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Novel applications of telehealth exploded during the
pandemic.1 From virtual acute care visits to virtual triage
and home visits and telehealth via ambulances, synchronous
and asynchronous telehealth etched a permanent place in
the emergency care specialty.2 In this edition of the Journal
of Emergency Nursing (JEN), Liberman et al3 explore a prag-
matic telehealth program developed to take the heavy,
bedside end-of-life discussion away from the front-line staff
and offload it to a trained group of nurses via telehealth. A
logic model describing the use of Remote Goals of Care Pro-
gram (GOC) was developed and implemented.

The emergency department can be loud and crowded
and lack the quiet privacy needed to have end-of-life discus-
sions with patients and families. During the COVID-19
pandemic, when visitation policies were restricted, many
end-of-life discussions took place via remote platforms.4 Pa-
tients were often scared, alone, and dying of COVID-19
without their closest loved ones to hold their hands at the
bedside. Many hospitals had transitioned to a virtual plat-
form to deliver bad news and work through these decisions;
however, the authors’ GOC program3 used a bidirectional
platform. This was unique in that both the patient and
the bedside clinician were remote. Telehealth programs in
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the emergency department such as remote stroke care and
tele-psychiatry are examples of established one-directional
programs—the patient is in person in the bricks-and-
mortar emergency department, but the provider is remote.
These programs spared the provider the exposure risks
from being physically present during the visit during the
pandemic. The programs that were bidirectional—both
the patient/family and the provider were remote—included
acute unscheduled visits and platforms that connected fam-
ilies to remote providers.

Pairing both the need for virtual conversations and job
continuity for nurses sidelined during the pandemic, this
Remote GOC Program3 offered a sustainable solution to
a major gap in care. The program developed a system by
which the bedside team could alert the remote palliative
care providers to engage the family in end-of-life decisions.4

These included DNR/DNI,MOLST, health care proxy dis-
cussions, and disposition. The Remote GOC Program3 was
created as a joint endeavor between the division of geriatrics
and palliative medicine and emergency medicine. “In
decanting the responsibility of goals of care discussions
from the emergency department to a calmer, remote
setting,” the authors seized a unique moment in time, a
time where the most precious conversations regarding
end-of-life care could were transitioned to a group of nurses
working remotely. While this was a nurse-driven initiative,
it spanned disciplines including social work and the division
of palliative care and emergency medicine, fueling the suc-
cess of this program.

The advantages of such a program include offloading
the clinical team from having difficult, often prolonged
discussions at the bedside. The nurses conducting the inter-
views were not on site, allowing protection from COVID-
19 exposure and conservation of precious personal
protective equipment (PPE).5 The pandemic created
extraordinary emotional and physical stress on bedside
care teams. Health care workers struggled to communicate
with the patients in full PPE, screaming above the whirl
of the PAPR hood and N95 masks. Face shields prevented
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not only droplets from spreading but words from traveling,
and conversations were strained at best.6 Caregivers of pa-
tients who were not capable of making end-of-life decisions
for themselves attempted to connect to next of kin via iPad.
The telehealth platform for end-of-life care was born. Con-
siderations on supporting the entire health care workforce
included providing work during quarantine, providing
offsite work to those health care workers at higher risk of
contracting severe COVID-19, and providing a channel
to support both the emotional needs of the emergency
health care workers at the bedside and the need to work
for those sidelined; this program was ideal.

The authors created a logic model for Remote GOC
Program,3 for other institutions to replicate their implemen-
tation. The inputs included the key partnership between
emergency medicine and palliative care, nurses who were
not onsite, the technology to perform the telehealth visits.
Outputs include number of referrals into the program,
GOC discussions with families, and any changes in code sta-
tus. Evidence of the anticipated impact of this program after
the pandemic will be continued offloading of the cognitive
burden of the bedside clinician and providing meaningful
work for nurses sidelined from clinical practice.

The pitfalls of this type of program are typical of many
telehealth programs, with a few unique challenges. Families
may not have access to the technology needed to conduct
the telehealth interview. This lack of access is more prevalent
in lower socioeconomic and rural areas.7 These types of tech-
nology barriers may be more profound during a very intense
end-of-life discussion compared with a virtual visit for an un-
complicated self-limitedmedical condition. Glitches inWi-Fi
or software may be extremely intrusive in these sensitive mo-
ments. There may also be conflicting advice given to the pa-
tient’s family by a telehealth nurse who is not the patient’s
primary in-person bedside nurse. Would the weight given
to the information provided to make such difficult decisions
be watered down by the nurse being remote? There is some-
thing profound about the bedside clinician giving advice
regarding advanced directives with the patient in front of
them. Would a virtual approach convey the same meaning?

Health care providers, including nurses, are often side-
lined from clinical care secondary to injury, illness, expo-
sure, or, recently, COVID-19 quarantine.8 This unique
GOC program3 paired the nurses who were not able to
work clinically to participate in a valuable program. The
use of nursing in telehealth has expanded rapidly over the
past 5 years. A gap still exists around telenursing and disaster
care. This application of telehealth as an avenue for emer-
gency nurses to use their specialized skillsets begins to fill
this gap. The telehealth platform for nursing seemed coun-
terintuitive at first, with the goals of bedside nursing to be
8 JOURNAL OF EMERGENCY NURSING
truly a hands on specialty. There was a delayed launch of
the specific telehealth nursing applications.8 The potential
for delivering nursing care such as patient history, triage,
individualized patient education, postdischarge counseling,
and care coordination is enormous.

Nurse-led telehealth initiatives during the pandemic
provided a platform for virtual care that limited infection
exposures and physical demands and allowed flexibility to
work from home. The pandemic disproportionately affected
working parents, who had to manage their jobs, their own
psychological stressors, and children who were learning at
home during lockdown. The use of telehealth to mitigate
the occupational psycho-social stressors during the
pandemic can be stretched to postpandemic times.9 Health
care is not only complicated, it has now become draining,
leading to high rates of burnout and dissatisfaction. Allow-
ing nurses to intermittently perform their duties from home
is one possible solution, for some nurses, some of the time.10

The Remote GOC Program3 manuscript provides impor-
tant feasibility evidence that remotely working nurses can
engage patients in end-of-life discussions. During staff
shortages, remote nurses can potentially help perform the
admission intake for patients boarding the emergency
department; they may be able to provide more continuous
visual monitoring or patient surveillance care when staffing
levels cannot be maintained. Remote nurses might be
engaged to have more comprehensive discharge planning
meetings with patients and their families. The pandemic
taught us that you can be an emergency nurse but do not
need to be in an emergency department to deliver specialty
care. It is about the skill set and not the location. The paper
by Liberman et al3 illustrates that very nicely. Through their
discussion about end of life, they have breathed new life into
how we care for patients.
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