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Abstract

The need for palliative care in our health care system has exponentially increased in the past few 

years as a result of the COVID-19 pandemic, the aging population, and the increasing number 

of people living with serious illnesses. While nurses play a critical role in delivering palliative 

care, many lack confidence and knowledge, causing practice gaps in the clinical and psychological 

management of seriously ill patients. The collective burden of the pandemic has demonstrated the 

importance of palliative care education and training, specifically in communication, symptom 

management, and continuing education. All nurses, including nursing students, transitioning 

nurses, and practicing nurses, should be trained to offer generalist (or primary) palliative care, in 

accordance with the American Association of Colleges of Nursing Essentials: Core Competencies 
for Professional Nursing Education. Provision of holistic, relationship-based, and integrated 

palliative care for patients and their families is an ethical obligation for all nurses.
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Lessons from the COVID-19 pandemic can help change nursing care for patients 

living with serious illnesses.

Evidence over the last decade has shown that the early integration of palliative 

care—a person- and family-centered approach that addresses the physical, functional, 

psychological, practical, and spiritual consequences of serious illness1—is essential to 

improved outcomes.2, 3 Therefore, access to universal palliative care is—and will continue 

to be—a crucial component of optimal health care.4, 5

However, the ongoing COVID-19 pandemic—along with the growing numbers of older 

people and of those living with illnesses such as dementia and cancer6—has culminated in 

an unprecedented need for palliative care,2, 7 one that far exceeds the capacity of specialty 

palliative services.8 This has made the provision of generalist (or primary) palliative care

—supportive care delivered by health care professionals not trained as palliative care 

specialists—a clinical imperative.1, 9

Nurses, who make up the largest part of the health care workforce, play a critical role in 

the delivery of primary palliative care. But evidence suggests that they lack confidence in 

their ability to do so.10 This practice gap has only widened during the COVID-19 pandemic, 

when even experienced nurses have been challenged by the complex clinical management 

of a novel virus, and newly transitioned nurses with limited training have experienced the 

added pressures of caring for high-acuity patients.11

This article highlights the need to integrate palliative care into nursing education and 

practice and offers recommendations for an enhanced delivery of primary palliative care.

THE ESCALATING NEED FOR PALLIATIVE CARE

Throughout the pandemic, nurses have overcome tremendous challenges in addressing 

patients’ palliative care needs despite a lack of formal palliative care training. At the 

same time, the pandemic has revealed specific primary palliative care deficiencies among 

practicing nurses, including difficulty addressing the psychological demands of serious 

illness (through effective communication, for example) and its physical manifestations 

(through expert symptom management).

Communication.

The need to align patients’ wishes with their rapidly changing health conditions has brought 

to light the importance of early communication regarding palliative care. But nurses—who 

have been responsible for conducting vital conversations about advance care planning, 

resuscitation status, and transitions of care12—have faced communication challenges caused 

by systemic barriers such as isolation protocols and visiting restrictions,13 as well as by their 

own discomfort discussing palliative care.10 To address this gap, specialty palliative care 

nurses have stepped in to facilitate communication with patients and families on such topics 

as the goals of care, the illness trajectory, hopes and expectations, prognosis, life-sustaining 

treatments, hospice, and end-of-life care.12, 14 This has resulted in the development of 

communication scripts, guides, and virtual training programs for primary palliative care 
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providers across various acute- and community-based health care settings, along with several 

critical tools and resources. (See Table 1.15, 16)

Throughout the pandemic, as in-person visits abruptly transitioned to virtual platforms, 

telehealth played a significant role in facilitating communication. Nurses quickly adapted 

to communicating through audiovisual technologies while maintaining the relational aspects 

of communication. Family meetings conducted through such virtual platforms as Zoom and 

WebEx allowed for the increased involvement of caregivers in shared decision-making. 

Consequently telehealth, which makes health care accessible to patients regardless of 

geography,17 is now becoming increasingly accepted in the delivery of clinical care. 

However, barriers such as lack of internet access and limited clinician training in virtual 

communication18, 19 need to be addressed to optimize telehealth care delivery beyond the 

pandemic.

Expert symptom management.

