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Abstract
Context. The coronavirus pandemic (COVID-19) has profoundly impacted the provision of pediatric palliative care (PPC)

interventions including goals of care discussions, symptom management, and end-of-life care.
Objective. Gaining understanding of the professional and personal experiences of PPC providers on a global scale during

COVID-19 is essential to improve clinical practices in an ongoing pandemic.
Methods. The Palliative Assessment of Needed DEvelopments & Modifications In the Era of Coronavirus Survey-Global sur-

vey was designed and distributed to assess changes in PPC practices resulting from COVID-19. Quantitative and qualitative data
were captured through the survey.

Results. One hundred and fifty-six providers were included in the final analysis with 59 countries and six continents
represented (31% from lower- or lower middle-income countries). Nearly half of PPC providers (40%) reported pro-
grammatic economic insecurity or employment loss. Use of technology influenced communication processes for nearly
all participants (91%), yet most PPC providers (72%) reported receiving no formal training in use of technological inter-
faces. Respondents described distress around challenges in provision of comfort at the end of life and witnessing
patients’ pain, fear, and isolation.

Conclusions. PPC clinicians from around the world experienced challenges related to COVID-19. Technology was perceived
as both helpful and a hinderance to high quality communication. The pandemic’s financial impact translated into concerns
about programmatic sustainability and job insecurity. Opportunities exist to apply these important experiential lessons learned
to improve and sustain care for future patients, families, and interdisciplinary teams.

Article Summary. This original article describes the impact of the COVID-19 pandemic on pediatric palliative care clinicians
from 59 countries including financial losses, use of virtual communication modalities, and the respondents’ distress in provision
of comfort at the end of life. J Pain Symptom Manage 2021;62:e91−e99. © 2021 American Academy of Hospice and Palliative Medi-
cine. Published by Elsevier Inc. All rights reserved.
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Introduction
The current coronavirus pandemic (COVID-19)

caused by the severe acute respiratory syndrome coro-
navirus 2 (SARS-CoV-2) has resulted in an unprece-
dented impact on pediatric patients, families, and
healthcare systems around the world.1-3 As medical
teams continue to learn more about the clinical effects
of SARS-CoV-2 on children, the literature increasingly
suggests that children are not immune to SARS-CoV-2,4

can transmit the disease to others,5 and may become
severely ill and even die.6-8 The disruption in health-
care system delivery is likely to have a profound impact
on child health, with an additional 1.2 million children
around the world predicted to die due to decreased
access to medical care.9

Pediatric Palliative Care (PPC) clinicians have mobi-
lized expeditiously in response to the pandemic in an
effort to find creative solutions to continue providing
high-quality care for children and their families.10-12 In
the setting of a pandemic, interventions such as conver-
sations about goals of care and advance care plan-
ning,13 symptom management, and end-of-life care
become more challenging.14 PPC teams must find
innovative tools, technologies, and communication
modalities to support optimal care provision while
ensuring appropriate physical distancing.15,16

Recent efforts by our team have assessed the impact
of the COVID-19 pandemic on palliative care clinicians
within the United States.17,18 however, the experiences
and resources of PPC clinicians outside of the Unites
States are unique and poorly understood in the context
of the pandemic. A 2011 systematic review showed that
65.6% (n = 126) of countries had no PPC services avail-
able, 18.8% (n = 36) had capacity building activities,
and only 5.7% had activities that reached mainstream
providers (n = 11).19 However, efforts over the last
decade have been made to improve PPC globally
through increased access to essential medicines, policy
measures, and educational initiatives.20-24 As COVID-19
continues to spread globally, better understanding of
the professional and personal experiences of PPC
Abbreviations

COVID-19: coronavirus pandemic;
SARS-CoV-2: severe acute respiratory syn-

drome coronavirus 2;
PPC: pediatric palliative care;
PANDEMIC-Global: The Palliative Assessment of

Needed DEvelopments & Modi-
fications In the Era of Coronavi-
rus Survey-Global study;

LLMIC: lower and lower middle-income
countries;

UMIC: upper middle-income countries;
HIC: high income countries
providers around the world is necessary to identify
needs and to inform solidarity in clinical practices.

