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Abstract
The COVID-19 pandemic has increased the demand for end-of-life services and bereavement support, and in many areas of the
world, in-person palliative care is struggling to meet these needs. Local infection control measures result in limited visitation rights
in hospital and patients are often dying alone. For many years, virtual platforms have been used as a validated alternative to in-
person consults for outpatient and home-based palliative care; however, the feasibility and acceptability of a virtual inpatient
equivalent is less studied. Virtual inpatient palliative care may offer a unique opportunity for patients to have meaningful
interactions with their care team and family while isolated in hospital or in hospice. This narrative review examines strategies
employed during the COVID-19 pandemic to implement virtual palliative care services in the inpatient setting. Five key themes
were identified in the literature between January 2020-March 2021 in the LitCovid NCBI database: 1) overall acceptability of
virtual inpatient palliative care during the pandemic, 2) important logistical considerations when developing a virtual inpatient
palliative care platform, 3) commonly used technologies for delivering virtual services, 4) strategies for harnessing human
resources to meet increased patient volume, and 5) challenges of virtual inpatient palliative care implementation. Upon
review, telepalliative care can meet the increased demand for safe and accessible inpatient palliative care during a pandemic;
however, in some circumstances in-person services should still be considered. The decision for which patients receive what
format of care—in-person or virtual—should be decided on a case-by-case basis.
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Introduction

The COVID-19 pandemic has resulted in an increased demand

for palliative care services, such as goals-of-care discussions,

end-of-life (EoL) services, and psychosocial or other bereave-

ment support. However, traditional in-person palliative care

systems may neither be a safe nor feasible way to accommodate

this surge in patients, due to reduced personal protective equip-

ment (PPE) supply, increased infection risks, and infection

control protocols. Since quality palliative care is a basic right

of every dying patient,1 it is important that healthcare teams

adapt to the pandemic and find ways of providing holistic

palliative care services to patients and families. We are in a

unique position to learn from the strategies employed during

the COVID-19 pandemic and move toward developing better

standards of care. One way to meet this increased demand for

services while mitigating infection risk is through virtual pal-

liative care platforms.

During pandemics, inpatient virtual palliative care becomes

an attractive option, as it can permit family, friends, and other

holistic care team members to safely visit their loved ones who

are otherwise dying alone in hospital, without straining the PPE

supply or increasing community disease spread.2 However,
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while extensive literature exists to validate outpatient and

community-based virtual palliative care,3 fewer studies have

investigated the acceptability of an inpatient equivalent. The

goal of this narrative review is to address this gap in the liter-

ature and examine how virtual inpatient palliative care has been

employed during the COVID-19 pandemic. This review aims

to gather relevant information on this method of care delivery

to help move toward better operational guidance for palliative

care services during pandemics.

Search Strategy and Selection Criteria

In November 2020, a preliminary literature search was con-

ducted on the LitCovid NCBI Database using the following

Boolean phrase:

((palliative) OR (end-of-life) OR (hospice) OR (dying))

AND ((virtual) OR (internet) OR (telemedicine)) AND

(COVID-19) OR (Sars-Cov-2) AND (inpatient)

For the purposes of this review, “inpatient” refers to care

delivered outside of the home or community, such as in the

ICU, in other hospital wards, and in hospice. “Virtual palliative

care” refers to services delivered using video- or audio-capable

technology. Articles that addressed 1) video- or audio-capable

virtual palliative care, 2) in an inpatient setting, and 3) during

the COVID-19 pandemic were included for review. These arti-

cles ranged from case studies to randomized controlled trials

and included patient populations ranging from children to the

elderly. As this is not a systematic review, articles were not

evaluated on their quality of methodology.

A secondary literature search was conducted in March 2021

using the same Boolean phrase to collect new articles published

between November 2020 and March 2021. Thus, all relevant

articles in the LitCovid database from the beginning of the

pandemic up to and including March 2021 were assessed. If,

upon reading an article, other relevant references were identi-

fied, they were manually included for review.

