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Abstract: The COVID-19 pandemic has changed the principles of communication within the health-care setting. Communication
skills as developed for use in the context of a direct and personal encounter have become insufficient. As a result, numerous health
professionals came to believe they were not sufficiently prepared to deliver bad news in relation to medical care. The CONNECT
protocol is a tool designed to help health-care professionals in the delivery of such messages. The name of the protocol is an acronym
derived from C – context, O – organization, NN – near and niceties, E - emotions, C – counseling, T – taking care. The objective of the
protocol is to improve the effectiveness of the delivery of bad news in relation to medical care by ensuring proper organization of the
key elements of the encounter with the patient and/or their family.
Keywords: truth disclosure, physician–patient relations, communication, COVID-19, pandemic

Introduction
There are three basic types of bad news (BN) in medicine: the news on unfavorable diagnosis, the news on unfavorable
prognosis, and the news on the patient’s death. Each type of these news contains a message which will negatively affect
the lives of the recipients. Not only receiving, but also delivering bad news (DBN) is a difficult experience potentially
associated with adverse behavioral and emotional consequences.1 Numerous notification tools have been developed over
the years to minimize the tension on the part of the parties delivering and receiving BN in order to improve commu-
nication efficiency. The most widely known protocols include the SPIKES,2 the ABCDE3 and the BREAKS.4 Other tools
to facilitate DBN can also be found in the literature such as the PACIENTE,5 PEWTER6 or EMPATHY protocols,7 the
dialectic method,8 the “in person, in time” death notification procedure9 or the GRIEV_ING protocol.10

All these types of communication tools share a number of common points. Firstly, they encourage news providers to
thoroughly prepare for the DBN process. Among other factors, this includes the adequate and sufficient time being
reserved by the physician for the patient or his/her family. It is very important since haste is one of the major errors in the
communication process. The second important aspect is that information should be provided promptly and as soon as
possible. Personal encounter with bad news recipients is also an important premise that is being highlighted in all known
strategies. It provides the basis for the fulfillment of the remaining conditions of proper communication. Exemptions to
this premise were allowed in extraordinary situations.11 These included information of patient’s death being provided by
telephone to their family living at a considerable distance.12 In-person meeting is an important condition for empathetic
and compassionate relationship between the physician and the patient and/or their family. Observation of non-verbal
behaviors, particularly facial expressions of the recipients, is an important axis of communication for the providers. It
determines the dynamics of the meeting, and the appropriate communication strategy is adopted largely in response to
non-verbal behaviors of the recipients. Certain solutions emphasize another important element of the notification process,
namely the physicians working in pairs to support each other in the delivery of the news.13 This strategy is aimed at
maximizing the safety of the recipients who can be provided with appropriate care in case of a sudden psychophysical
reaction. It provides an important plane of mutual emotional and cognitive support between both providers.
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In order to meet the challenges brought by the COVID-19 pandemic in the area of communicating bad news, we created
a communication protocol. Its purpose is to facilitate passing of bad news via telephone or an audio-video link. The tool sets
out to organise the key aspects of meetings in order to improve the efficiency of communication and reduce the likelihood of
errors. The CONNECT protocol aims at improving remote communication with patients and their relatives. It could also be
a potentially useful resource for developing communication competencies during medical studies.

COVID-19 Pandemic as a Source of Psychological Strain in Health-Care
Workers
The COVID-19 pandemic has led to changes in numerous areas of life worldwide. According to data collected by the
Center for Systems Science and Engineering at Johns Hopkins University, more than 326 million individuals contracted
COVID-19 and more than 5.5 million patients died with the disease as of January 2022.14 Information on COVID-19
started being perceived as bad news as the disease may lead to death or serious complications.15 This type of bad news
has become a psychological burden for physicians as well as patients. Physicians were forced to deliver mass-scale bad
news when contacting patients and informing some of them of the potentially fatal diagnosis. Most of these physicians
had not been prepared for this task.11

New hospitals and COVID departments were established at the peak of the disease wave. Due to the scale of demand,
the medical staff at these institutions frequently consisted of physicians and nurses of different specialties. A vast number
of health-care professionals involved in providing care to patients with COVID-19 had no previous clinical experience
with infectious diseases. In addition, young physicians and nurses with no children were frequently delegated to COVID
departments as a measure to minimize transmission at the peak of the pandemic. The COVID-19 pandemic has exposed
the necessity for reorganization of medical care and procedures.16 The new working conditions have resulted not only in
changes to the organization of the health-care system, but also in serious physical and mental burden to the providers. In
a systematic review, Chirico et al described the depth of impact that the pandemic had on the mental health of health-care
professionals. The pandemic resulted in increased frequency of anxiety disorders and depression, sleep disorders, burnout
syndrome (BOS) and post-traumatic stress disorders (PTSD).17 In their study published in 2021, Rathnayake et al
pinpointed the reasons for the physical and mental suffering of nurses taking care of patients with COVID-19. The
leading distress factors included “(g)uilty feeling related to inefficiency of care, witnessing the suffering of patients,
discomfort associated with wearing personal protective equipment (PPE), work-related issues (e.g., long hour shifts),
negative impact to the family and rejection by others”.18