The Palliative Assessment of Needed DEvelopments
& Modifications In the Era of Coronavirus Survey-
Global (PANDEMIC-Global) study was designed to
assess the perceived changes in PPC team functionality,
care interventions, and daily challenges resulting from
COVID-19. This study aimed to describe the PPC clini-
cian experiences and reflections during the COVID-19
pandemic.
Methods
The Office of Human Subjects Research Protections

and Institutional Review Board at St. Jude Children’s
Research Hospital (Memphis, TN, USA) approved this
study as exempt research in the context of targeted
population and study design.

Survey Development and Measures
Survey questions were designed by a collaborative,

interdisciplinary study team according to the Tailored
Method of Survey Design.25 The initial survey was
designed for distribution to PPC clinicians across the
United States;17,18 and due to unique practice settings
and resources the survey subsequently underwent sig-
nificant reworking by an interdisciplinary team of PPC
and global clinicians and researchers, with the goal of
targeting international PPC participants. Specifically,
the survey was independently reviewed for content
validity, piloted, revised, and re-piloted by a six-mem-
ber interdisciplinary team representing four conti-
nents. The final survey instrument [Appendix I]
consisted of 41 multiple choice and free-text questions
implemented in Qualtrics�. Other elements included
in the survey including evaluation of changes in end-of-
life practices were not included in this manuscript.

Study Population, Recruitment, and Survey Distribution
Palliative care interdisciplinary team members were

invited to participate in this anonymous survey. The
study team utilized a convenience sampling approach
to recruit global PPC providers by sharing the survey
link across several global listservs of pediatric palliative
care providers including: 1) St. Jude Global Pediatric
Palliative Care/Quality of Life Transversal Working
Group; 2) International Society of Pediatric Oncology-
Pediatric Oncology in Developing Countries Palliative
Care Working Group; 3) International Children’s Palli-
ative Care Network; 4) European Association of Pallia-
tive Care; 5) A Network for Accessible, Sustainable and
Collaborative Research in Pediatric Palliative Care; 6)
Fondazione Maruzza; and 7) International Association
of Hospice and Palliative Care. Each listserv posted one
announcement with one follow-up reminder spaced
between 7 to 14 days after initial announcement during
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the dates of June 22 through August 21, 2020. The
secure survey link remained open for 9 weeks to maxi-
mize data collection.
Table 1
Survey Participants Demographics

Profession n (%)

Physician 92 (58.97)
Nurse Practitioner/Physician Assistant/Advance
Practice Provider

15 (9.62)

Nurse/Nurse case manager 22 (14.1)

Fig. 1. Legend: Presentation of respondent flowchart, includ-
ing participant exclusion, and final number of participants.
Analyses
Quantitative and qualitative data were captured as

part of the survey. Descriptive statistics were used to
summarize quantitative data. Missing data were
excluded when calculating frequencies and percen-
tages. Comparison of percentages between groups
used the Chi-square or Fisher’s Exact test. The data
were also summarized by world region and World
Bank income status. National indicators were
obtained from the World Bank Open Data platform
and used to define country characteristics.26 Due to
the small number of low-income countries as
defined by World Bank Criteria, participants from
low-income countries and lower middle-income
countries were grouped together. The statistical
level of significance was set to 0.05 for all analyses.
R Version 4.0.0 (http://www.r-project.org) was used
for all summaries and analyses.

Descriptive content analyses were conducted on
free-text narrative responses due to the concise nature
of typed responses. Free-text responses were analyzed
according to open-text questions: something you wish
you knew prior to COVID, something you learned dur-
ing COVID, and description of an impactful COVID
experience. Responses were organized according to
the presence of words which were then grouped into
higher-level themes per open-ended question. One
author organized each free-text response into high-
level themes with two additional authors checking for
consistency in grouping. Disagreements were notably
low (<5% responses) with team discussion and consen-
sus for resolution. Themes were tallied to report
counts.
Psychologist 5 (3.21)
Child Life Therapist/Play Specialist 4 (2.56)
Pharmacist 3 (1.92)
Charity/Program Coordinator 3 (1.92)
Social Work/Counselor 6 (3.85)
Other 6 (3.85)
Palliative care model
Full-time practicing pediatric palliative care 91 (58.33)
Part-time practicing pediatric palliative care 65 (41.67)
Income Group
Low income & Lower middle income 48 (30.77)
Upper middle income 39 (25)
High income 69 (44.23)
Region
East Asia & Pacific 20 (12.82)
Europe & Central Asia 44 (28.21)
Latin America & Caribbean 36 (23.08)
Middle East & North Africa 7 (4.49)
North America 14 (8.97)
South Asia 13 (8.33)
Sub-Saharan Africa 22 (14.1)
Total 156 (100)

