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“TODAY, IT’S 
UNBELIEVABLY 
CHALLENGING 

TO BE AN OLDER 
ADULT LIVING WITH 
MULTIPLE CHRONIC 

CONDITIONS, 
AND IT’S EQUALLY 

CHALLENGING 
FOR THEIR FAMILY 

CAREGIVERS.”

Promoting Self-Care Among  
Older Patients Is More Challenging 
During COVID-19
Caregivers also need extra support

The COVID-19 pandemic 
changed routine case manage-
ment of older patients. Case 

managers were challenged to be even 
more creative in find-
ing community 
resources and post-
acute referrals for 
patients since many 
organizations were 
closed or limited 
in their services for 
months.

Connections 
with patients 
turned primarily 
to telehealth 
options, which 
meant some case 
managers needed 
to adjust how 
they communicated 
with clients or taught them self-care 
techniques. Educating patients also 

includes reminding them to stay safe 
from potential SARS-CoV-2 infection.

“Today, it’s unbelievably challenging 
to be an older adult living with 

multiple chronic 
conditions, and it’s 
equally challenging 
for their family 
caregivers,” says Mary 
D. Naylor, PhD, 
RN, FAAN, Marian 
S. Ware professor 
in gerontology 
and director of the 
NewCourtland 
Center for Transitions 
and Health at 
the University of 
Pennsylvania School 
of Nursing.

Hospital systems 
were the first to see the 

effects of COVID-19 on people living 
with chronic conditions, including 
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EXECUTIVE SUMMARY

One consequence of the COVID-19 pandemic is the way older adults have 

neglected self-care .

• Elderly patients with comorbidities already face healthcare challenges 

that make self-care tricky . Since the pandemic began, patients also have 

neglected visiting healthcare providers out of fear of becoming infected .

• Case managers need to educate patients and their caregivers about the 

importance of seeking emergency and urgent medical care when their 

symptoms flare up .

• Family caregivers often need support from case managers, especially if they 

feel more isolated during the COVID-19 public health emergency .

heart disease and pulmonary issues. 
This included both the effects of 
older people hospitalized with the 
virus, as well as the overall effect of 
living with health problems during a 
frightening pandemic.

From March through early 
summer, hospital emergency 
departments (EDs) saw declines in 
cases, including heart attacks and 
strokes, says Lauren Delaney, RN, 
ACM, transitional care coordinator 
of the ED at Cleveland Clinic.

According to the Centers for 
Disease Control and Prevention 
(CDC), the National Syndromic 
Surveillance Program found a 42% 
decline in ED visits between March 
31 and April 25 when compared 
with a similar period in 2019.1

Physicians, nurses, and case 
managers wondered why they were 
not seeing patients with the usual 
types of emergency conditions. 
They realized people were fearful 
about visiting a hospital during the 
pandemic. “There is a big impact on 
the way we provide care for patients 
during the pandemic,” Delaney says. 
Even in places where stay-at-home 
orders were lifted, people did not 
rush back to the ED, she notes.

The problem is that patients 
with chronic conditions sometimes 
need to visit an ED or urgent care 

center, and postponing it could 
place them at risk. It is up to case 
managers to educate their patients 
about how to maintain self-care to 
prevent problematic symptoms, and 
how to recognize when they need 
to see a doctor during an urgent or 
emergency situation.

“What is extremely important 
is how we educate our patients,” 
Delaney says.

On top of the new challenges 
in caring for patients with 
multiple comorbidities is the 
added comorbidity of COVID-19. 
Older survivors of the disease 
sometimes experience long-term 
health problems that also need care 
management.

Older patients with multiple 
chronic conditions who have 
survived hospitalization with 
COVID-19 often return home with 
major health problems, including 
breathing issues, Naylor says.

“Case management and care 
coordination are even more 
important today,” says Jean Scholz 
Mellum, PhD, RN, NEA-BC, 
assistant professor at Capital 
University in Columbus, OH. 
“Someone over age 65 with a history 
of asthma or a pulmonary disorder 
should not be going out much. If 
they do go out, they should wear 
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masks and stay six feet away from 
others.”

Older patients need extra care 
and attention, and caring for them is 
rewarding, says Saket Saxena, MD, a 
geriatrician at the Cleveland Clinic.

“When you walk into a room and 
see someone who is in their 80s or 
90s, whether it is a simple situation 
or a complicated situation, you can 
always bring value to their care,” 
Saxena says.

Case managers often educate 
patients’ caregivers on how to manage 
their family member’s symptoms, 
but this care coordination piece has 
been more challenging during the 
pandemic. Case managers often 
cannot meet the family in person and 
develop rapport and trust as easily as 
before. Also, family caregivers usually 
can use respite care and services from 
community-based organizations 
(CBOs), but access to these resources 
has been limited during the public 
health crisis.

