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Purpose of review

A rapid review was conducted to synthesize evidence of palliative care delivery changes during the
COVID-19 pandemic. Changes were synthesized according to the eight domains of high-quality palliative
care and enduring implications for oncology nurses beyond the pandemic discussed.

Recent findings

The most significant changes occurred in the structure and processes of palliative care (Domain 1), where
increased utilization of telehealth was critical in circumventing barriers imposed by COVID-19 mitigation.
The suboptimal availability of community-based psychosocial supports for patients and caregivers and
inadequate health system-based psychosocial supports for healthcare providers were highlighted (Domains
3--5). The pandemic also ushered in an increased emphasis on the need for advance care planning (ACP),
where integrating its delivery earlier in the outpatient setting and shifting policy to promote subsequent
virtual documentation (Domain 8) were essential to ensure care preferences were clarified and accessible
before health crises occurred.

Summary

Continuing to embrace and sustain systems-level changes with respect to telehealth, psychosocial supports,
and ACP are critical to bridging gaps in palliative care delivery underscored by the pandemic. Oncology
nurses are well positioned to fill these gaps in care beyond the pandemic by providing evidence-based,
palliative care throughout the cancer continuum.
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Rapidly changing public health constraints during
the COVID-19 pandemic imposed significant
demands on palliative care delivery throughout
the cancer continuum [1–3]. Palliative care is an
interdisciplinary, holistic approach to alleviating
serious health-related suffering for patients and
their caregivers (i.e., family members and friends)
in the context of a life-limiting illness [4]. Primary
(generalist) palliative care for patients with cancer is
delivered by oncology teams, including oncology
nurses, to address the physical, psychological, and
spiritual consequences of care [4,5]. Expert interdis-
ciplinary teams deliver specialty palliative care to
handle more complex needs, including refractory
symptom management and goals-of-care clarifica-
tion, and conflict resolution [4,5]. The pandemic
has highlighted the critical need for oncology nurses
to fully assume their responsibilities to deliver pri-
mary palliative care for all patients with cancer,
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palliative care input [6].
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KEY POINTS

� Telehealth utilization is rapidly expanding across
healthcare systems, and oncology nurses are well
positioned to more comprehensively address the needs
of patients with cancer and their caregivers through
routine access to telehealth-facilitated palliative care
across the cancer continuum.

� Oncology nurse-led interventions are needed to bridge
care gaps, facilitate safe care transitions, and connect
patients/caregivers to community-based psychosocial
support services as cancer treatment increasingly
transitions outpatient.

� Psychosocial supports for healthcare providers must be
strengthened and integrated throughout healthcare
systems to sustain the workforce, mitigate the
psychological sequelae of clinical distress, invest in staff
resilience, and bolster retention.

� Oncology nurses must reclaim and leverage their role
in ACP to proactively clarify goals-of-care and end-of-
life preferences across the cancer continuum, which
must be supported by flexible implementation and user-
friendly documentation policies.

Palliative care delivery changes during COVID-19 Levoy et al.
Through a rapid literature review, we aimed to
synthesize evidence of palliative care delivery
changes brought on by COVID-19, which have
enduring significance for oncology nursing beyond
the pandemic. The search strategy utilized termi-
nology consistent with three concepts – cancer,
palliative care, COVID-19 – and was limited to
peer-reviewed articles published within the last
18 months. We synthesized palliative care delivery
changes according to the eight domains of high-
quality palliative care (Fig. 1) and discussed impli-
cations for the future of palliative care supported by
oncology nurses.
FINDINGS

Domain 1: structure and processes of care

Articles frequently described systems-level transfor-
mations in the structures and processes of primary
[7

&

] and specialty [8
&

,9
&

,10
&&

,11
&&

] palliative care dur-
ing the pandemic. Oncology teams pivoted to con-
duct early primary palliative care-facilitated goals-
of-care conversations to reduce downstream clinical
burdens on specialty palliative care [7

&

,12]. Specialty
palliative teams adapted services by being integrated
at the point of care (e.g., emergency department,
outpatient oncology clinic) [9

&

,10
&&

], expanding tel-
econsultation services to 24/7 smartphone delivery
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[8
&

], and providing a ‘mobile palliative care team’ to
address psychological and spiritual needs [11

&&

].
Specialty palliative care teams also conducted train-
ing for generalist providers to enhance primary
palliative care capabilities [10

&&

,13
&&

].
Perhaps the most significant change in this

domain was the new – or enhanced – utilization
of telehealth-supported clinical encounters
(phone- or video-based) and electronic patient por-
tals [8