A narrative review is appropriate for this research question,

as virtual inpatient palliative care is an emerging field. The

articles on the subject are heterogenous, and do not lend well

to a systematic review. The goal of this paper is to gather the

current knowledge on the topic in a comprehensive, critical,

and objective manner. Through this review, I aim to identify

existing patterns, trends, and gaps, such as to set a baseline for

more narrow research questions in the future. While narrative

reviews are subject to more bias than systematic alternatives,

the methods are outlined such that other authors can replicate

the search process and yield similar results.

Results

Using the selection criteria above, 47 articles were identified in

the LitCovid database. Of these, only 36 articles were read in

entirety and thematically analyzed. The most relevant and com-

mon themes were included in the discussion of this review.

Eleven articles were excluded from review as they focussed

primarily on outpatient care, or discussed details of hospice

recertification and palliative care workflow that were irrelevant

to the goals of this paper. Analysis of the literature yielded 5

main themes on this topic: 1) overall acceptability of virtual

inpatient palliative care during the pandemic, 2) important

logistical considerations when developing a virtual palliative

care platform, 3) commonly used technologies for delivering

virtual services, 4) strategies for harnessing human resources to

meet the increased patient volume, and 5) challenges of virtual

inpatient palliative care implementation.

Theme 1: Overall Acceptability of Virtual Inpatient
Palliative Care Services During the Pandemic

Strict inpatient visitation restrictions due to COVID-19 have

meant that many people are dying alone in hospital. This has

increased the prevalence of persistent grief disorder4 and other

psychosocial, spiritual, and existential suffering.2,5 Fifteen arti-

cles in the literature search addressed patient, caregiver, and

staff acceptability of virtual inpatient palliative care and its

ability to combat this complex suffering.

In each article, most patients and staff endorse that virtual

inpatient palliative care is an acceptable alternative to in-

person services, with percent acceptability ranging from

70%-100%.3,6-10 This is because virtual inpatient palliative

care has been shown to improve the death and dying experience

for patients and their families during the pandemic by bridging

the isolation gap safely, and increasing one’s sense of empow-

erment and ability to cope with adversity.11 In one satisfaction

survey, 97.1% of palliative care patients and 100% of care-

givers felt comfortable having sensitive conversations over

video,3 and offering virtual connection solutions increased

patients’ access and desirability to go to hospice during the

pandemic.12 As compared to the standard of care, there is also

a good concordance on care goals with the online inpatient

format, even for difficult decisions like discharge planning and

withdrawal of life-sustaining treatment.9 Most patients still did

not endorse, however, that technology could ever substitute a

family member’s true presence at clinical rounds.13

Virtual palliative care also allows for easier access to

patients by staff and family. Staff who would otherwise be

restricted by childcare duties may be able to work from home,

and family members from abroad can be more involved in their

loved ones care than would may have been possible before

COVID-19.9 Virtual palliative care platforms also create space

for virtual support groups for bereaving families.14

Logistically, virtual inpatient palliative care is successful in

limiting COVID-19 exposures and sparing PPE,2,7 which

reduces staff burnout and workplace anxiety.11,14,15 Without

masks obscuring facial expressions, video-capable virtual inpa-

tient palliative care permits meaningful engagement with

patients and families,2,5,7 as well as fosters a sense of anonym-

ity that makes some patients feel more comfortable disclosing

sensitive information.16 Costs associated with transportation,

local orientations, and mask fit testing are also reduced.17

It is important to note that while patients and their loved

ones were generally impressed with the quality of care
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provided on a virtual platform,6,9,12 23% of the staff cohort in