The pandemic also underscored the profound need for nurses to reduce suffering through 

symptom management.20 As a result, several resources were rapidly created.21 For example, 

the American Association of Colleges of Nursing (AACN) designed the End-of-Life 

Nursing Education Consortium (ELNEC)—a COVID-19 resource center where nurses can 

access tools for the management of COVID-19 symptoms, including dyspnea, pain, cough, 

anxiety, and delirium.20 However, while these resources have been supportive, nurses may 

have difficulty integrating these tools into practice without further guidance or training.

THE IMPORTANCE OF CONTINUING EDUCATION

Since palliative care is not always included in formal nursing education, access to continuing 

education is critical. However, many nurses are deterred from pursuing continuing education 

because of obstacles such as time constraints (caused by scheduling issues and short 

staffing) and limited resources within health care systems (particularly among rural and 

publicly funded hospitals).

Work environments must facilitate access to continuing education by partnering with 

educational resources or forming practice–academic relationships to provide training 

opportunities to practicing nurses.22, 23 These educational offerings must be made flexible, 

allowing nurses to access web-based, on-demand resources such as tele-mentoring, 

videoconferencing, or virtual simulations regardless of their location or work schedule. 

One caveat remains: as some evidence suggests that exclusively online approaches may not 

be optimal in achieving palliative care competencies,24 continued research is necessary to 

determine the impact of virtual learning on patient outcomes.23, 25

Another important factor in palliative care education is its delivery across various health care 

settings. Critical care nurses need tools to enable early integration of palliative care in order 

to facilitate the transition from aggressive care to comfort and allow for a natural death.26 

And as health care systems increasingly shift to outpatient community-based care, practice–

community partnerships should jointly train acute care and outpatient nurses,27, 28 as this 

will increase the provision of early, tailored primary palliative care in community-based 

Parekh de Campos et al. Page 3

Am J Nurs. Author manuscript; available in PMC 2023 January 31.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



settings. To ensure professional growth among practicing nurses, such continuing education 

offerings should be built into promotional incentives.29

FORMAL INTEGRATION OF PALLIATIVE CARE INTO NURSING EDUCATION

Palliative care content is an emerging curricular imperative in nursing education, holding 

significance for bridging the education-to-practice gap among nursing students as well as 

novice nurses transitioning to practice.

Nursing students.

The AACN Essentials: Core Competencies for Professional Nursing Education—a 

document created to provide a framework for improving the quality of nursing education

—outlines the content and competencies nursing students should be familiar with 

upon graduation. The Essentials’ newest recommendations include the development of 

competencies in four spheres of care, with hospice/palliative/supportive care being one of 

those spheres. Thus, nursing programs are being compelled to formalize palliative content in 

their curricula, a practice that has been largely lacking.30

Until now, beyond ad hoc approaches, the most prevalent palliative care training for nursing 

students has been the ELNEC, which provides education and resources on the incorporation 

of palliative care into nursing practice. Nearly 1,000 undergraduate and graduate schools 

of nursing have integrated ELNEC modules into their curricula.31 However, deficiencies 

remain, and many nursing programs lack this training. The adoption of ELNEC as a standard 

for undergraduate and graduate curricula is needed now more than ever to comply with the 

AACN Essentials and to help nurses improve their palliative care skills.

Prior to granting entry into practice, nursing programs may also consider using palliative 

care skills assessments to ensure that students’ proficiency extends beyond textbook 

knowledge to include hands-on performance.32 Assessments may be conducted through such 

measures as the Palliative Care Nursing Self-Competence Scale or the CARES Perceived 

Competence instrument.33, 34 Demonstrating these cognitive, affective, and psychomotor 

skills may enhance nurses’ confidence and competence as they enter into practice.32

It is also important to remember that interdisciplinary collaboration among primary and 

specialist palliative care providers—an essential aspect of palliative care delivery1—often 

occurs over time and attends to patient needs across care settings (see A Palliative Care 
Case Study). To help nursing students to learn with, from, and about their colleagues, 

interprofessional training and simulation should be considered.35

Transitioning nurses.

