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Abstract

Purpose: This study aimed to clarify the actual state of dialogue support by
nurses between terminally ill patients with cancer and their families in the face
of visitation restrictions imposed in the post-COVID-19 era in Japan. Meth-
ods: The participants were 607 nurses with at least 2 years of experience work-
ing at 33 hospitals with more than 100 beds and currently involved in the care
of terminally ill patients with cancer. Data were collected via an anonymous
online questionnaire from February to March 2025. The questionnaire included
items on basic attributes, visitation restrictions, online dialogue support, and
a revised self-assessment scale for nurses about enhancing dialogue support
between terminally ill cancer patients and their families. Statistical analyses,
including unpaired t-tests, were conducted to calculate descriptive statistics.
Results: The final analysis included 293 respondents (valid response rate:
48.3%), 90.4% of whom indicated that there were visiting restrictions in their
hospital ward. No significant relationship was found between the presence or
absence of visitation restrictions and the frequency of dialogue support prac-
tices. Those with experience providing dialogue support online using video
calls or Zoom (36.5%) had significantly higher total scores on the dialogue
support self-assessment scale (p < 0.000) than those without such experience
(63.5%), and they tended to practice dialogue support between terminally ill
cancer patients and their families more frequently on a daily basis. Conclu-
sion: Since many facilities continue to restrict visits, it is important to provide
dialogue support that takes into consideration the process before and after vis-
its. Considering each patient’s overall condition and the difficulty of having
dialogue via a screen, online dialogue support that incorporates consideration
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for families serves as a catalyst for raising nurses’ awareness of improving the
quality of dialogue support and contributes to daily nursing practice.
Keywords

Visitation Restrictions, Dialogue Support, Terminal Illness Care, Cancer
Patients, Family Nursing

1. Introduction

In Japan, the first person infected with Coronavirus Disease 2019 (COVID-19)
was confirmed in January 2020. The COVID-19 outbreak then spread rapidly, and
the government recommended restricting visitation to medical institutions and
elderly care facilities as part of its infection control measures. In April 2020, a basic
policy measure was announced, stating that, “visitations to medical institutions
and elderly care facilities should be temporarily suspended—except in emergen-
cies—to prevent infections transmitted by visitors” [1]. In fact, a complete visita-
tion ban was maintained for more than a year. The policy measure was incremen-
tally revised in response to changes in infection status. In November 2021, the
Ministry of Health, Labour and Welfare issued a statement that included detailed
standards (a compilation of case examples) related to the number of allowed visi-
tors and duration of visits [2]. By November 2022, the policy wording had changed
to “visitations are important for patients, users, and families.” Due to the reclassi-
fication to Category 5 under the Infectious Disease Law in May 2023, the response
policy shifted from administrative requests based on law to leaving decisions to
the discretion of individual businesses and others. Nevertheless, regardless of the
national policies or infection status, some medical institutions continue to restrict
visitation to this day. This stems from the cautious stance of healthcare providers,
rooted in differences in infection control measures among facilities and their past
experiences with in-hospital infections and clusters. According to the views of the
COVID-19 Advisory Board [3], even after the reclassification under the Infectious
Disease Law, repeated outbreaks are expected to occur to some extent. Therefore,
ongoing measures to prevent the spread of infection are considered necessary in
settings such as medical institutions and elderly care facilities, where individuals
at high risk of developing severe symptoms, such as hospitalized patients and el-
derly individuals, are present. It is also noted that, to meet the needs within the
limited healthcare and long-term care resources, it is necessary to devise effective
and sustainable infection control measures, with each facility contributing through
innovative approaches. In particular, Japan is experiencing significant population
aging, and considering the magnitude of the potential consequences of in-hospital
infection outbreaks, the current state is that a cautious response to lifting visit-
ation restrictions is being maintained.