*Other: Medical Volunteer, Integrative Therapist, General Support, Physio-
therapist, Spiritual Support, General Palliative Care
Results

Demographics
One hundred and fifty-six providers were included

in the final analysis Fig. 1. Participant demographic are
presented in detail in Table 1. The majority of survey
participants were physicians (59%). Other common
disciplines represented included nurses (14%),
advanced practice providers (i.e., nurse practitioners
or physician assistants) (10%), social work/counselors
(4%), and psychologists (3%). Fifty-nine countries and
six continents were represented in the sample with a
mean of three completed surveys per country Fig. 2.
Thirty one percent of participants resided in lower and
lower middle-income countries (LLMIC). More than
half practiced in a full-time PPC setting (58%).
Practice Environment
Seventy-six percent of the respondents reported that

fewer than 20% of their patients were positive for
COVID-19, while 20% stated the prevalence of COVID-
19 was unknown at the time due to lack of testing.
LLMIC were less likely to know positivity rate due to
inability to test (56%) as compared to upper middle-
income countries (UMIC) (6%) and high-income
countries (HIC) (6%) (P-value < 0.001). Forty-nine

http://www.r-project.org


Fig. 2. Legend: Countries represented by participants. Colors denote number of respondents per country. Blue is 1-3 partici-
pants, Red is 5-6 participants, Orange is 7-9 participants, and Green is 10-12 participants.
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percent of respondents stated that the daily census had
decreased since the start of the pandemic, while 16%
felt that the census was unchanged, but the overall
number of patient visits had decreased.

Impact on Palliative Care Team. During the pandemic,
the majority of physicians (61%), advanced practice
providers (61%), and nurses (59%) remained in their
usual work locale Table 2. However, 33% of doctors
Table
Physical Presence of Pediat

Palliative care
Team

Remain in usual
work locale

Working from
home all of the
time

Working f
home som

n (%) n (%) n (%)

Physicians 63 (60.58) 8 (7.69) 26 (25)
Nurse
Practitioners/
Advanced
Practice
Providers

59 (60.82) 5 (5.15) 20 (20.62)

Nurses/Nurse
Case Managers

58 (58.58) 3 (3.03) 22 (22.22)

Social workers 32 (32) 14 (14) 35 (35)
Chaplains 18 (18.56) 7 (7.22) 18 (18.56)
Integrative
therapists

12 (12.77) 4 (4.26) 11 (11.70)

Bereavement
coordinators

18 (19.15) 6 (6.38) 17 (18.09)

Child life
specialists

14 (14.58) 5 (5.21) 9 (9.38)

Psychologists 26 (26.53) 10 (10.20) 29 (29.59)
were working from home part of the time or all the
time compared to 26% of advanced practice providers
and 25% of nurses. Other multidisciplinary members
were either not available at the practice site or working
from home Table 2.

In addition, 37% of the respondents described
changes in the palliative care team due to COVID-19
exposures in a family member or the team member
themselves. Those with COVID-19 infection or
2
ric Palliative Care Team
rom
etimes

Not working Not available for
palliative care at
our site

I don't know Total

n (%) n (%) n (%)

0 (0) 4 (3.85) 3 (2.88) 104
2 (2.06) 8 (8.25) 3 (3.09) 97

1 (1.01) 10 (10.10) 5 (5.05) 99

5 (5) 10 (10) 4 (4) 100
7 (7.22) 31 (31.96) 16 (16.49) 97
8 (8.51) 43 (45.74) 16 (17.02) 94

3 (3.19) 37 (39.36) 13 (13.83) 94

6 (6.25) 44 (45.83) 18 (18.75) 96

1 (1.02) 21 (21.43) 11 (11.22) 98
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exposure contributed to burdens on coworkers result-
ing in less staff available for patient care. One partici-
pant reported, “My team is small and if any member is
in quarantine, we have a big problem.” No statistically
significant differences were observed between country
regions or income levels and changes in PPC teams.

Teams Feeling Closer
Fifteen percent of participants reported that the

team had grown closer during the pandemic. Of those
that reported an increased sense of team cohesion,
29% attributed it to a common mission during the pan-
demic. Another 21% described an increased value of
interdisciplinary roles and 21% discussed the deliber-
ate connection required during the pandemic. Five
respondents described the co-existence of increased
team cohesion and feeling distanced. This phenome-
non was attributed to differences in working remotely
versus in-person. One participant wrote, “Sometimes
we feel a greater distance with some members of the
team because they may have to take care of their health
or their families and they cannot attend to the team's
queries. However, in most cases we feel virtual close-
ness to discuss what happens with patients and see how
we are doing.”