Anxiety related to the disease, the inefficacy of treatment, the risk of infection, and the need to communicate bad
news was identified as the main causes of mental health disorders in the study by Galehdar et al.19 One can assume that
these were the factors of key importance behind the symptoms of post-traumatic stress disorder (PTSD) being reported
by medical staff.20 The level of anxiety and depressive disorders as caused by the COVID-19 pandemic among the
health-care workers has become so clear that it requires urgent systemic solutions.21–23

Successive waves of COVID-19 infection have increased the spiraling dynamics of tension and negative experiences on
the part of patients and their families. The fear of contracting the infection, the anxiety about the health of one’s family, as
well as negative psychological conditions developing as the consequence of social isolation are associated with the increased
rates of psychiatric disorders.24 The possibility of contracting COVID-19 has become realistic for many individuals,
translating to psychological tension experienced while awaiting potential BN.25 The important mechanisms of social support
responsible for physical and psychological well-being of patients were suspended by the requirements of social distancing
and quarantine. Dying in solitude has become a rule, and so has the experience of facing the death of a close person without
the ability to say goodbye in a face-to-face encounter.26 This new situation has triggered the need to develop solutions and
support mechanisms involving novel forms for the delivery of bad news so as to normalize the processes of mourning.26,27
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Transformed Communication Paradigm as the Consequence of the
COVID-19 Pandemic
The DBN process is influenced by numerous knowledge and experience-related factors. Other contributors include the
personal attitude and mental condition of the delivering party.28 The feeling of anxiety translates to the reluctance to
communicate bad news as already described by A. Tesser and M.C. Conlee as the “MUM” effect.29 We know that
improper delivery of BN reduces the acceptance level and increases the risk of depression and PTSD.30 In the case of
information regarding an unfavorable diagnosis, the improperly delivered message has clinical consequences and
negatively affects further treatment.31,32

One of the aftermaths of the COVID-19 pandemic consists in a large number of excess deaths. The pandemic resulted
in the physicians being forced to deliver bad news more frequently than usual. This problem pertained mainly to the
employees of hospitals where the largest numbers of deaths were documented.25 Psychological stress on the physicians
might have been exacerbated by the lack of skills associated with remote delivery of bad news regarding medical care.33

As pointed out by Vitto et al, the “don’t do it over the phone!” approach was common before the pandemic.34 Remote
communication skills had not been generally taught in medical schools.35

Meanwhile, remote contact was made necessary due to the pandemic situation. The key conditions for appropriate
delivery of bad news as described in available protocols had to be modified.26 Available notification protocols were
shown not to be fully functional in the new situation, their effectiveness being reduced by conditions including the
necessity to deliver a larger number of BN (particularly at COVID departments), the requirement of extra time to
establish remote connection, and functional limitations of the remote contact tools. Empathetic behaviors and expressions
of concern being so important in DBN had been largely associated with observation of facial expressions and non-verbal
behaviors.34,36 The importance of proxemic elements had also been stressed in our teaching. Communicating news over
the telephone and/or in a teleconference setting requires slightly different skills.16,36 Therefore, a need arises to ensure the
development of these skills by means of novel forms of training.18,34 Some authors point to the need of the existing
notification protocols being modified32 or completely new protocols being developed.26 One of the proposals included
adaptation of the SPIKES protocol as presented by Vitto et al.34 Also noteworthy are the available digital resources, such
as VITALtalk,37 which may provide an important source of information to complement one’s communication compe-
tences with guidance on the remote delivery of bad news.11

CONNECT – A Protocol for Remote Communication of Bad News in
Medical Care
Due to the growing need to deliver bad news via remote communication, I obtained the permission of the authors of the
CONTACT protocol to adopt it to the challenges posed by the COVID-19 pandemic.38 Initially, the CONTACT protocol
served as a tool for education, which was created to benefit students of medicine and health professionals. Its purpose
was to optimise contact between practitioners and patients on the basis of previously completed research.

The CONNECT protocol was enriched with new functionality and is meant to optimise remote communication
between the health practitioner, the patient and, where appropriate, the patient’s relatives. The purpose of the protocol is
to organise the key aspects of remote communication: (a) preparation of the medical professional for the discussion with
the patient, (b) organising physical resources, (c) focusing on key messages relating to delivery of bad news, (d)
provision of support (Table 1).