As nurse residency programs increasingly move toward standardization and 

accreditation,36, 37 the AACN Essentials highlights the need for updating the standards 

of these programs. Novice nurses are routinely placed in residency programs to help 

them transition into the health care system, but opportunities for immersive palliative care 

learning experiences are rare. Still, exemplars for such efforts exist.38 New York City–based 

Calvary Hospital, for instance, has a 12-month specialized palliative and end-of-life care 
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residency program for recent graduates and early to mid-career nurses. Care Dimensions 

in Massachusetts also offers a hospice nurse residency program that includes lectures, 

simulations, field observations, and preceptorship. Some studies have demonstrated that 

palliative-focused, interprofessional, and simulation-based education may be more effective 

in providing interprofessional competencies than palliative-specific knowledge,39 suggesting 

the need for repeated exposure to palliative care scenarios upon entry into practice. Such 

exposure will help address any deficiencies in nurses’ didactic or clinical education. It may 

also help nurses gain the knowledge and skills necessary for providing quality primary 

palliative care, both of which are insufficient among those who have been practicing 

for less than a year.40 To provide these training opportunities, health systems should 

partner with academic institutions, leveraging shared resources and simulated palliative care 

scenarios.41, 42

Finally, it must be noted that throughout the COVID-19 pandemic, transitioning nurses have 

been encountering patient deaths and ethical dilemmas more frequently than they typically 

would. Opportunities to formally debrief in a safe, supportive space about patients’ complex 

palliative care needs with other nursing staff, palliative care experts, or ethics committees 

may not only help with the development of adaptive coping behaviors,43 but may also serve 

as critical teachable moments.44

CONCLUSION

To ensure the dignity and quality of life of people with serious illnesses, palliative care 

should be fully integrated throughout health care,9 especially as the COVID-19 pandemic 

continues. Given the shortage of specialist palliative care providers, proficiency in palliative 

care is an ethical obligation for all nurses. This is an opportune time for nursing programs 

to embed palliative care curricula into baccalaureate, master’s, and doctoral programs, using 

the newest recommendations from the AACN Essentials. Practicing nurses and transitioning 

nurses should also have access to palliative care education and training and recognize the 

need for specialist palliative care consultation when appropriate.45, 46

The collective burden of the pandemic—a time of increased loss and ethical dilemmas—has 

demonstrated the importance of palliative care education and the need to improve nursing 

care for patients with serious illnesses and their families.

REFERENCES

1. National Consensus Project for Quality Palliative Care. Clinical practice guidelines 
for quality palliative care. Richmond, VA: National Coalition for Hospice and 
Palliative Care; 2018. https://www.nationalcoalitionhpc.org/wp-content/uploads/2020/07/NCHPC-
NCPGuidelines_4thED_web_FINAL.pdf.

2. Knaul FM, et al. Alleviating the access abyss in palliative care and pain relief—an imperative 
of universal health coverage: the Lancet Commission report. Lancet 2018;391 (10128):1391–454. 
[PubMed: 29032993] 

3. Mathews J, et al. Models of integration of specialized palliative care with oncology. Curr Treat 
Options Oncol 2021;22(5):44. [PubMed: 33830352] 

4. Paice JA, et al. Palliative nursing: the core of COVID-19 care. J Hosp Palliat Nurs 2021;23(1):6–8. 
[PubMed: 33060377] 

Parekh de Campos et al. Page 5

Am J Nurs. Author manuscript; available in PMC 2023 January 31.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.nationalcoalitionhpc.org/wp-content/uploads/2020/07/NCHPC-NCPGuidelines_4thED_web_FINAL.pdf
https://www.nationalcoalitionhpc.org/wp-content/uploads/2020/07/NCHPC-NCPGuidelines_4thED_web_FINAL.pdf


5. Radbruch L, et al. The key role of palliative care in response to the COVID-19 tsunami of suffering. 
Lancet 2020;395(10235):1467–9. [PubMed: 32333842] 

6. Etkind SN, et al. How many people will need palliative care in 2040? Past trends, future projections 
and implications for services. BMC Med 2017;15(1):102. [PubMed: 28514961] 

7. Sleeman KE, et al. The burden of serious health-related suffering among cancer decedents: global 
projections study to 2060. Palliat Med 2021;35(1):231–5. [PubMed: 32945226] 

8. Dingfield LE, et al. Looking back, and ahead: a call to action for increasing the hospice and 
palliative medicine specialty pipeline. J Palliat Med 2020;23(7):895–9. [PubMed: 32053034] 