Strict isolation and visitation restrictions protect vulnerable patients from in-
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fections and reduce the risk of infection for their families and healthcare providers
who care for infected patients [4] [5]. However, these measures for protecting the
safety of terminally ill patients are creating a difficult situation in which the pa-
tients are unable to spend their final days of life with their loved ones. In end-of-
life care, limiting or prohibiting visits results in inadequate emotional and spir-
itual care/support for patients and anxiety and despair among family members [6]
[7]. Furthermore, disruption of communication between terminally ill patients
and their families is considered to contribute to the heightened risk of developing
depressive feelings, anxiety, and complicated grief in their families [8]-[10]. More-
over, being denied an adequate opportunity for a final farewell with the patient
due to visitation restrictions has been shown to trigger complicated and prolonged
grief in bereaved families [11]. Therefore, in this day and age when we are ex-
pected to coexist with infections, it is urgent that we reconsider care approaches
that connect terminally ill patients with their families, establish nursing practices
that support the relationship between both parties, and achieve meaningful end-
of-life care.

In Japan, the aging of the population has resulted in approximately 380,000 deaths
per year due to cancer, making it the leading cause of death [12]. This trend is ex-
pected to continue in the future, and improving the quality of family care during
the end-of-life stage is an urgent social issue. When dialogue is facilitated between
terminally ill cancer patients and their families, their relationships are strength-
ened [13], and the satisfaction of bereaved families increases [14]. Nurses perceive
patients and families as a single care unit, and they play an important role in main-
taining and deepening the relationship between both parties through dialogue
support. Nonetheless, it has been reported that nurses faced various conflicts, such
as “how to communicate the thoughts of family members to patients when direct
interaction is not possible” and “how to acknowledge the anxieties felt by the fam-
ilies” during end-of-life family care, under visitation restrictions imposed against
the backdrop of COVID-19 infection prevention [15]. Even in dialogue support,
it has been noted that understanding the feelings of terminally ill cancer patients
within a limited time frame, while speaking on behalf of their families, is difficult
[16]. Currently, in a healthcare environment in which coexistence with infections
is the norm, nurses have developed practice methods based on the values of this
new era, different from those before the infection outbreak, reconstructing end-
of-life family care. Given these circumstances, focusing on the current state of di-
alogue support under visitation restrictions and the nurses’ dialogue support prac-
tices offers hope that we can gain insights into the training of dialogue support
skills that enhance end-of-life family care, as well as the reconstruction of dialogue
support strategies on the frontlines of medical care.

Therefore, the objective of the present study was to clarify the current state un-
der visitation restrictions and to examine dialogue support practices. Further-
more, looking ahead to improving the practical skills in dialogue support of nurses,

as a secondary objective, the aim was to identify learning experiences, and diffi-
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culties faced during dialogue support, with the goal of gathering foundational re-
sources for educational intervention. Here, dialogue support is defined as support
that leads terminally ill patients with cancer and their families to exchange thoughts
and feelings they have wanted to convey to each other to maintain and strengthen

their relationship through mutual responses [17].

2. Methods

2.1. Participants and Data Collection

Fifty facilities in Japan were randomly selected from hospitals with more than 100
beds registered in the Welfare and Health Information Network Project of the
Japan Health and Welfare Organization. Representatives of the nursing depart-
ments received a request letter, a consent form, and a return envelope, asking if
they would participate in the study and, if so, how many participants would be
included. In total, 33 facilities agreed to participate in the survey.

The nursing department representative was asked to select wards with oppor-
tunities to care for terminally ill cancer patients suitable for the study. A total of
607 nurses with at least two years of practical nursing experience from the selected
wards were chosen as study participants. First-year nurses were excluded because
their priority was to learn general nursing tasks and acclimate to the work envi-
ronment. Managers at the head nurse level or above were also excluded from the
study population.

Data were collected through an online survey. A research description with a QR
code was distributed to the participants from February to March 2025 by a repre-
sentative of the nursing department. Participation was voluntary, and responses

were requested within two weeks of receiving the documents.