Teams Feeling More Distant
Conversely, 42% percent of participants described

the team as feeling “more distant.” Of those who felt
more distant, 47% attributed a sense of disconnected-
ness to the increased reliance on virtual interfaces.
They emphasized the relational, social, or emotional
gaps that exist in virtual communication. Another 35%
Table
Communi

Changes to communication with patients/families

Communications have become more frank
Communication has become more decisional
Fewer extended relatives are present
No Change
Less in-person interaction
Other*
Total
Different technologies to facilitate communication before COVID-19
Yes
No
Total
Different technologies to facilitate communication during COVID-19
Yes
No
Total
Did your team receive training in the use of the communication technolog
Yes
No
Total

*Other: One respondent stated that there were less palliative care patients in conver
isolated
felt increasingly distanced from their colleagues due to
decreased frequency of team communication.
Financial Impact
Financial losses also impacted clinicians, with 40%

of respondents reporting that either they or their
team members experienced salary cuts, furlough, or
loss of employment. Reported income losses among
palliative care team members ranged from 15% to
100% of their salaries. Two participants described
other losses including spousal unemployment due to
COVID-19, and another reported that colleagues
were no longer working due to challenges in finding
childcare. Two participants reported that they were
working on a volunteer basis without any financial
support. No statistically significant differences in
income cuts or job losses were seen by comparing
country region or income status.

Patient-Provider Interactions. PPC clinicians reported
pandemic-related changes in their communication
approaches and content with patients and families. In
particular, technology influenced communication
changes with 74% of participants stating that they used
some sort of technology prior to COVID-19, compared
to 91% during the pandemic Table 3. Employed tech-
nologies included Facebook messenger, Zoom, Micro-
soft Teams, WebEx, Skype, WhatsApp, and telephone
calls or SMS text messaging. HIC countries were more
likely to use technology with video capabilities (51%)
compared to UMIC (38%) and LLMIC (23%) (P-value
0.008). For those using technologies, 72% reported no
formal training in the use of these interfaces.
3
cation

n (%)

10 (11.11)
24 (26.67)
48 (53.33)
19 (21.11)
7 (7.11)
2 (2.22)
90

69 (74.19)
24 (25.81)
93 (100)

84 (91.30)
8 (8.70)
92 (100)

ies
25 (28.09)
64 (71.91)
89 (100)

sations; Another respondent stated that both personnel and families were more



e96 Vol. 62 No. 3 September 2021McNeil et al.
Communication Enhanced by Technology
Eighty participants (51%) responded to the open-

ended question asking how communication has been
enhanced by technology. Nearly a third (30%)
described how technology facilitated consistent access
and continued contact with patients and families
when they could not be seen regularly in person.
Others (10%) described technology as a mechanism
to make the encounter easier and more efficient for
both clinicians and patients/families. Some PPC
clinicians (19%) described the benefit from reduc-
tion in travel for patients and families, especially
those who live at a distance from the hospital
or clinic. Other respondents (14%) stated that tech-
nological interfaces were better than no communica-
tion at all during the pandemic but remained
inferior to in-person communication.

Communication Diminished by Technology
Seventy-four participants (47%) responded to the

open-ended question asking how communication has
been diminished by technology. More than half (55%)
described the lack of personal interaction, physical
touch, and empathic expressions of support (e.g., a
handshake or a hug for patients and families during
Table
Lessons Learned F

1. What is something you wished you knew/learned prior to the COVID-19
care during the pandemic?

Remote Communication and Mobility Opportunities “

Logistical improvements in infection control, hospital systems, and
integration of PPC

“

Challenges associated with isolation and absence “

2. What is something you have learned since COVID-19 that will impact yo
Use of technology to facilitate communication “

Importance of access to quality PPC “

Value of Communication “

3. Can you tell us about an experience you have had related to COVID-19
Adapting to new/difficult circumstances and gaining new skills “

COVID-19 and its impact on end-of-life care “

Inability to provide comfort to patients and families at the end-of-life “

Fear of the unknown “
this difficult time). Additionally, some (12%) respond-
ents described the inability to assess nonverbal aspects
of communication through technology. Others (8%)
described challenges related to poor audio/visual qual-
ity, poor cell/internet service, as well as the expense.
One provider expressed concern that a constant
demand for virtual communication may increase risk
for burnout. Another provider summarized the overall
feeling that, while helpful, technology remains insuffi-
cient to support certain conversations in palliative care:
“As good as the technology is, nothing can replace the
human aspect of being in a room together and being
able to provide comfort and support with appropriate
and respectful touch.”