9. Rosa WE, et al. Integration of palliative care into all serious illness care as a human right. JAMA 
Health Forum 2021;2(4):e211099. [PubMed: 36218816] 

10. Puente-Fernández D, et al. Nursing professionals’ attitudes, strategies, and care practices towards 
death: a systematic review of qualitative studies. J Nurs Scholarsh 2020;52(3): 301–10. [PubMed: 
32190978] 

11. Naylor H, et al. Novice nurses’ experiences caring for acutely ill patients during a pandemic. Nurs 
Rep 2021;11(2):382–94. [PubMed: 34968215] 

12. Rosa WE, et al. Recommendations to leverage the palliative nursing role during COVID-19 and 
future public health crises. J Hosp Palliat Nurs 2020;22(4):260–9. [PubMed: 32511171] 

13. Parekh de Campos A, Daniels S. Ethical implications of COVID-19: palliative care, public health, 
and long-term care facilities. J Hosp Palliat Nurs 2021;23(2):120–7. [PubMed: 33633091] 

14. Dahlin CM, Wittenberg E. Communication in palliative care: an essential competency for nurses. 
In: Ferrell B, Paice JA, editors. Oxford textbook of palliative nursing. 5th ed. New York, NY: 
Oxford University Press; 2019. p. 55–78.

15. deLima Thomas J, et al. Development of a palliative care toolkit for the COVID-19 pandemic. J 
Pain Symptom Manage 2020;60(2):e22–e25.

16. Lau J, et al. Staying connected in the COVID-19 pandemic: telehealth at the largest safety-net 
system in the United States. Health Aff (Millwood) 2020;39(8):1437–42. [PubMed: 32525705] 

17. Stockdill ML, et al. Telehealth in palliative care: communication strategies from the COVID-19 
pandemic. Clin J Oncol Nurs 2021;25(1):17–22.

18. Lally K, et al. Rapid conversion of a palliative care outpatient clinic to telehealth. JCO Oncol Pract 
2021;17(1):e62–e67. [PubMed: 33306943] 

19. Ritchey KC, et al. Reinventing palliative care delivery in the era of COVID-19: how telemedicine 
can support end of life care. Am J Hosp Palliat Care 2020;37(11):992–7. [PubMed: 32762477] 

20. Paice JA, et al. Palliative care for people with COVID-19–related symptoms. J Hosp Palliat Nurs 
2020;22(6):421–7. [PubMed: 32925492] 

21. Rosa WE, et al. Primary palliative care clinical implications: oncology nursing during the 
COVID-19 pandemic. Clin J Oncol Nurs 2021;25(2):119–25. [PubMed: 33739351] 

22. Fink RM, et al. A palliative care needs assessment of rural hospitals. J Palliat Med 
2013;16(6):638–44. [PubMed: 23607812] 

23. Manson J, et al. Palliative care education in nursing homes: a qualitative evaluation of 
telementoring. BMJ Support Palliat Care 2021 Feb 24. Online ahead of print.

24. Lewis-Pierre L, et al. Comparing educational outcomes of online module-based technology with 
and without simulation on attitudes toward care of the dying in second semester BSN students. J 
Palliat Care 2019;34(4):218–23. [PubMed: 30767633] 

25. Foronda CL, et al. Virtual simulation in nursing education: a systematic review spanning 1996 to 
2018. Simul Healthc 2020;15(1):46–54. [PubMed: 32028447] 

26. Rosa WE, et al. Increasing critical care nurse engagement of palliative care during the COVID-19 
pandemic. Crit Care Nurse 2020;40(6):e28–e36. [PubMed: 32699889] 

27. Killackey T, et al. Palliative care transitions from acute care to community-based care: a qualitative 
systematic review of the experiences and perspectives of health care providers. Palliat Med 
2020;34(10):1316–31. [PubMed: 32772787] 

28. Pereira-Salgado A, et al. Advance care planning simulation-based learning for nurses: mixed 
methods pilot study. Clin Simul Nurs 2019;29:1–8. 10.1016/j.ecns.2018.11.006.