2.2, Survey Items

2.2.1. Characteristics of Participants

The basic attributes included age, sex, years of nursing experience, years of expe-
rience caring for terminally ill cancer patients, experience working in palliative
care wards, and certification as a certified nurse or specialist nurse in the field of

cancer.

2.2.2. Visitation Restrictions for Terminally Ill Patients
Questions were asked about the existence of visitation restrictions for terminally
ill patients in the wards where they work, as well as the visitation hours and the

number of visitors allowed under the restrictions.

2.2.3. Practical Situation of Dialogue Support between Nurses and
Families of Terminally Ill Cancer Patients

The revised version of the self-assessment scale for nurses to enhance dialogue
support between terminally ill cancer patients and their families [18] was used.
This scale emphasizes family beliefs and perspectives and was developed using the
Illness Belief Model [19] as its theoretical basis, which is a model that supports the
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healing of families through therapeutic conversations. The scale consists of the
following four factors and 18 items and measures the practice status of dialogue
support between terminally ill cancer patients and their families: Focusing on pa-
tients and families for a deeper understanding, assessing patients’ and families’
dialogue needs, engaging with patients and families with respect for each other’s
perspectives, and utilizing a team approach for seamless dialogue support. The
responses were rated using the following 5-point scale: “1. Never,” “2. Rarely,” “3.
Sometimes,” “4. Often,” and “5. Always.” The scores ranged between 18 and 90,
with higher scores indicating a greater frequency of engaging in dialogue support
practices. The opportunities for engaging in dialogue support between terminally
ill cancer patients and their families were rated using a 4-point scale as follows: “I.
Not at all,” “2. Rarely,” “3. Sometimes,” and “4. Frequently.” Whether they had
experience providing dialogue support connecting terminally ill cancer patients
and their families using video calls or meeting apps like Zoom (hereafter referred

to as “experience in providing dialogue support online”) was also asked.

2.2.4. Learning Experiences Participating in Training on End-of-Life
Family Nursing and Difficulties Encountered While Providing
Dialogue Support

We asked whether they had participated in training on end-of-life family nursing.
Referring to a qualitative study [16] that clarified the difficulties of dialogue sup-
port between nurses and terminally ill cancer patients and their families, the fol-
lowing eight items were addressed: “building a trusting relationship with the pa-

» <«

tient,” “building a trusting relationship with the family,” “addressing topics re-
lated to death,” “understanding the values of both the patient and the family,”
“assessing the necessity of dialogue support,” “determining the timing of dialogue

» «

support intervention,” “evaluating the reactions of patients and families after di-
alogue support,” and “evaluating one’s own involvement after dialogue support.”
When providing dialogue support between terminally ill cancer patients and their
families, participants were asked to select multiple items from these eight items

that they considered challenging.

2.3. Analysis Method

Descriptive statistics were calculated using IBM SPSS Statistics (Ver. 28). A nor-
mal distribution was confirmed, and correlation coefficients and mean differences
were calculated using Pearson’s correlation coefficient and independent t-tests,

respectively.

2.4. Ethical Considerations

This study was approved by the Ethics Committee of Japanese Red Cross Akita
College of Nursing (No. 2024-114). We informed participants in writing that par-
ticipation was voluntary, refusal would not result in any disadvantages, and results
would be published in academic conferences and articles without identifying in-

dividuals, since the survey was anonymous. Participants were asked to check items
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to confirm their consent to participate in the online survey and their agreement

with the research.

3. Results
3.1. Participants’ Characteristics (Table 1)

Responses were obtained from 293 participants (response rate: 48.3%). Since there
were no missing values, all responses were considered valid and used in the anal-
ysis. There were 277 female respondents (94.5%). The average age was 37.8 £ 9.6
years (range: 23 - 62 years), and the average number of years of nursing experience

was 15.2 + 9.3 years (range: 2 - 42 years).

Table 1. Participants’ basic attributes (N = 293).