one study reported risks to their mental well-being when facil-

itating inpatient family e-meetings.6 Many workers bore wit-

ness to grief in the patient-family interactions that would

normally be private6 and this repeated exposure to trauma can

be draining.18 Combined with challenges in setting up and

learning to use the equipment, some staff resisted adjusting

to these changes. The success of virtual inpatient palliative care

relies on detailed training and support for staff to ensure it is a

less straining experience.6

In conclusion, virtual inpatient palliative care is an accessi-

ble and acceptable option during pandemics for most patients,

family, and staff. The literature supports that a variety of inpa-

tient palliative care services, including EoL support, goals-of-

care conversations, and other counseling, are feasible in a

virtual format. However, virtual platforms often cannot truly sub-

stitute for the real presence of a family member at the patient’s

bedside and virtual delivery systems may still be challenging for

health care workers to adjust to despite technical assistance.

Theme 2: Important Logistical Considerations When
Developing a Virtual Palliative Care Platform

Eleven articles discussed important logistical considerations of

virtual palliative care platforms. Firstly, inpatient palliative

care platforms should embody as many elements of its in-

person equivalent as possible and thus offer holistic EoL sup-

port. This may include providing psychosocial and spiritual

services, such as guided meditation,19 choir, and yoga, in addi-

tion to the regular physician and family meetings.20 Volunteer

activities like live storytelling, friendship calls, and craft ses-

sions, as well as group bereavement support should be consid-

ered for virtual pediatric hospice care.21 Finally, by taking the

time to value, acknowledge, listen, understand, and elicit the

emotions and feelings of patients and their families (the

VALUE approach), physicians can prevent emotional disorders

like post-traumatic stress disorder in the bereavement period

and encourage more rewarding discussions.9

It is also recommended that clinicians follow uniform fra-

meworks when facilitating e-meetings for quality assurance

purposes.3,7,22 One such example includes the “Video Goodbye

Tool,” which provides example language for arranging the

meeting, preparing the family to see their loved one, supporting

the family in saying goodbye, and closing the visit.22 Other

studies provide tips for essential “webside” manner skills when

conducting serious illness conversations,23 which include:

1. Proper set-up: conduct the meeting in a well-lit private

space, with the head and upper third of the torso visible

on screen, maintaining eye contact, and using a profes-

sional backdrop.

2. Acquainting the participant: at the beginning of the

meeting wave hello and check in on how you can

improve the experience for the participant. Avoid pro-

longed silence.

3. Maintaining conversational rhythm: minimize overtalk-

ing and avoid saying “mhmm”; instead, gently nod.

4. Responding to emotion: convey empathy and inten-

tional listening by placing hand over heart, nodding

gently, and leaning toward the camera.

5. Closing the visit: at the end of the session, summarize

the visit and clarify the patient’s or family’s understand-

ing. Provide them with a final opportunity to voice

questions or thoughts.

Other tips for e-family meetings include identifying a single

point person in the family to schedule meetings with and pro-

vide direct meeting instructions via email.3,7

It is also critical that a palliative care teleconsult program be

culturally appropriate to the population it will serve. The death

and dying experience is heavily entrenched in culture.24 Failing

to address and respect cultural differences in a palliative care

program exacerbates racial and ethnic inequities in healthcare

(HC).25 Thus, it is important to consider involving the broader

community in the development process, such that virtual inpa-

tient palliative care programs are culturally-based and welcom-

ing to everyone.

Similarly, virtual inpatient palliative care programs must

also suit the work culture. Nurses, physicians, volunteers, and

support workers must be given space to contribute their

thoughts on the development of such programs so that they are

accepted by all staff.4

In summary, virtual inpatient palliative care programs can

be most successful if they adopt an organized, holistic care

framework that emphasizes both the VALUE approach and

important aspects of “webside manner.” These programs must

also respect the unique cultures of the patient populations and

work environments that they serve.

Theme 3: Commonly Used Technologies for Delivering
Virtual Platforms

Each article contained information regarding technologies used

to deliver care. Most virtual inpatient palliative care programs

trialled during the COVID-19 pandemic had 3 core

components:13

1. Standard operating procedure for the safe use of digital

software during inpatient palliative care consults and

family visits.

