitals: a very
short time was granted to the taskforce by the
endorsing scientific societies, since the need for
these statements were coming from healthcare
professionals from all around Italy. Moreover,
even if members of the expert panel were coming
from 14 different Italian regions (on a total of 20),
they are all Italian people, with cultural, social,
legal background limiting the possibility to use the
10

presented statements in other countries exactly as
they are here presented and discussed.
Third, the physicians and nurses selected for the
taskforce were all working in emergency or in critical care settings: neighter pneumolgists, epidemiologists, infectious diseases specialists, nor healthcare
manager or religious authorities were involved.
Furthermore, only the steering committee of four
national scientific societies approved the document, without the evaluation of other scientific
societies or other healthcare experts coming from
other disciplines.
The presence into the taskforce of two previous ICU
patients and two family members of patients admitted
in ICU for CoViD-19 was very important and appreciated: they offered a very interesting interpretation
of the reality, together with some useful indication to
improve the communication quality.
CONCLUSION
The communication typical of the globalised world,
during an overwhelming pandemic, can give way to
an experience of silent solitude: the loneliness of the
patient and anguished isolation of family members and
of healthcare professionals within their hospitals.
A phone call, a video call, an email, a written story
try to replace the physical contact that the isolation
prohibits: communicating with the family allows
people to create a listening space where worries,
anguish of death and fears are collected for themselves
and their loved ones far away, and in which they try to
build trust and hope.
It is crucial to establish contact with family members.
A well-
conducted phone call by the doctor on the
clinical conditions, in a daily communication round,
becomes a tool to care for those who cannot personally see their loved one, who suffer the anxiety of not
having direct information and, often, ease the sense of
guilt linked to ‘the feeling of abandoning his/her own
loved one’.
We inform, reassure, collect tears and together we
build the hope for containing and eventually overcoming a psychological trauma that will leave its
marks in future years. Otherwise we end up accompanying the pain of a death without closeness and with
no direct participation, but at least not loneliness.
The time dedicated to communication has to be
intended as a time of care. As such, it emerges as a
whole area of expertise and demands the same high
level of knowledge and competence as all other areas
of clinical practice. If this is true and experienced in
‘normal’ conditions, it is much more important in
the dramatic emergency conditions spawned by the
CoV-2 pandemic. The experience we withSARS-
nessed during the pandemic gives us a clear indication
that the time has come to include communication in
the pregraduation and postgraduation curricula of our
schools of medicine.
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