Parekh de Campos et al. Page 6

Am J Nurs. Author manuscript; available in PMC 2023 January 31.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



29. Fukada M Nursing competency: definition, structure and development. Yonago Acta Med 
2018;61(1):1–7. [PubMed: 29599616] 

30. Ferrell B, et al. An innovative end-of-life nursing education consortium curriculum that prepares 
nursing students to provide primary palliative care. Nurse Educ 2018;43(5):242–6. [PubMed: 
29373374] 

31. End-of-Life Nursing Education Consortium (ELNEC). Fact sheet. Duarte, CA, and Washington, 
DC: City of Hope and the American Association of Colleges of Nursing (AACN); 2022 Jul. 
https://www.aacnnursing.org/Portals/42/ELNEC/PDF/ELNEC-Fact-Sheet.pdf.

32. Berman A, et al. Competence gaps among unemployed new nursing graduates entering 
a community-based transition-to-practice program. Nurse Educ 2014;39(2):56–61. [PubMed: 
24535179] 

33. Desbiens J-F, Fillion L Development of the palliative care nursing self-competence scale. J Hosp 
Palliat Nurs 2011;13(4):230–1.

34. Lippe M, et al. Development of a new measure to assess primary palliative care perceived 
competence. Nurse Educ 2020;45(2):106–10. [PubMed: 30994528] 

35. Sanko JS, et al. A comparison of learning outcomes from two poverty simulation experiences. 
Public Health Nurs 2020;38 (3):427–38.

36. Church CD, et al. Accreditation of transition to practice programs: assessing the value and impact. 
J Nurses Prof Dev 2019;35(4):180–4. [PubMed: 31135614] 

37. Warren JI, et al. Advancing new nurse graduate education through implementation of statewide, 
standardized nurse residency programs. J Nurs Regul 2018;8(4):14–21.

38. Mazanec P, et al. Preparing new graduate RNs to provide primary palliative care. J Contin Educ 
Nurs 2020;51(6):280–6. [PubMed: 32463902] 

39. Houle SKD, et al. The design and impact of an interprofessional education event among pharmacy 
and nursing students in palliative care–RnRx. J Hosp Palliat Nurs 2020;22(4):292–7. [PubMed: 
32511170] 

40. Parekh de Campos A Knowledge, attitudes, and self-efficacy changes in advance care planning 
with a high-fidelity simulation: conversations had at trying times (CHATT) [doctoral dissertation]. 
Storrs, CT: University of Connecticut 2020.

41. Liaw SY, et al. Using simulation learning through academic-practice partnership to promote 
transition to clinical practice: a qualitative evaluation. J Adv Nurs 2015;71(5):1044–54. [PubMed: 
25482494] 

42. Smith MB, et al. The use of simulation to teach nursing students and clinicians palliative care 
and end-of-life communication: a systematic review. Am J Hosp Palliat Care 2018;35(8):1140–54. 
[PubMed: 29514480] 

43. Rosa WE, et al. Using the nurse coaching process to support bereaved staff during the COVID-19 
crisis. J Hosp Palliat Nurs 2021;23(5):403–5. [PubMed: 34081631] 

44. Harrington KJ, et al. Improving attitudes and perceptions about end-of-life nursing on a hospital-
based palliative care unit. J Hosp Palliat Nurs 2019;21(4):272–9. [PubMed: 30893285] 

45. American Association of Colleges of Nursing. The essentials: core competencies for 
professional nursing education. Washington, DC; 2021 Apr 6. https://www.aacnnursing.org/
Portals/42/AcademicNursing/pdf/Essentials-2021.pdf.

46. Rosa WE, et al. American Academy of Nursing Expert Panel consensus statement on nursing’s 
roles in ensuring universal palliative care access. Nurs Outlook 2021;69(6):961–8. [PubMed: 
34711419] 

Parekh de Campos et al. Page 7

Am J Nurs. Author manuscript; available in PMC 2023 January 31.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

https://www.aacnnursing.org/Portals/42/ELNEC/PDF/ELNEC-Fact-Sheet.pdf
https://www.aacnnursing.org/Portals/42/AcademicNursing/pdf/Essentials-2021.pdf
https://www.aacnnursing.org/Portals/42/AcademicNursing/pdf/Essentials-2021.pdf


A Palliative Care Case Study

An interdisciplinary team helps ensure a patient’s wishes are met at the end of life.