2. Tablet procurement with installation of video telehealth

software.

3. Training for clinical staff and other stakeholders, with

emphasis on how to humanize video care sessions.

Tablets were the most common devices used to deliver

video-capable virtual clinical consultations and family

visits.2,6,7,11,13,26 Patients were either equipped with their own

tablets, or shared tablets were carried between rooms. This

approach was generally well regarded by family and patients,

and in one study 80% of respondents agreed or strongly agreed
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that they were able to comfortably express their thoughts with

the clinical team.7 Families felt that the virtual meetings helped

them to better trust the HC team and understand their loved

one’s goals of care.

Smartphone-enabled telepalliative care models have also

been trialled during the COVID-19 pandemic.9,12 Similar to

tablets, smartphones with video capability permit the visuali-

zation of non-verbal cues, which is important for patient rap-

port.9 In these studies, patients typically used their own

smartphones, which saved time and money in procuring tablets.

While no particularly bad experiences were reported and over-

all family satisfaction was high, 30% of families said that they

would not want to do videoconferencing again on smartphones

as the screens were too small.9 However, in one study that

implemented virtual inpatient palliative care services in a

resource-limited area, over 90% of participants owned a smart-

phone with video capability, whereas only 75% had stable

internet connection and less than 50% had computers.10 Smart-

phone usage is consistent across racial groups, thus it is impor-

tant to consider making telehealth services mobile-friendly.27

While popular commercial solutions like WhatsAppTM,

FaceTimeTM, ZoomTM were used in some studies, these plat-

forms may be incompatible with hospital cybersecurity

domains.6 Dedicated HC platforms are sometimes needed, with

a common example being Attend AnywhereTM. This platform

prevents screen recording by receivers and offers multiple in-

program language translations to aid in difficult conversations

with patients whose first language is not the same as the care

provider.6,11

Another type of virtual service that has been used for inpa-

tient palliative care is virtual reality (VR). Patients at EoL who

are isolated from family can wear VR headsets to experience a

peaceful or familiar environment as they pass, or travel to

“bucket list” destinations before they die.28 With this technol-

ogy, patients can also be filmed and projected in a hologram-

like format for the families grieving at a distance. VR live

streaming (which connects hospital rooms and homes) permits

patients and families to feel like they are in the same room.29

While this technology has great promise in assisting the griev-

ing process, the equipment is expensive and limited by a stable

broad-band internet connection.

Finally, a more unique approach to virtual inpatient pallia-

tive care was demonstrated by the Houston Methodist Hospital,

which adopted a virtual ICU (vICU) for their COVID-positive

patients.15 This system involved built-in video cameras in each

room, so that family visitation, palliative care delivery, and

specialist consultation could be done without the assistance

of bedside nurses. This approach reduced staff burnout, low-

ered ICU mortality rates, spared PPE, and promoted adherence

to best practices as compared to traditional standards of care.15

It is important to recognize that technology is imperfect and

HC teams must have a back-up plan. Clinicians should consider

converting to a telephone visit if there are persistent technical

issues, if patients are too ill to participate, or if patients find

virtual visits too technically challenging.23 Another reason to

move to a phone consult would be if family members find it too

difficult to witness the deterioration of their loved one’s phys-

ical condition over a virtual platform.13

In conclusion, a variety of technologies have been used

during the COVID-19 pandemic to deliver virtual inpatient

palliative care services, including virtual reality, built-in video-

conferencing systems, and tablet- and smartphone-compatible

programs. Each type of technology has its unique benefits and

drawbacks. Regardless of the delivery system used, if any of

these technologies threaten to disrupt a patient encounter due to

connectivity issues, it is important to consider switching to a

telephone consult for the remainder of the visit.