Lessons Learned from COVID-19. Findings of the open-
ended questions with regards to learning experiences
from COVID-19 are found in Table 4. We asked clini-
cians what they wish they had known prior to COVID-
19 related to their PPC practice, and the most common
response (35%) centered on proficiency with virtual
communication modalities. In particular, clinicians
self-perceived deficits in their effective use of telehealth
to communicate and address medical and emotional
aspects of PPC. In addition, participants described
4
rom COVID-19
pandemic that might have impacted how you approached palliative

We were caught unprepared. Would have loved to learn more on
virtual support and monitoring”
How to respond to public health emergencies/pandemic and
manage our system in the hospital vis-a-vis the institutional policies.”
I used to touch patient during communication. . .it is sad not to do
now.”

ur palliative practice going forward?
. . .communication is possible through many means (phone,
messaging, etc) Liaisons have become easier for me, maybe because
I am doing it more during the pandemic”
The pandemic such as COVID 19 can change the way how we provide
quality care to our patients. For physicians who are adamant about
palliative care, the COVID highlighted the need to incorporate
palliative care services in the care of patients with life-threatening
diseases including COVID 19.”
The importance of other communication channels and overcoming
the distances that may exist”

that you feel will stay with you, always?
The pandemic has changed my way of thinking and has brought out
my skill as a nurse in not only managing physical issues but my ability
to support and care for our children, their families and our care
team and their families from an emotional point of view - which has
been hugely challenging”
I never will forget the burden for parents knowing that their child is
dying not just because of cancer but because of COVID, being apart
from the family, feeling alone including time to be buried without
anybody present.”
The added layers of complexity and difficulty associated with physical
distancing stipulations and witnessing the further heartache in not
being able to bring loved ones together to mourn the death of a
child.”
Most health personnel were afraid of dealing with something
unknown, and possibly fatal.”
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having a deeper understanding of the challenges inher-
ent to isolation and absence and greater hope that peo-
ple would be supportive, patient, and understanding.

When asked about how their pandemic experience
will impact their clinical practice moving forward, the
most common response (25%) was that PPC clinicians
plan to continue utilizing technology to facilitate vir-
tual meetings and patient care in the post-pandemic
period. Another common response (19%) centered on
lessons learned to improve workplace flow, including
streamlining administrative responsibilities and tasks to
enhance quality and access to PPC for patients.
Respondents (14%) also described the importance of
communication within teams and with patients and
families.

Finally, when asked about an experience related to
COVID-19 that will remain with them always, the most
common response focused on learning to adapt to new
and difficult circumstances (16%). Specifically, clini-
cians described new ways of meeting and teambuilding
as well as new workplace procedures with an increased
emphasis on hygiene and safe practices for patients
and providers. Several respondents (15%) shared dis-
tress about their inability to provide comfort at the end
of life and the pain, fear, and isolation their patients
experienced due to the pandemic. One participant
responded by sharing a personal experience “I will
always remember the experience of not being able to
get close to a bereaved mum and felt like she didn't
receive the service I would have liked to have given in
respect of her daughter and her own grief.” Finally,
some respondents (15%) reported ongoing fear associ-
ated with COVID-19 including anxiety related to the
uncertainty of the pandemic and being essential
healthcare workers who dread contracting the virus or
spreading it to family and community members
Discussion
The COVID-19 pandemic has profoundly impacted

healthcare systems around the world with noted finan-
cial impact on PPC clinicians globally. To limit virus
spread, PPC clinicians have relied on physical distanc-
ing, PPE, and novel communication technologies such
as telehealth.27,28 These clinical practice modifications
have altered the landscape of PPC care provision for
children with life-limiting illness and their families.
The findings from this global survey of PPC clinicians
have provided unique insights into the experiences of
clinicians worldwide during COVID-19.