Jonathan Rodriguez was a 25-year-old man with a history of refractory acute myeloid 

leukemia. He lived with his mother and stepfather—his primary caregivers who are 

Spanish speaking—and his dog. His Christian faith was important to his coping with his 

illness. Mr. Rodriguez received a matched related donor allogeneic transplant, with his 

older brother as the donor.

Shortly into his posttransplant recovery, Mr. Rodriguez developed painful mucositis, 

nausea, anxiety, and insomnia, for which Kathleen Thomson—his primary oncology 

nurse—suggested a palliative care consult. Mr. Rodriguez was started on hydromorphone 

intravenous patient-controlled analgesia, antiemetics, and an anxiolytic to help him sleep. 

Although his pain was better, he became withdrawn, spending more time in bed. Ms. 

Thomson requested that the palliative care social worker meet with him.

The social worker formed a therapeutic relationship with Mr. Rodriguez, who disclosed 

his anger at God, his fear of being a burden to his family, and his worries about how 

the family would manage after his death. The palliative care chaplain also met with 

Mr. Rodriguez, exploring his existential distress and the role of faith in his illness. Mr. 

Rodriguez was eventually discharged on oral hydromorphone and received follow-up 

care from the outpatient palliative care team. However, one year after the transplant, 

the leukemia relapsed. It was determined that Mr. Rodriguez was not a candidate for 

a second bone marrow transplant. He was enrolled in two different clinical trials, both 

failing to control the leukemia.

Mr. Rodriguez was rehospitalized for sepsis, bleeding, and further disease progression 

in the liver and spleen. When Ms. Thomson explored Mr. Rodriguez’s understanding 

of his illness, he responded, “I don’t know what to expect. I just want to get better.” 

She organized a meeting with Mr. Rodriguez, his family, a Spanish interpreter, and the 

interdisciplinary team. The oncology team explained that Mr. Rodriguez was no longer 

a candidate for further cancer-targeted treatments and that his prognosis could be short 

given the sepsis and complications of the disease. After discussion with the team and 

his family, Mr. Rodriguez decided to allow a do-not-resuscitate order. His parents were 

initially upset by this; however, after hearing Ms. Thomson reframe this decision not as 

an indication of “giving up,” but as their son’s desire to avoid additional suffering that 

might not extend the quantity or quality of his life, they began to adopt a different view.

When, after several days, it became clear that Mr. Rodriguez’s condition was not 

improving, he and his parents understood that his illness would not be reversed. He 

expressed to Ms. Thomson his wish to be home with his family and his dog, especially 

for the end of his life. Ms. Thomson shared this with the palliative care team, and they 

met with Mr. Rodriguez and his family to discuss transition options to facilitate care 

at home. Discharge with home palliative care services was organized so Mr. Rodriguez 

could continue transfusions as he spent his remaining time with his loved ones. Two 
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weeks after his discharge, Mr. Rodriguez decided to transition care to hospice and he died 

at home, surrounded by his family.

Parekh de Campos et al. Page 9

Am J Nurs. Author manuscript; available in PMC 2023 January 31.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Parekh de Campos et al. Page 10

Ta
b

le
 1

.

N
ur

si
ng

 R
es

ou
rc

es
 f

or
 C

O
V

ID
-1

9 
an

d 
Pa

lli
at

iv
e 

C
ar

e

R
es

ou
rc

e
D

es
cr

ip
ti

on

A
A

C
N

 E
L

N
E

C
 R

es
ou

rc
e 

C
en

te
r

A
 r

es
ou

rc
e 

ce
nt

er
 c

re
at

ed
 to

 s
up

po
rt

 n
ur

se
s 

du
ri

ng
 C

O
V

ID
-1

9 
co

nt
ai

ni
ng

 in
fo

rm
at

io
n 

on
 c

om
m

un
ic

at
io

n,
 c

ul
tu

re
, f

in
al

 h
ou

rs
, g

er
ia

tr
ic

 a
nd

 lo
ng

-t
er

m
 c

ar
e,

 lo
ss

, g
ri

ef
 

an
d 

be
re

av
em

en
t, 

pe
di

at
ri

c 
ca

re
, p

ri
m

ar
y 

pa
lli

at
iv

e 
ca

re
, s

el
f-

ca
re

, a
nd

 s
ym

pt
om

 m
an

ag
em

en
t. 