Theme 4: Strategies for Harnessing Human Resources
to Meet Increased Patient Volume

Virtual inpatient palliative care programs during a pandemic

are only feasible if existing human resources can meet the

increased demand for palliative care.30 Eight articles offered

suggestions for how the palliative care teams can accommodate

this increased patient volume. This may require looking for

support from HC professionals in less-affected areas of the

country.17,31 An advantage of virtual palliative care programs

is that HC providers need not be in the same location as the

population they are serving. In one study, a nation-wide social

media outreach program recruited 67 telepalliative care volun-

teers from across the country.17 These volunteers received

expedited credentialing and offered virtual inpatient palliative

care services in 5 hospitals without prior telehealth infrastruc-

ture, and were able to provide quality services to all requiring

patients in their state. Proactively establishing similar networks

and lines of communication between palliative care specialists

could be a highly effective method for mobilizing palliative

care supports in the event of another global or national health

emergency. Challenges with this approach however include

poor continuity of care and requires intense interdepartmental

effort.

It has also been suggested that the scope of specialist pallia-

tive care providers be expanded to include a role for preparing

the HC system and non-palliative care colleagues to handle the

expanded demand for high-quality palliative care during

crises.30,32 This would include offering education and support,

and advocating for palliative care needs to be incorporated into

system-level response plans.26 Similarly, social workers should

move to include an assessment of families’ technological

access, capabilities, and preferences as part of the psychosocial

or home assessment.5

In order for virtual inpatient palliative care services to suc-

ceed, some HC providers must be on the ground facilitating

these sessions. Most often, bedside nurses help patients navi-

gate the tablets, while physicians and other specialists are con-

nected virtually, supporting as many patients as possible while

lowering the spread of COVID-19.19,33

In summary, the COVID-19 pandemic has motivated health

care teams across the world to find new ways of recruiting

personnel to assist in providing quality virtual inpatient pallia-

tive care. Adding digital literacy evaluations into inpatient
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assessments as well as incorporating palliative care into

systems-level pandemic response plans are valuable considera-

tions moving forward to ensure better access to virtual pallia-

tive care when the next global health crisis occurs.

Theme 5: Challenges of Virtual Inpatient Palliative Care
Implementation

Challenges of virtual inpatient palliative care were highlighted

in each article. Many authors commented that the interactions

over videoconference are fundamentally different than in-

person consults. Therapeutic silence can be misinterpreted as

poor connection, loud background noises can interfere with

engagement,19 and the lack of non-verbal cues and physical

touch can decrease patient engagement and satisfaction.7,17 It

is also challenging to provide interdisciplinary care over a

phone or video call, which may mean that patients and their

families must take multiple different calls from their HC

team.34 Poor network transmission and cellphone reception are

also common difficulties.7,9

Additional privacy and security issues exist with virtual

platforms.15 Protecting telehealth data requires transferring

information to a secure hospital-based record system and later

deleting data from the original devices (also known as a “store-

forward-delete system”).34 Furthermore, patients and family

may not feel comfortable participating fully in conversation

if the visit is not in a private setting.35 Working from home

also carries with it potential distractions and risks to

confidentiality.20

Telehealth interventions are expensive and require contin-

ued technical assistance, skills development, and infrastructure

investment, which can be challenging especially in resource-

limited settings10 and interfere with patient care.36 Some staff

may be opposed to implementing virtual inpatient palliative

care, as this requires hours of additional training and adapting

to a new workplace culture.14,15,36 Moreover, billing frame-

works are often not well-aligned with this format of care pro-

vision.5 Furthermore, while specialists can provide consults

from home, the nursing staff generally do not benefit from the

virtual platform and become entirely responsible for a patient’s

bedside care.2 Technology fatigue and telehealth burnout are

also reported problems for both patients and physicians.37

Finally, virtual palliative care platforms carry with them a

dual potential for enhancing access of services to underserved

communities38 as well as widening the digital divide. Since

devices may be less available to racial and ethnic minorities,27

virtual inpatient palliative care can only be equitable if the most

vulnerable clients are supported with education and training,

tablets and other equipment, as well as necessary technical

support.11,36 It is also important to recognize that virtual inpa-

tient palliative care is not an option for some patient popula-

tions. Consults must be done in person for those who are hard

of hearing or have low vision, who are unable to use technol-

ogy, or who require a thorough physical exam.2,8

In conclusion, virtual palliative care is imperfect. Issues

exist with connectivity, continuity of care, security and

privacy, budgeting and billing, digital accessibility, and work-

place dynamics. These barriers must be considered and

addressed when implementing virtual inpatient palliative care.