Item Attribute No. of people (%)
Sex Men 16 5.5
Female 277 94.5
Age (y) Mean * SD 37.8+9.6
20-29 82 28.0
30 -39 79 27.0
40 - 49 96 32.8
50 -59 35 11.9
=60 1 0.3
Years of nursing experience Mean + SD 152+9.3
2-4 40 13.7
5-9 61 20.8
10-19 89 30.3
20-29 82 28.0
=30 21 7.2
Years of experience caring for terminally ill cancer patients Mean * SD 87+75
<5 102 34.8
5-9 83 28.3
10 - 19 78 26.6
20-29 21 7.2
=30 9 3.1

3.2. Visitation Restrictions at the End of Life (Table 2)

A total of 90.4% of the participants said that there were “visitation restrictions at
their affiliated ward.” Regarding restrictions on visiting hours, the most frequent
response was “in the case of patients who are nearing death, permission to relax
visiting hours can be obtained from the doctor” (47.8%), followed by “about 15
minutes” (27.0%). Regarding restrictions on the number of allowed visitors per
visit, the most frequent response was “2 persons” (50.9%), followed by “in the case
of patients who are nearing death, permission to relax the number of allowed vis-
itors can be obtained from the doctor” (28.0%).
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Table 2. Status of visitation restrictions (N = 293).

Item Attribute No. of people (%)
Visitation restrictions at their affiliated ward With visitation restrictions 265 90.4
(Restriction? (.)n visiting hours and on the number No visitation restrictions 28 9.6
of allowed visitors)
Restrictions on visiting hours About 5 minutes 1 0.3
About 10 minutes 6 2.0
About 15 minutes 79 27.0
About 20 minutes 4 1.4
About 30 minutes 35 11.9
In the case of patients who are nearing death,
permission to relax visiting hours can be obtained 140 47.8
from the doctor.
No restrictions on visiting hours 28 9.6
Number of allowed visitors under the restrictions 1 person 1 0.3
2 persons 149 50.9
3 persons 8 2.7
4 persons 3 1.0
In the case of patients who are nearing death,
permission to relax the number of allowed visitors 82 28.0
can be obtained from the doctor.
No restrictions on the number of allowed visitors. 31 10.6
No response 19 6.5

3.3. Comparison of Scores on the Revised Dialogue Support
Self-Assessment Scale Based on the Presence or Absence of

Visitation Restrictions (Table 3)

Those who responded that there were no visitation restrictions (n = 28, 9.6%) had

a higher mean score on the subscale “Focusing on patients and families for a

deeper understanding” of the revised dialogue support self-assessment scale than

those who responded that there were visitation restrictions (n = 265, 90.4%), with

a significant difference (4.2 + 0.5, 3.9 = 0.6, p = 0.044). In contrast, no significant

difference was observed between the presence or absence of visitation restrictions

and the total score on the revised Dialogue Support Self-Assessment Scale.

Table 3. Comparison of scores on the revised dialogue support self-assessment scale based on the presence or absence of visitation

restrictions (N = 293).

Visitation No restrictions

restrictions in place on visits

(n =265) (n=28)
Item Mean * SD Mean * SD t p
[Focusing on patients and families for a deeper understanding] 3.9+0.6 42+0.5 2.018 0.044
[Assessing patients’ and families’ dialogue needs] 3.8%0.7 4.0x0.7 1.761 0.079
[Engaging with patients and families with respect for each other’s perspectives] 4.2 + 0.5 43+05 0.946 0.345
[Utilizing a team approach for seamless dialogue support] 3.7+£0.7 38+0.8 0.924 0.357
Total: 18 items 704 +9.6 73.6 £9.5 1.718 0.087
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3.4. Comparison of the Total Scores of the Revised Dialogue
Support Self-Assessment Scale by Participant Characteristics
(Table 4)

Those with experience in online dialogue support using videophones or meeting
apps such as Zoom (36.5%) had a significantly higher average total score on the
revised dialogue support self-assessment scale than those without such experience
(63.5%) (73.3 £ 8.4, 69.2 + 9.9, p < 0.000).

