Digital Haematology 
Optimising communication to patients with venous thromboembolism: development of a provider toolkit

Health-care professionals are faced with the challenge of communicating diagnostic, treatment, and prognostic information to patients. Communication about a venous thromboembolism diagnosis often occurs in a chaotic acute care setting. These settings might be crowded, noisy, and anxiety-provoking, making effective communication and shared decision-making challenging. As a result, patients may lack trust in their health-care professional and perceive their care to be inferior, which could exacerbate anxiety.1 Specific drivers of suboptimal venous thromboembolism communication include: incomplete information, information overload, e.g., giving too much information too fast and at the wrong time, and real or perceived discrepant messages from multiple health-care professionals. Additional pitfalls include use of medical jargon, metaphors, alarmist language, adverse non-verbal clues, lack of attention to health literacy, or culturally incongruent language.4-7 
To aid in the complex journey of venous thromboembolism management, Vasculearn Network (formerly the North American Thrombosis Forum) established a global, multidisciplinary steering committee of health-care professionals, trainees, communication experts, mental health experts, and patients with lived experience of venous thromboembolism. Consensus was achieved, resulting in the development of an educational communication toolkit (appendix). The interactive, evidence-based resource describes methods for optimal communication and enhances patient engagement with the objective to improve therapeutic compliance along with patient-experience and venous thromboembolism quality outcomes. The taskforce conceptualised a health-care professional-facing tool to convey essential information for communication at the time of a venous thromboembolism diagnosis and in the weeks or months that follow using best practices for communication. The target audience for this toolkit is any health-care professional involved in the care of patients with venous thromboembolism from diagnosis onwards. 
The content generation strategy comprised three phases: mapping a venous thromboembolism patient journey, conducting an inventory of relevant patient information, and identifying best practices for communication. Patient journey mapping is a method to understand opportunities for enhancing communication of diagnoses and diseases.8,9 
The structure of the toolkit was based on timepoints, key topics, and pivotal moments within the patient journey (appendix). Three main time periods were identified. The immediate phase includes the diagnostic encounter, immediate management decisions, and patient orientation to the diagnosis and treatment of acute venous thromboembolism, representing the time from diagnosis to about 1 week. The intermediate phase includes the initial response to therapy and resumption of usual activities, occurs primarily in the outpatient setting, and covers the first 1–2 months of treatment. The long-term phase captures concerns surrounding extended-phase treatment and response to venous thromboembolism therapy, including the selection and duration of anticoagulation, risk for recurrent venous thromboembolism, and identification of any complications or underlying conditions that impact management. This period is defined as 3–6 months post-event and beyond.
We compiled common experienced-based patient and caregiver questions about venous thromboembolism. Existing resources from the National Blood Clot Alliance, World Thrombosis Day, Thrombosis Canada, and Vasculearn Network’s patient content database were reviewed. The essential communication content was then mapped onto the patient journey timeline. A comprehensive literature review was conducted to identify tools and best practices for effective patient communication. Evidence from the review was supplemented with personal experiences reported by taskforce members, health communication guidelines, the VitalTalk tool, and the Serious Illness Conversation Guide. Taskforce review and discussion about the quality of identified best practices led to a consensus list of final recommendations (appendix).
	The resulting digital health-care professional toolkit is accessible by computer, tablet, or mobile phone. Using the patient journey as a cornerstone, visitors can delve into topics relevant to venous thromboembolism diagnosis or treatment by either scrolling or filtering based on their interests. A tab was created to toggle between the health-care professional and patient perspectives to emphasise the contrast between informational needs across the timeline (figure). In an open review at the 2024 International Society of Thrombosis and Haemostasis Congress (with 20 respondents), 70% reported that they agreed or strongly agreed with the following statements: “The toolkit design is intuitive and easy to navigate”, “the toolkit content is clear”, and “the toolkit is useful for teaching health-care professionals how to communicate with patients”. The final toolkit is freely available online at http://communication.thrombosis.org/.

In conclusion, we have developed a novel communication toolkit to enhance health-care professional and patient understanding of the patient journey along the spectrum of venous thromboembolic disease. We highlight key aspects of communication with the intention of facilitating stronger communication between health-care professionals and patients and improving outcomes of care for patients and their caregivers. We are planning implementation and impact studies.
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[image: ]Figure: Screenshots of the final online toolkit
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