&

,9
&

,11
&&

,14,15,16
&

–19
&

]. These interventions
were critical in bridging care delivery gaps imposed
by COVID-19 mitigation (e.g., social distancing,
visitor restrictions). Although patients and their
caregivers demonstrated comfort [16

&

] and satisfac-
tion [8

&

,11
&&

,18
&

] with telehealth, these approaches
were not considered interchangeable with in-per-
son care by patients, caregivers, and healthcare
providers alike [16

&

–19
&

]. For example, outpatient
telehealth visits were not well received by patients
with cancer newly referred to home-based palliative
care, owing to the lack of an initial in-person home-
based assessment [19

&

]. Patients also reported that
electronic patient portals were only helpful to the
extent that providers responded promptly [18

&

].
Healthcare providers lacked formal training in tele-
health delivery [15], which led to challenges in
navigating communication barriers [17

&

], establish-
ing therapeutic relationships, and developing
the plan of care [9

&

,18
&

,19
&

]. The lack of in-person
assessments required extra time and expert com-
munication skills to navigate patient/caregiver
concerns adequately [18

&

].
Domain 2: physical aspects of care

The pandemic presented new challenges in main-
taining high-quality physical symptom manage-
ment. Breathlessness and agitation/delirium were
seen with increased frequency among inpatients
[17

&

,20
&&

], yet were difficult to manage given the
novelty of the virus and the often-added complica-
tion of the immunocompromised states of patients
with cancer. Symptom management tools were
developed to navigate complex COVID-related
symptoms [21]. In outpatient settings, changing
patterns of care led to variable access to symptom
information [16

&

,22,23], making it difficult for
patients to disentangle COVID-related versus can-
cer-related symptom concerns [16

&

]. The brevity of
telehealth visits with oncology providers sometimes
prevented comprehensive symptom assessments
[18

&

]. Thus, there was broad uptake of phone-facili-
tated specialty palliative care consultation services
by patients with cancer to address uncontrolled
symptoms (64% of calls) [8

&

].
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I. Structure and Processes of Care
Palliative care structure and delivery may vary based on setting, but can be delivered 
in any healthcare setting. Common components include an interdisciplinary team 
providing comprehensive assessment to develop a palliative care plan whilst 
coordinating care and transitions. Additionally, the interdisciplinary team requires 
cross-discipline education and emotional support to promote resilience and 
sustainability. 

II. Physical Aspects of Care
Palliative care interdisciplinary teams aim to screen, assess, treat, and relieve physical 
symptoms and improve functional status through nonpharmacologic and 
pharmacologic therapies that are in line with the patient’s goals-of-care. 

III. Psychological and Psychiatric Aspects of Care
Palliative care interdisciplinary teams aim to collaborate too screen, assess, and treat 
psychological and psychiatric aspects of care through providing emotional support 
and in consultation with psychological and psychiatric services as appropriate. 

IV. Social Aspects of Care
Palliative care interdisciplinary teams which should include a professional social 
worker, address social aspects of care, that is social determinants of health and 
environmental factors, through screening, assessment, and treatment in partnership 
with patient and families. 

V. Spiritual, Religious, and Existential Aspects of Care
Palliative care interdisciplinary teams screen and assess each patient and family’s 
individual spiritual history and existential needs on an ongoing basis. Spiritual beliefs 
and practices are respected and supported; preferences spiritual care providers are 
consulted as needed.  

VI. Cultural Aspects of Care
Palliative care interdisciplinary teams provide culturally sensitive, unbiased care for 
patients regardless of race, ethnicity, language, gender identity, gender expression, 
sexual orientation, immigration status, social class, religion, physical appearance, and 
abilities. Teams aim to communicate in patient preferred language, screen for cultural 
preferences, and develop culturally sensitive individualized plans. Palliative care 
professionals engage in ongoing reflection to identify biases. 

VII. Care of the Patient Nearing the End-of-Life
Palliative care teams support patients with specialized end of life care to promote 
comfort at the end-of-life through aggressive symptom management. Palliative care 
specialists are charged with educating colleagues on end-of-life care and support 
caregivers throughout the dying process. Additionally, assesses and provides family 
and team bereavement needs. 

VIII. Ethical and Legal Aspects of Care
Palliative care interdisciplinary teams are obligated to be familiar with ethical and 
legal principles in order to honor patient preferences and provide just care. 