In terms of learning experience, those with learning experience in end-of-life
family nursing (53.2%) had a significantly higher mean total score on the revised
dialogue support self-assessment scale than those without learning experience
(46.8%) (72.8 £ 9.1, 68.3 + 9.6, p < 0.000).

In terms of difficulties in dialogue support practice, those who reported diffi-
culty in “addressing topics related to death” (72.0%) had a significantly lower
mean total score on the revised dialogue support self-assessment scale than those
who reported no difficulty (28.0%) (69.7 + 9.4, 73.3 + 9.6, p = 0.003). In addition,
those who reported difficulty in “assessing the need for dialogue support” (22.9%)
had a significantly lower average total score on the revised dialogue support self-
assessment scale than those who reported no difficulty (77.1%) (67.7 + 9.6, 71.6 +
9.4, p = 0.003).

Table 4. Comparison of the total scores of the revised dialogue support self-assessment scale by participant characteristics (N =

293).
Total score
Item Breakdown n (%) Mean + SD Mean + SD t P
or correlation
coefficient
Basic attribute
Sex? Male 16 5.5 67.06 +10.23 1.562  0.119
Female 277  94.5 70.90 +£9.52
Age® (y) 293 37.8+9.6  0.134 0.021
Years of practical nursing experience® 293 152+9.3 0.148 0.011
Years of cancer nursing experience® 293 87+75 0.09 0.125
Experience working in palliative care wards/units*  Yes 83 717 71.8 +10.1 -1.239 0.216
No 210 283 703 +94
Years of working experience in palliative care
. 83 6.5+6.0 0.091 0.412
wards/units®
Certification as a certified nurse or specialist nurse
. Yes 12 4.1 79257 -3.175 0.002
in the field of cancer®
No 281 959 70.3+9.6
Visitation restrictions and opportunities for
dialogue support
Visitation restrictions in their affiliated ward® Yes 265 90.4 704 £ 9.6 1.718  0.087
No 28 9.6 73.6+9.5
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Continued

Opportunities to be involved in dialogue support

. . . . Sometimes,
between terminally ill cancer patients and their 234 799 71.7 £9.6 -3.547 <0.000
. frequently
families®
Rarely, not
59 20.1 66.8 + 8.6
atall
Yes 107 36.5 733 +8.4 -3.669 <0.000
Experience in providing dialogue support online® No 186 63.5 69.2 +9.9
Learning experience
Experience learning end-of-life family nursing® Yes 156 53.2 72.8+£9.1 -4.06 <0.000
No 137  46.8 68.3+9.6
Difficulties encountered while providing dialogue
support
1) Building a trusting relationship with the patient  Difficult 56  19.1 70.1 £11.0 0.523  0.601
Not difficult 237  80.9 70.8 £9.2
2) Building a trusting relationship with the family =~ Difficult 94 321 70.2£9.9 0.549  0.583
Not difficult 199 67.9 70.9 £9.5
3) Addressing topics related to death Difficult 211 720 69.7 94 2.946  0.003
Not difficult 82 28.0 733+£9.6
4) Understanding the values of both the patientand |
. Difficult 127 433 70.0 £9.7 1.12 0.264
the family
Not difficult 166 56.7 71.2+£9.5
5) Assessing the necessity of dialogue support Difficult 67 229 67.7£9.6 2.977  0.003
Not difficult 226 77.1 71.6 £9.4
6) Determining the timing of dial t
6) Determining the timing of dialogue suppor Difficult 161 54.9 703 9.7 0.704  0.482
intervention
Not difficult 132 45.1 71.1+9.4
7) Evaluating the reactions of patients and families .
. Difficult 70 23.9 69.5+9.1 1.209  0.228
after dialogue support
Not difficult 223 76.1 71.1+£9.7
8) Evaluating one’s own involvement after dialogue .
Difficult 102 34.8 69.9+9.3 1.007  0.315
support
Not difficult 191 65.2 71.1+£9.7

“Unpaired #test; "Pearson’s product-moment correlation coefficient.