w
w

w
.a

ac
nn

ur
si

ng
.o

rg
/E

L
N

E
C

/C
O

V
ID

-1
9

C
A

PC
 C

O
V

ID
-1

9 
R

ap
id

 
R

es
po

ns
e 

R
es

ou
rc

es
 H

ub
A

 r
es

ou
rc

e 
si

te
 f

or
 c

lin
ic

ia
ns

 to
 a

ss
is

t w
ith

 c
om

m
un

ic
at

io
n,

 s
ym

pt
om

 m
an

ag
em

en
t, 

em
ot

io
na

l P
PE

 (
co

pi
ng

, s
el

f-
ca

re
, g

ri
ef

),
 p

al
lia

tiv
e 

ca
re

 te
am

 o
rg

an
iz

at
io

n,
 

te
le

he
al

th
, w

ai
ve

rs
, h

om
e 

an
d 

lo
ng

-t
er

m
 c

ar
e,

 p
at

ie
nt

s 
an

d 
fa

m
ili

es
, h

ea
lth

 e
qu

ity
, a

nd
 e

nd
-o

f-
lif

e 
is

su
es

. w
w

w
.c

ap
c.

or
g/

co
vi

d-
19

N
IC

H
E

 C
O

V
ID

-1
9 

R
es

ou
rc

es
 

fo
r 

Pa
tie

nt
s 

an
d 

C
ar

eg
iv

er
s

A
 c

om
pr

eh
en

si
ve

 li
st

 o
f 

re
so

ur
ce

s 
co

nt
ai

ni
ng

 v
ac

ci
na

tio
n 

to
ol

ki
ts

, C
O

V
ID

-1
9 

tip
 s

he
et

s,
 in

fo
rm

at
io

n 
on

 a
ge

is
m

 a
nd

 C
O

V
ID

-1
9,

 a
nd

 s
el

f-
ca

re
 g

ui
de

s.
 h

ttp
s:

//
ni

ch
ep

ro
gr

am
.o

rg
/r

es
ou

rc
es

/C
O

V
ID

-1
9

V
ita

l T
al

k:
 C

O
V

ID
 R

ea
dy

 
C

om
m

un
ic

at
io

n 
Pl

ay
bo

ok
C

re
at

ed
 b

y 
V

ita
l T

al
k,

 a
 p

ro
gr

am
 o

f 
ev

id
en

ce
-b

as
ed

 tr
ai

ni
ng

s 
on

 c
om

m
un

ic
at

io
n 

fo
r 

se
ri

ou
s 

ill
ne

ss
, t

he
 C

O
V

ID
 R

ea
dy

 C
om

m
un

ic
at

io
n 

Pl
ay

bo
ok

 c
om

pi
le

s 
sc

ri
pt

s 
an

d 
tip

s 
fo

r 
cl

in
ic

ia
ns

. T
he

re
 a

re
 a

ls
o 

vi
de

o 
ex

am
pl

es
, s

up
pl

em
en

ta
l s

cr
ip

ts
, a

nd
 c

ol
la

bo
ra

tiv
e 

re
so

ur
ce

s 
fr

om
 V

ita
l T

al
k 

fa
cu

lty
. w

w
w

.v
ita

lta
lk

.o
rg

/c
ov

id
-r

es
ou

rc
es

H
ar

va
rd

 P
al

lia
tiv

e 
C

ar
e 

To
ol

ki
t15

D
ev

el
op

ed
 b

y 
an

 in
te

rd
is

ci
pl

in
ar

y 
gr

ou
p 

at
 H

ar
va

rd
, t

he
 P

al
lia

tiv
e 

C
ar

e 
To

ol
ki

t p
ro

vi
de

s 
ex

pe
rt

 a
nd

 e
vi

de
nc

e-
ba

se
d 

gu
id

an
ce

 o
n 

se
ri

ou
s 

ill
ne

ss
 c

om
m

un
ic

at
io

n.

•
It

 is
 a

cc
es

si
bl

e 
th

ro
ug

h 
m

ul
tip

le
 p

la
tf

or
m

s,
 in

cl
ud

in
g 

w
eb

 a
nd

 m
ob

ile
 a

pp
lic

at
io

ns
, q

ui
ck

 g
ui

de
s,

 p
oc

ke
t c

ar
ds

, a
nd

 v
id

eo
s.