Alternatives to Virtual Inpatient palliative Care During
the COVID-19 Pandemic

There is concern that telehealth can be extended beyond the

purposes it is best suited, reducing the quality of care where

face-to-face contact is considered optimal and necessary, par-

ticularly for psychosocial and bereavement needs.36 While one

research team suggested in-person visitation rights should

always be honored for family members of palliative care

patients,20 many authors agreed that exceptions to no-visitor

policies are reasonable at the very EoL, to help patients and

their families have closure.4,19 Lack of in-person visiting at the

moment of death can interfere with the farewell process and

complicate grieving.4,8

Some clinicians even endorse that COVID-positive pallia-

tive care patients should be offered visitation rights if appro-

priate PPE is accessible and the case load is manageable.4,8

This is because without regular in-person visiting, the inpatient

nursing team must take on both roles of bedside care as well as

inpatient psychosocial support, which can expedite caregiver

burnout.

Some articles suggested that continuous home care be con-

sidered as an alternative to virtual inpatient palliative care. This

entails providing community health services for patients

requiring symptom management support at EoL, to keep

patients comfortable at home with their families during a

period of crisis.5,39

Study Limitations

This literature review was written from a narrative lens and

thus the selected articles were not evaluated on methodological

quality. Some of the studies included for review were explora-

tory and descriptive in nature and were not representative of all

geographical and practice settings. Further, our search period

only included up to March 2021 and thus does not address any

newer advancements in virtual inpatient palliative care beyond

this time. While a narrative review is subject to more bias, I

attempted to mitigate this as much as possible by including my

methodological process for article selection and employing

strict inclusion criteria.

Conclusion

This paper discussed 5 central themes pertaining to the imple-

mentation of virtual inpatient palliative care during the

COVID-19 pandemic that were identified upon review of

the literature. Overall, telepalliative care does appear to have

the capacity to meet the increased demand for safe and acces-

sible inpatient palliative care during a pandemic. While virtual

inpatient palliative care is not perfect and some challenges

exist, this service allows patients to have meaningful
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interactions with their extended care team and family while

isolated in hospital or in hospice, and feel more supported as

they approach EoL. Patients are generally satisfied with virtual

visits and value the HC team’s efforts, regardless of which

devices are used.

We must not forget, however that palliative care patients are

a complex, heterogenous population with differing needs. A

one-size-fits all model will not suit this line of care, not even

during a pandemic. Thus, redesigning hospice delivery systems

should be done thoughtfully and in consideration of when in-

person versus virtual visits are most appropriate, as well as take

into account a community’s cultural values and socioeconomic

barriers to digital HC. The decision for which patients receive

what format of care should remain an individual choice for both

the patient and the family and staff supporting them.

In conclusion, the COVID-19 pandemic has accelerated the

implementation of video- and audio-capable telehealth infra-

structure across the world; these advances in and widespread

acceptance of virtual communication technologies are definite

silver linings of the current pandemic. Clinicians have had to

rapidly adapt to virtual care provision, and for the most part,

this type of care has worked well for patients. Moving forward,

we should continue building on the positive contributions of

virtual inpatient palliative care to the field of medicine. This

way, we can ensure the continued development of telehealth

technology and work toward evidence-based operational gui-

dance for the delivery of virtual palliative care. By maintaining

and building upon existing telehealth platforms and policies,

we can be in a better position to deploy virtual communication

services in the event of another unexpected health crisis.
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