4. Discussion

4.1. Current Practices Implemented by Nurses to Support
Dialogue between Terminally Ill Cancer Patients and Their
Families under Visitation Restrictions

In the present survey conducted between February and March 2025, approxi-
mately 90% of respondents indicated that “visitation restrictions” were in place,
suggesting that visitation management continues to this day. Regarding restrictions

on visiting hours, the most frequent response was “in the case of patients who are
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nearing death, permission to relax visiting hours can be obtained from the doctor”
(47.8%), followed by “about 15 minutes” (27.0%). Regarding the number of al-
lowed visitors, the most frequent response was “2 persons” (50.9%). These re-
strictions are thought to still be in use, based on the initial guidelines outlined in
the Ministry of Health, Labour and Welfare’s compilation of visitation case exam-
ples [2], which included measures such as “limiting visiting hours to less than 15
minutes” and “limiting the number of visitors to two per group.” The present
study showed that, though each facility has its own framework, a certain degree of
discretion appears to be given to the frontline, such as allowing physicians to de-
cide whether to relax visitation restrictions as patients are nearing the end-of-life.
This decision seems to be made comprehensively based on multiple factors such
as the patient’s medical condition, the family’s wishes, and in-hospital infection
control policies. The discretionary application of rules by physicians has the ad-
vantage of allowing for flexible responses tailored to each patient’s circumstances.
However, it is also true that consistency and transparency are required in visita-
tion rules. To achieve this, it is important to establish general standards while en-
suring that exceptions related to end-of-life visitation are shared among staff
members. Maintaining consistency in standards while preserving flexibility is
considered key to healthcare providers building trust with patients and their fam-
ilies. This is expected to help alleviate patients’ and families’ anxieties and con-
cerns, and reduce the sense of unresolved issues among bereaved family members.
Given these circumstances, there is a need to reestablish dialogue support strate-
gies to maintain and strengthen the relationship between terminally ill cancer pa-
tients and their families. What is referred to here as dialogue support does not
simply mean extending visiting hours. It includes nurse interventions before and
after visitations that facilitate connections between patients and their families
through dialogue. Indirect engagement around the time of visitations is important,
for instance, initiating verbal contact before visits, monitoring the expressions of
patients and their families, remaining nearby to watch over and help connect the
feelings of both parties, assessing reactions after visits, and sharing the meaning
of these reactions with the team. These involvements are believed to contribute to
providing peace of mind to both patients and their families, as well as to maintain
their relationship. A characteristic of dialogue among Japanese people is that pa-
tients and their families cope with the terminal stage by denying the imminence
of death [20]. Moreover, there is an underlying culture of consideration, assuming
that people understand each other without needing to be expressed in words [21].
Given these cultural background characteristics, which value a silent stance to-
ward death and emphasize reading between the lines, what is needed is not the
active promotion of dialogue in the short time available, but rather consideration,
remaining nearby to watch over, allowing them to communicate with one another
in their own words. The process-oriented involvement of nurses before and after
the visits transcends the limited time frame of visitations and offers valuable in-

sights that contribute to improving the quality of dialogue support.
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The present study showed that nurses were supporting dialogue between ter-
minally ill cancer patients and their families, regardless of whether there were vis-
itation restrictions. Of all the respondents, 86.3% had been engaged in nursing
duties since before the COVID-19 outbreak in 2020. The fact that many of the
nurses had more than five years of practical nursing experience at the time of the
survey (2025) suggests that they possibly had, on a daily basis, in-person experi-
ence providing dialogue support to terminally ill patients prior to the infection
outbreak. During the COVID-19 pandemic, these nurses were unable to provide
adequate end-of-life family care, perhaps resulting in feelings of regret and suffer-
ing. These experiences may have served as a turning point, stimulating their “own
frames of reference” for supporting dialogue between terminally ill patients and
their families. According to the transformative learning theory proposed by Me-
zirow, this type of stimulation promotes “critical reflection” on past experiences
and values, leading to transformation in behaviors and attitudes, in other words,
a “perspective transformation” [22]. The infection outbreak created a vacuum in
direct family care. After this period, nurses may re-recognize the importance of
end-of-life family care, shifting towards a sincere attitude in facing the values and
suffering of patients and their families. It could be interpreted that these transfor-
mations, prompted precisely by the existence of visitation restrictions, were ele-
vated into the value of wanting to support the relationship between patients and
families through dialogue, and they were subsequently reconstructed as a practice
integrated into the actions of nurses.