We report diverse perspectives of PPC providers
from a variety of clinical experiences and backgrounds
in multiple regions around the world in the context of
the pandemic. Despite respondent heterogeneity,
many clinicians experienced similar experiences
related to COVID-19. Region and income status did
not appear to influence the impact of COVID-19 on
clinical practice. Workflow changes have created a feel-
ing of disconnectedness for PPC clinicians, in part due
to perceived inadequacies of virtual communication
and lack of consistent interaction. However, some clini-
cians emphasized an increased feeling of closeness to
their colleagues despite pandemic challenges, in the
context of a shared mission, an increased appreciation
of the value of missing team members, and deliberate
efforts to remain connected during the pandemic.
The data suggest that encouraging shared purpose and
promoting thoughtful approaches for collaboration
and communication despite physical separation may
alleviate some of the emotional strain and feelings of
disconnection caused by COVID-19. These findings
corroborate recent work reported by non-PPC clini-
cians caring for patients during the pandemic.29

Globally, the financial impact of the pandemic on
PPC clinicians with respect to personal income and
employment loss is alarming. Great strides have been
made over the past decade to expand the reach of PPC
services in LLMICs,20,22,30,31 and efforts must be made
to ensure that the PPC workforce withstands the pan-
demic. PPC should be a clear part of the institutional,
national, and international response to the pandemic
with attentiveness toward programmatic coverage mod-
els which foster sustained services. Concerted efforts
to provide access to pain medicine, personal protective
equipment, and financial support should be available
to ensure that PPC clinicians continue to provide
quality care for children and their families at the
end-of-life.32

Technology was perceived as both helpful and a hin-
derance to high quality communication by PPC clini-
cians. Although some clinicians highlighted the
benefits of telehealth with respect to reducing travel
for patients and families, the majority of respondents
described in-person communication as superior to vir-
tual modalities. In particular, PPC clinicians felt that
telehealth limited their ability to assess symptoms, reli-
ably recognize nonverbal cues, and provide an
empathic presence. While telehealth and technological
communication strategies are helpful and likely to play
an important role in the future of medical care, further
investigation is needed to determine the risk-benefit
ratio for utilization of technologies in provision of
patient- and family-centered PPC.33,34

PPC clinicians also describe heightened distress dur-
ing the pandemic, often in the context of being unable
to provide what they feel is optimal care for patients
and families. Recognizing and naming the sources of
moral distress are critical first steps in addressing dis-
tress amongst PPC clinicians worldwide.35 Strategies
exist to promote connection and resilience, which
should serve as guideposts for those practicing global
PPC during the pandemic, including: 1) promoting a
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shared team mission, 2) focusing on those things we
can control, and 3) continuing to build therapeutic alli-
ance with patients and families.18,36 PPC clinicians fur-
ther described personal health concerns and struggles
related to COVID-19, including the impact of infection
on loved ones and colleagues. PPC clinicians must have
access to self-care and resilience-building resources
and services to continue to provide compassionate care
for patients and their families.36,37

Strengths of this study include international and
interdisciplinary collaboration in study design and sur-
vey development and wide distribution to global PPC
clinicians. Several limitations in this study also warrant
consideration. First, we used convenience sampling
which is a limitation, and it was not possible to deter-
mine the total number of people who received the sur-
vey due to overlapping global listserv memberships;
without an accurate denominator, we are unable to
know the extent of participant response. Second, the
survey was distributed in English; although many PPC
clinicians internationally are familiar with English, lan-
guage barriers may have limited participants or intro-
duced selection bias. Third, survey fatigue resulting in
variable denominators per item may have introduced
response bias. Fourth, the survey was distributed rela-
tively early in the pandemic as a single time-point for
data collection, and the cross-sectional study design
cannot capture evolution in response patterns across
time. The survey represents a global snapshot of life
early in the pandemic, recognizing a vision of shared
experience.

In summary, this survey provides insights into the
experiences of PPC clinicians during the COVID-19
pandemic from a wide range of resources, clinical set-
tings, and experience, and how these experiences were
both similar and unique. Identifying ways of maintain-
ing a common mission and purpose, appropriate use
of technological communication strategies, and access
to self-care and resilience building resources are criti-
cal for PPC clinicians to navigate the ongoing pan-
demic. The financial effects of the pandemic on PPC
clinicians are concerning and concerted efforts to ame-
liorate these economic challenges is important going
forward both during the pandemic and even beyond.
As PPC clinicians across the world face shared chal-
lenges, opportunities exist to apply these important
experiences and lessons learned to together improve
care for future patients, families, and PPC teams.
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