•
T

ra
in

in
g 

vi
de

os
 in

cl
ud

e 
in

fo
rm

at
io

n 
on

 g
oa

ls
 o

f 
ca

re
, c

od
e 

st
at

us
, a

nd
 e

nd
-o

f-
lif

e 
co

nv
er

sa
tio

ns
.

•
A

 r
es

ou
rc

e 
ho

tli
ne

, s
ta

ff
ed

 b
y 

pa
lli

at
iv

e 
ca

re
 n

ur
se

s,
 is

 a
va

ila
bl

e 
24

/7
 to

 a
ss

is
t n

on
pa

lli
at

iv
e 

ca
re

 c
lin

ic
ia

ns
 a

nd
 a

dv
is

e 
be

ds
id

e 
nu

rs
es

.

•
A

ls
o 

co
nt

ai
ns

 o
ne

-p
ag

e 
su

m
m

ar
ie

s 
an

d 
on

lin
e 

pr
ot

oc
ol

s 
fo

r 
m

an
ag

in
g 

co
m

m
on

 C
O

V
ID

-1
9 

sy
m

pt
om

s.

Te
le

he
al

th
 R

ap
id

 R
es

po
ns

e 
Te

am
16

T
he

 T
el

eh
ea

lth
 R

ap
id

 R
es

po
ns

e 
Te

am
 w

as
 im

pl
em

en
te

d 
by

 N
ew

 Y
or

k 
C

ity
 H

ea
lth

 a
nd

 H
os

pi
ta

ls
, o

ne
 o

f 
th

e 
la

rg
es

t U
.S

. h
ea

lth
 c

ar
e 

de
liv

er
y 

sy
st

em
s,

 to
 g

ui
de

 
w

or
kf

lo
w

s,
 e

ng
ag

e 
cl

in
ic

al
 te

am
s,

 p
ro

cu
re

 s
of

tw
ar

e 
an

d 
ha

rd
w

ar
e,

 id
en

tif
y 

bi
lli

ng
 is

su
es

, a
nd

 a
dd

re
ss

 le
ga

l a
nd

 c
om

pl
ia

nc
e 

is
su

es
. P

at
ie

nt
s 

an
d 

pr
ov

id
er

s 
co

ul
d 

co
m

pl
et

e 
as

se
ss

m
en

ts
, d

ia
gn

os
e,

 p
la

n,
 im

pl
em

en
t i

nt
er

ve
nt

io
ns

, a
nd

 e
va

lu
at

e 
ou

tc
om

es
 w

hi
le

 c
om

pl
yi

ng
 w

ith
 q

ua
ra

nt
in

e 
sa

fe
ty

 m
an

da
te

s 
th

ro
ug

h 
th

is
 s

ys
te

m
.

A
A

C
N

 =
 A

m
er

ic
an

 A
ss

oc
ia

tio
n 

of
 C

ol
le

ge
s 

of
 N

ur
si

ng
; C

A
PC

 =
 C

en
te

r 
to

 A
dv

an
ce

 P
al

lia
tiv

e 
C

ar
e;

 E
L

N
E

C
 =

 E
nd

-o
f-

L
if

e 
N

ur
si

ng
 E

du
ca

tio
n 

C
on

so
rt

iu
m

; N
IC

H
E

 =
 N

ur
se

s 
Im

pr
ov

in
g 

C
ar

e 
fo

r 
H

ea
lth

sy
st

em
 E

ld
er

s;
 P

PE
 =

 p
er

so
na

l p
ro

te
ct

iv
e 

eq
ui

pm
en

t.

Am J Nurs. Author manuscript; available in PMC 2023 January 31.

http://www.aacnnursing.org/ELNEC/COVID-19
http://www.capc.org/covid-19
https://nicheprogram.org/resources/COVID-19
https://nicheprogram.org/resources/COVID-19
http://www.vitaltalk.org/covid-resources

	Abstract
	THE ESCALATING NEED FOR PALLIATIVE CARE
	Communication.
	Expert symptom management.

	THE IMPORTANCE OF CONTINUING EDUCATION
	FORMAL INTEGRATION OF PALLIATIVE CARE INTO NURSING EDUCATION
	Nursing students.
	Transitioning nurses.

	CONCLUSION
	References
	Table 1.