A noteworthy point is that respondents who answered that they had visitation
restrictions tended to have a significantly lower frequency of practicing Focusing
on patients and families for a deeper understanding of the revised dialogue sup-
port self-assessment scale. Focusing on patients and families for a deeper under-
standing is a factor that evaluates the extent to which nurses are interested in the
families. It includes items such as, “I pay attention to the family as well as the
patient from the time of admission” and “I try to face the patient and their family
without any prejudice” [17]. The quantitative results of the present study provide
support for a previous qualitative study [23], which found that, under visitation
restrictions, nurses have fewer opportunities to interact with families, making it
challenging to provide care that considers the relationship between families and
the patients. These findings further emphasize that the decreased opportunities
for direct interaction with families hinder practices that are conscious of the fam-
ily’s presence and make it more difficult for nurses to take on a bridging role that
connects patients with their families. Nurses are there to help patients confront
their remaining time, and they also serve to protect family dignity as the narrator.
An attitude of seeking a deeper understanding of patients and their families, even
in the face of these difficulties, forms the core of dialogue support provided by
nurses. The findings of the present study confirm that “striving to maintain inter-
est in and respect for the family as the expert of the illness,” as described in the

Illness Beliefs Model [19], has a greater impact on the quality of practice under
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visitation restrictions. The present study provides a theoretical and practical foun-
dation for reexamining the role nurses should fulfill under visitation restrictions

and the value of dialogue support in this context.

4.2. Differences in Dialogue Support Practices Depending on
Nurse Characteristics

Recent advances in infectious disease control and telemedicine have brought at-
tention to the use of video calls and meeting apps such as Zoom for visitations on
the frontlines of medical care. The present study also showed that 36.5% of all
nurses had experience in providing dialogue support online, indicating that a cer-
tain number of nurses are adopting these technologies. Nurses who are incorpo-
rating innovative approaches, such as using online meeting tools, tended to en-
gage in dialogue support between terminally ill cancer patients and their families
more frequently as part of their daily routine practice. It was suggested that the
introduction of online technology may be affecting the frequency of everyday di-
alogue support practice. Since this survey only asked whether the subjects had
experience providing dialogue support online, future surveys will need to clarify
the specific extent of their involvement. According to a previous study on online
visitation for terminally ill patients, it was reported that greater emotional consid-
eration is required than for regular patients [24]. Furthermore, in the case of pa-
tients who withhold their true thoughts, it can be difficult to understand their in-
tentions. A study reported that the patient’s genuine feelings were not conveyed
over the phone [25]. Patients in a weakened overall physical condition may not be
able to operate their phones or social media on their own, further highlighting the
need for visitations and individualized handling [26]. Thus, while in person, one
can gauge the timing of communication with one another and say what they want
to say, whereas once facing a screen, there may be things that cannot be expressed
or may cause unexpected misunderstandings. Terminally ill cancer patients tend
to be in poor overall physical condition; therefore, emotional consideration should
be given to families who may feel anxious and saddened upon seeing such an ap-
pearance on screen. Dialogue support that considers such difficulties and incor-
porates thoughtfulness is expected to serve as a trigger for increasing awareness
of nurses towards improving the quality of dialogue support, while also contrib-
uting to daily nursing practices. Providing dialogue support online is not only
about acquiring technical skills; it can also be said to be a practice that promotes
transformation in the attitudes of the nurses themselves. Even under physical re-
strictions, the desire and actions to connect patients with their families serve as a
driving force, leading to an understanding of the essence of dialogue support and
adding depth to the support. Moreover, sharing the findings of those with experi-
ence in providing support online can initiate a cycle of learning in nurses, leading
to raising the organization’s support capabilities.