FIGURE 1. Domains of high-quality palliative carea. aData from National Consensus Project for Quality Palliative Care.
Clinical Practice Guidelines for Quality Palliative Care, 4th edition. Richmond, VA: National Coalition for Hospice and
Palliative Care; 2018. https://www.nationalcoalitionhpc.org/ncp.
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Palliative care delivery changes during COVID-19 Levoy et al.
Domains 3 and 5: psychological/psychiatric
and spiritual/religious/existential aspects of
care

We integrated results from these two domains for
parsimony, given the frequently interrelated psycho-
logical and spiritual findings across articles. Patients,
caregivers, and healthcare providers each experi-
enced increasedneeds for psychological and spiritual
supports during the pandemic, yet, reported subop-
timalavailabilityof theseservices,particularly inend-
of-life circumstances [20

&&

]. Caregivers specifically
desired more proactive mental health supports
[24

&

]. To address deficiencies, one specialty palliative
care team leveraged the expertise of their chaplain
and psychologist to offer telehealth to hospitalized
patients and their caregivers with psychological and
spiritual needs [11

&&

]. Caregivers heavily utilized psy-
chological supports, where most sessions (60%)
addressed withdrawing/withholding life-sustaining
treatments [11

&&

]. Conversely, patients more fre-
quently used spiritual supports, where most sessions
(74%) addressed spiritual suffering [11

&&

].
The mental health crisis stemming from provid-

ing care during COVID-19 has been dubbed a ‘sec-
ond pandemic’ [25], where an estimated 31–53% of
healthcare providers have reported distress, anxiety,
or depression in varying degrees [24

&

,26], with
nurses experiencing greater risk for these outcomes
[27,28]. These estimates constitute a significant
increase in psychological morbidity among health-
care providers from prior to the pandemic [28,29],
and may stem from the demands of providing fre-
quent end-of-life care [15,30], aswell asmoral distress
over the inability to provide optimal care amid
COVID-19 mitigation [31

&

,32
&

]. Although many
efforts were made to address healthcare providers’
mental health during the pandemic, more compre-
hensive approaches are needed to adequately address
the problem [29,33]. This includes not only expand-
ing access tomental health resources and services but
also providing tools to help healthcare providers
recognize symptoms and encourage their engage-
ment [33]. Further, these efforts were not typically
developed with sustainability beyond the pandemic
inmind, leavingadditionalgaps inaddressingmental
health problems among healthcare providers long-
term, regardless of the cause [33].
Domain 4: social aspects of care

Earlier discharges became more frequent during
the pandemic to address hospital capacity issues.
These discharges contributed to higher outpatient
demands [19

&

], impacting the social needs of
patients and their caregivers [24

&

]. Patients reported
the unavailability of community-based resources,
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such as peer cancer support programs [18
&

]. Although
some programs were offered virtually [18

&

,34],
patients felt these interactionswerenotasmeaningful
as in-person [18

&

]. However, the pandemic-imposed
social isolation made virtual support programs desir-
able over none, particularly among adolescent
and young adult patients with cancer [34]. Social
isolation compounded the psychological morbidity
of patients/caregivers [24

&

], most significantly for
bereaved caregivers [35]. Caregivers also felt excluded
frompatients’ healthcare providers owing toCOVID-
19 mitigation. They lamented the challenges of
receiving second-hand information and the inability
to advocate in person for their loved ones [24

&

].
Domain 7: care of the patient nearing the
end-of-life

Limitations during the pandemic negatively
impacted end-of-life care experiences for patients/
caregivers [20

&&

,36]. Telehealth-supported inpatient
care toward the end-of-life (e.g., WhatsApp-facili-
tated clinical rounds, Skype/Zoom video calls), while
valued, failed to replace caregivers’ physical presence
[37], and these technology-supported interventions
were inconsistently available [36]. Healthcare pro-
viders reported that visitor restrictions hampered
end-of-life conversations [30], and caregivers conse-
quently expressed the need for more empathetic,
proactive communication from healthcare providers
regarding end-of-life decision-making [36]. Bereaved
caregivers recounted the emotional toll of not being
physically present to say goodbye. Even when excep-
tions were made [38], the patient’s condition had
often deteriorated beyond the point of meaningful
interaction [36,37]. Further, up to 51% of palliative
care programs lack formalized bereavement support
for caregivers in adult settings [39] and 37% in pedia-
tric settings [31

&

]. Even some hospice programs were
forced to cancel bereavement services [40

&&

].
Domain 8: ethical and legal aspects of care

Findings in thisdomaincompriseda renewedempha-
sis on advance care planning (ACP) and targeted
communication about goals-of-care to facilitate
healthcare decision-making. Proactive ACP conver-
sations became a clinical imperative in providing
surrogate decision-makers and the healthcare team
theanticipatory guidanceneeded to informdecision-
making intheeventofpatient incapacity[9