In relation to currently existing notification tools, the proposed protocol puts emphasis on key functionality that was
not included in tools facilitating face-to-face communication. The CONNECT protocol accentuates the necessity to
prepare the medical professional for the meeting not only in terms of mental preparation but also in relation to available
technical resources. These are important factors. The extent to which remote communication can convey non-verbal
context of a meeting is significantly limited. This could also be the reason why such mode of communication may prove
to be more difficult for the medical professional, and the patient, to handle. Furthermore, remote communication makes it
more complicated to read emotions and respond empathetically. Another key element is reliability of technology used to
conduct the meeting, which could be interrupted by circumstances that are not controlled by any of the participants. To
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alleviate this, alternative mode of connection should be available so that, should an interruption occur, the meeting can be
quickly resumed. In case of an audio-video link, the quality of the connection is also a concern as this will have impact
on the quality of the experience for those involved. Since remote communication introduces certain barriers, which often
affect how messages are transmitted and received by individuals, it is important to ensure that appropriate environment is
provided, with the view of maximising the feeling of privacy and confidentiality. The attention of the speaker must be

Table 1 The Model of the CONNECT Communication Procedure

C – Context

– Verify patient or patient family’s contact data.

– Verify medical records.

– Carry out a “mental rehearsal” – plan what to say and how to say it.
– Wear the professional outfit.

O – Organization

– Ensure privacy.

– Check hardware (battery load, connection quality).
– Have a backup phone or computer available and ready for use.

– Test the connection.

NN – Near and Niceties

– Introduce yourself and explain your role.
– Inform the other party that your conversation is confidential.

– Make sure you are talking to the correct person (or the patient’s closest relatives).

– Assure the other party that in the event of connection failure you will re-establish contact immediately.
– Ask about conversation setting (Is the other party in a public place? Is he/she driving a car?).

– Ask the other party to make appropriate arrangements to ensure the sense of privacy (assure them you would wait or specifically arrange another

meeting).
– Ask the other party to optimize the camera and microphone settings for AV contacts.

E – Emotions

– Use open ended questions to determine the current level of knowledge of the other party.

– Use close-ended questions to clarify information, if required.
– Use the “warning shot” tactics.

– Avoid medical jargon.

– Be tactful and careful when delivering the news.
– Make references to facts (events, places, time, data).

– Allow the other party to express their emotions.

– Be empathetic and compassionate.

C – Counseling

– Make sure the message has been understood by the other party.

– Suggest the next step and give appropriate directions.

– Agree on further proceedings.
– Assure the other party on your readiness to answer any questions.

T – Taking Care

– Make sure whether additional support (spiritual help, social welfare, psychological counseling, medical care) is required.

– Provide your contact details (and the contact details of the institution/other individuals if required).
– Summarize key findings.

– Assure the other party of your support and readiness to be contacted.

– Thank the other party for the meeting.
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focused on the receiver and their reactions. Limitations that remote communication imposes on mimics, body language,
tone of voice, as well as the absence of the proxemical factor, exert significant influence on the quality of communication.
Hence, it is crucial to ensure that messages are understood correctly. A key aspect of the meeting is that a caring attitude
and willingness to provide support are clearly conveyed. Difficulties, which originate from limitations to the eye-to-eye
contact and lack of haptic perception, can pose a challenge. For reasons such as those, demonstrating compassion,
willingness to support and maintain contact are an important component of the meeting.

It appears that systemising the key aspects of remote DBN may improve provider’s perception of their own efficiency
and reduce the level of anxiety and stress. The protocol can also contribute to elimination of errors that could otherwise
occur during the meeting. I believe that like other tools, the CONNECT protocol may also be useful in promoting
awareness of the consequences of not delivering bad news in a professional way.39 It is worth pointing out that the
efficiency of the CONNECT protocol requires analysis. The protocol constitutes a proposition, which requires its
efficiency and functionality to be measured in relation to the needs of the doctors and the patients.

Conclusion
Undoubtedly, the COVID-19 pandemic has caused changes to the forms of communication in medical settings. More
effective forms of support are required by patients and their families alike. Health-care professionals highlight the need
for appropriate education and training of new skills related to remote communication. What remains unchanged is the
need to build a caring, empathetic relationship with the recipient to provide recipient-focused solutions. The CONNECT
protocol can be helpful in the teaching and the accomplishment of these goals. A standardized communication framework
may contribute to improving the quality of remote contacts for health-care professionals as well as patients and their
families. One should keep in mind that according to the protocol’s premises, its supportive role is that of a framework
which is to be filled with personalized content tailored to the perception of the recipients as well as with adequate and
empathetic responses to their difficult experience.
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