Furthermore, those who found “addressing topics related to death” and “as-

sessing the necessity of dialogue support” challenging tended to practice dialogue
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support less frequently than those who did not find them challenging. This diffi-
culty may be rooted in inadequate training in end-of-life family care, likely due to
the nurses’ own emotional instability when facing death, as well as insufficient
understanding of the relationship between patients and their families. However,
some nurses have transcended these and are developing practical skills that can
be used in providing support. An attitude of pausing before engaging in practice
to contemplate questions such as how nurses themselves should perceive death
and how to approach the distance between patients and their families is believed
to influence the quality of dialogue support. The ability to empathize with their
narratives and simply be present with them in their silence, remaining by their
side, is a nursing practice nurtured through daily reflection. It was suggested that,
in addition to specific methods and know-how for dialogue support, it is also de-
sirable to incorporate training content that fosters the qualities needed to confront
death.

In addition, those who had experience receiving training for end-of-life family
nursing care tended to practice dialogue support more frequently. Knowledge and
insights gained through past training experiences can deepen the understanding
of the importance of dialogue support and may lead to implementation in prac-
tice. Educational Needs for Nurses to Support Dialogue between Terminally Il
Patients with Cancer and Their Families include enhancing the ability to be em-
pathetically present and to see patients and their families through without turning
away, while deepening the understanding of the patients and families and natu-
rally introducing dialogue [27]. This study proposes training that includes educa-
tional content for modules on navigating conversations about death or best prac-
tices for facilitating emotionally sensitive online interactions, based on nurses’
concerns and the practical implications for education. Future efforts are needed

to develop educational programs that incorporate such context.

5. Limitations of the Study

There are limitations in generalizing the results of this study because the survey
did not target all hospitals. However, this study holds certain significance in terms
of clarifying the current state, since research on nursing practices under visitation
restrictions while coexisting with infectious diseases is a new challenge in the cur-
rent frontlines of medical care. In the future, the task in demand will be to evaluate
the quality of dialogue support from both the care provider’s perspective and the
recipient’s perspective, under more relaxed visitation restriction standards.
Furthermore, previous studies of mental and psychological palliative care in-
terventions delivered via telemedicine have raised issues such as the indispensa-
bility of a high-quality internet connection for the success of telemedicine inter-
ventions, and the limited availability of human resources, namely nurses, who can
mediate the support [24] [28]. In addition, in this study, it cannot be denied that
some of the nurses who responded were working under an organizational back-

ground involving constraints in hospital infrastructure and human resources. In
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light of the fact that dialogue support combining in-person and online visitations
is expected to continue in the future, there is a need to analyze the innovative ap-
proaches adopted by those with experience in providing online support, as well as
their post-implementation evaluation. By addressing these issues, it is hoped that
insights can be gained that will contribute to enhancing the quality of nursing care
that supports the relationship between terminally ill patients and their families,

even under visitation restrictions.

6. Conclusion

Among the 293 nurses in the present study, 90.4% indicated that there were visit-
ing restrictions in their hospital ward. These nurses practiced dialogue support
regardless of the status of visitation restrictions. Some nurses used online meeting
tools, and those who did so practiced dialogue support more frequently on a daily
basis. Terminally ill cancer patients tend to be in poor overall physical condition;
therefore, emotional consideration should be given to families who may feel anx-
ious and saddened upon seeing their appearance on screen. Dialogue support by
online meeting tools that consider such difficulties and incorporate thoughtful-
ness is expected to serve as a trigger for increasing awareness among nurses to-
wards improving the quality of dialogue support, while also contributing to daily

nursing practices.
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