&

,41
&

],and
nurses were central in helping patients articulate
values/preferences in advance [12,42]. However,
these conversations were met with new challenges
during thepandemic – ethical concerns surfacedover
the shortened timeframe to conduct ACP, the lack of
rved. www.supportiveandpalliativecare.com 97
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continuity of inpatient healthcare providers to facil-
itate ACP, and the inability to perform conversations
in person [42]. Further, COVID-19 mitigation chal-
lenged the traditional physical requirements for ACP
documentation (e.g., use of a notary), ultimately
delaying completion [12]. Thus, telehealth-facili-
tatedACP solutions served as a significant policy shift
and essential care delivery change in upstreaming
ACP before health crises occurred, and electronic
systemswere leveraged toensure thedocumentswere
available [12]. As patients’ prognoses worsened, the
majority (60%) of specialty palliative care consulta-
tions during the pandemic were used to address tar-
getedgoals-of-careconversationswithsurrogates that
accounted for individualized risk–benefit assess-
ments to inform decision-making [43], mainly when
patient/caregiver goals appeared misaligned with
prognosis [10

&&

].
DISCUSSION

COVID-19 compelled healthcare systems to rapidly
modify palliative care delivery tomeet the emerging
needs of patients with cancer and their caregivers.
Although most of the domains of high-quality
palliative care delivery were impacted, Domain 6
(cultural aspects of care) was not discretely
addressed. Half (n¼19, 51%) of the studies inform-
ing this rapid review were conducted globally and
the remaining in the United States and Canada.
Despite these diverse locales, the palliative care
delivery changes did not greatly differ based on
study location – suggesting the changes addressed
a unifying set of prioritized palliative care needs that
cut across cultures. Implications for the future of
palliative care delivery supported by oncology
nurses emerged in three areas: first, telehealth; sec-
ond, psychosocial supports; and third, ACP.
Telehealth

The first implication – which primarily concerns
Domain 1 (structure and processes of care) – cham-
pions the routine use of telehealth in supporting
palliative care delivery across the cancer continuum.
Telehealth serves asa critical tool for scalingpalliative
care delivery and access – linking patients/caregivers
to palliative care services directly from home while
continuing disease-directed therapies – which also
has the potential to address cancer care disparities
[10

&&

,44,45]. The review also highlighted telehealth’s
specific role in facilitating primary palliative care
through symptom management, supportive oncol-
ogy service delivery, and proactive ACP.

To embed telehealth approaches in clinical care
long-term, continued systems-level support is
98 www.supportiveandpalliativecare.com
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imperative. Institutional commitment to the
required staffing, clinical space, clinical workflow,
and patient/caregiver access are needed [12].
Oncology nurses are well suited to fill staffing needs
for providing telehealth-facilitated primary pallia-
tive care. Evidence indicates that oncology nurses
have previously guided patients with advanced
cancer in symptom management [46] and cancer
survivors in functional performance improvements
using telehealth [47]. Digital equity must also be
considered with respect to patient/caregiver access.
For instance, patients living in rural areas or who
lack the socioeconomic means to afford the neces-
sary technologies must be assured pathways to
expert care. Telehealth best practices include ensur-
ing a user-centered design, establishing rapport,
setting the agenda, responding empathically to
emotions, delivering information, and effectively
ending the visit [48]. However, more rigorous test-
ing is needed. Meaningful lines of inquiry moving
forward include evaluating algorithms to identify
which patients would benefit from telehealth,
examining technological literacy, assessing the
quality of communication in telehealth encoun-
ters, testing telehealth encounter efficacy in varied
contexts (e.g., cultural or clinical), and investigat-
ing patient/caregiver perceived quality of care expe-
rience [9

&

,10
&&

,11
&&

,14,48–50].
Psychosocial supports

Continuity of care emerged as a challenge during the
pandemic, where palliative and oncology teams had
theopportunity to fully appreciate the role thatwrap-
around social, psychological, and spiritual support
services (Domains 3–5) played in the quality of
patient and caregiver experiences when they were
no longer easy to access or available. Other evidence
also indicates that patients with cancer and their
caregivers often cannot access supportive services
physically housed within cancer centers, owing to
transportation or scheduling conflicts, thus, prefer-
ring community-based supports closer to home
[51,52]. As cancer care is increasingly moving out-
patient, stronger practice-community partnerships
are needed, including streamlined processes to con-
nect patients/caregivers to community partners
between clinic visits. This review underscored the
value of electronic patient portals in facilitating such
efforts, where ‘support bundles’ with information
about available supports were identified as a simple
low-touch solution in connectingpatients/caregivers
to these services [18

&

]. Priorevidencesupports the role
ofnurse-ledtransitionalcaremodels in improvingthe
continuity of care across healthcare settings among
older adults with chronic conditions [53]. By
Volume 16 � Number 3 � September 2022
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Palliative care delivery changes during COVID-19 Levoy et al.
extension, oncology nurses may also find adapted
transitional care models useful in providing higher-
touch continuity solutions for community-based
supportive services across the cancer continuum.
These proactive approaches to address supportive
oncology needs through primary palliative care
may also help reduce demands on already overbur-
dened specialty palliative care programs.

The dearth of psychological support services
available for caregivers, especially during bereave-
ment (Domain 7), as well as for healthcare providers,
came to the fore during the pandemic (Domain 1).
Palliative care programs need to develop more for-
malized bereavement programs, which may take
creative solutions, such as telehealth, to adequately
extend bereavement programs [31

&

,54]. Although
not a new phenomenon to providers, the pandemic
has made healthcare systems and the public acutely
aware of the moral and psychological distress
healthcare providers experience and the ultimate
impact on their mental health. Many clinicians
experienced mental health impacts to such an
extent that they contemplated leaving the health-
care profession altogether [28,55], a phenomenon
disproportionately impacting nurses [28]. And yet,
comprehensive mental health supports for health-
care providers are nascent. This pervasive gap war-
rants healthcare systems to solidify and augment
the mental health supportive services made avail-
able during the pandemic, including monitoring of
psychological morbidity, in-person and/or virtual
psychotherapy, resilience and mindfulness psycho-
education, and debriefing and stress management
tools [27,29,32

&

,39,56]. These interventions should
be coupled with system-wide investments and pol-
icies to protect the nursing workforce and prioritize
their sustainment long after the consequences of the
pandemic [57].
Advance care planning

Early facilitation of ACP conversations (Domain 8)
was critical to ensuring patient-centered care in the
event of a crisis throughout the pandemic. In hos-
pital settings, nurses are well poised to identify ‘red
flag’ interactions during routine care (e.g., patient/
caregiver misunderstanding of the treatment
intent), which provide opportune moments to con-
duct further targeted goals-of-care conversations
with the primary palliative care team (plus or minus
palliative care specialists) [58]. However, inpatient
clinical workflow does not always allow nurses to
implement these conversations in a high-quality
way, suggesting the need for new nurse-led models
of ACP delivery in the inpatient setting [59]. In
the outpatient setting, nurse-led telehealth
1751-4258 Copyright © 2022 Wolters Kluwer Health, Inc. All rights rese
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interventions to address symptom concerns among
patients with cancer have been effective [46], sug-
gesting the potential benefit of similar oncology
nurse-led telehealth-facilitated ACP conversations
to address values/preferences for care proactively.
Oncology nurses must reclaim and leverage their
role in ACP facilitation across the cancer contin-
uum. Patients and caregivers may, now more
than ever, be receptive to these conversations
due to increased social consciousness around the
importance of these conversations ushered in by the
pandemic.
LIMITATIONS

Studies in this review were conducted in rapid
response to the pandemic to address public health
emergency needs and thus, included untested inter-
ventions and unvalidated survey measures, leaving
concerns over the quality of the evidence. However,
these approaches reflect similar methods employed
in pragmatic trials, where interventions are devel-
oped and conducted under ‘real-life’ conditions. In
this way, these synthesized findings may be more
translatable and sustainable in practice over time.
CONCLUSION

The current rapid review highlighted critical
changes in the current design of palliative care for
patients with cancer and their caregivers during the
COVID-19 pandemic, which hold significance for
assuring high-quality primary palliative care as the
pandemic evolves to endemic status. Healthcare
systems must continue to invest in their capacity
to provide primary palliative care to patients with
cancer and their caregivers through leveraging the
oncology nursing workforce and telehealth. Our
findings reaffirm the need for enhanced clinical
workflows that proactively connect patients/care-
givers to holistic psychosocial community-based
supports. Healthcare providers, in turn, require
more formalized psychosocial supports within
healthcare systems to address their psychological
burdens of providing care. Finally, primary pallia-
tive care approaches used to proactively address ACP
early in the cancer continuum during the pandemic
need to be codified in clinical practice. Oncology
nurses are well positioned to continue to support
primary palliative care for patients with cancer and
their caregivers beyond the pandemic through evi-
dence-based, palliative care practice enhancements
across the cancer continuum.
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