“The unpaid family caregiver 
doesn’t always have the tools to 
access or go after the services they 
need,” says Karen B. Hirschman, 
PhD, MSW, term chair at the 
NewCourtland Center for Transition 
and Health, and research associate 
professor at the University of 
Pennsylvania School of Nursing. 
“Now, many of those services are 
not available, or are limited. The role 
of the case manager in supporting 

caregivers to access those services is 
essential.”

Another important role of the 
case manager is to provide patients 
with continuity during their 
healthcare journey, particularly for 
older patients. “Case managers are 
central as a trusted person throughout 
the journey for individuals in this 
new context, in which it is more 
challenging to access services,” Naylor 
says. “Patients might fear having 
people come into their homes.”

The notion of having a trusted 
person help the older adult and 
caregiver is essential. “The core role 
of case management is to coordinate 
services. Coordinating services in 
this context is made much more 
difficult because some of those 
services are not accessible,” Naylor 
explains. “In certain communities, 
it’s really challenging to access some 
of those fundamental services and 
be able to operate in this rapidly 
dynamic environment, where some 
communities’ rates of coronavirus 
are rising. It’s shutting down some 
community-based services or making 
them more difficult to access. It will 
really test the case manager to figure 
out how to pull services together that 
patients need.”

Another common theme in the 
pandemic is loneliness, particularly 
among older adults. For months, 
including after some parts of the 
country reopened and young people 

engaged in regular activities, older 
adults stayed isolated. They avoided 
hugging grandchildren and eating 
dinner with their children and 
friends. For older adults with chronic 
illnesses, this isolation could be even 
more acute. Isolation also could 
increase their stress levels.2

Because older Americans are 
staying isolated longer, they are more 
likely to experience stress for a longer 
period. Also, there is uncertainty 
about when they can resume their 
usual social interactions. All these 
issues increase distress.

“Distress occurs the longer we’re 
in a situation — the duration of 
the stressor and the intensity of the 
stressor — and this probably is one of 
the most intense stressors we’ve ever 
experienced,” said Laurie Chaikind 
McNulty, LCSW-C, wellness advisor 
in the office of intramural training 
and education at the National 
Institutes of Health. McNulty, who 
also is a clinical therapist at Jonah 
Green and Associates of Brookeville, 
MD, spoke at an Office of Human 
Research Protections web conference 
on April 24.

Anxiety increases when there is less 
predictability, more uncertainty, and 
less control over the stressor, McNulty 
added.

Some stress is related to the fear 
of COVID-19, which can cause 
certain patients to delay seeking 
care when they have symptoms of a 
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serious illness. “Patients are already 
coping with complex care needs: 
heart failure, chronic obstructive 
pulmonary disease, diabetes,” Naylor 
says. “Now, they’re in an environment 
where there is this tremendous 
concern or fear about when 
they begin to develop symptoms 
worrisome to them and fear of 
accessing traditional health services, 
like going to the emergency room. 
Even if they have trouble breathing, 
they’re concerned about going into 
an environment where they might 
contract the virus.”

Case managers’ phone calls to 
patients can help reduce loneliness 
and stress. Case managers also can 
encourage distant family members to 
call the patients more frequently. (See 
methods for case management of older 
adults in age of COVID-19 in this 
issue.)

“We encourage families to check 
on those loved ones, to increase those 
phone calls, or go by the house and 
stand at the window and just wave,” 
says Sheila Haynes-Baisden, BSN, 
CCM, transitional care coordinator of 
the ED at the Cleveland Clinic.

“I call the families, with the 
patient’s permission, and talk to the 

patient and family to see how we can 
connect those loved ones to be the 
patient’s support since they can’t have 
physical support,” she says.

Social isolation is quite real for 
many patients, Naylor says. “If there’s 
a caregiver in the house, then they’re 
feeling socially isolated as well. To 
not be able to access social support 
and, now, not feeling well and having 
concerns about contracting the virus 
can make it worse.”

“I think we’ll continue to see an 
increase in people not accessing care 
when they really need it for their 
other health conditions,” Hirschman 
says.

The pandemic is requiring case 
management to change rapidly, 
Hirschman notes. For instance, case 
managers might not be able to visit 
patients’ homes as easily as they did 
before. Instead, they have to reinvent 
how they provide case management, 
support, and education to patients.

Older patients might resist asking 
their children for emotional support 
— even during the COVID-19 crisis. 
“A lot of times, elderly patients have 
an attitude of ‘Don’t contact my kids 
because they’re busy raising their 
families,’” Delaney says.

Their adult children likely are 
willing to step in and help once they 
understand what parents need, she 
adds.

It is the case manager’s role to help 
bring families together, even when 
they also must be physically distant, 
Haynes-Baisden says. “We wear many 
hats,” she says.

Case managers also can suggest 
that patients learn how to use 
videoconferencing so they can see 
their grandchildren and interact with 
them through technology, Delaney 
says.

“FaceTime, Zoom — that’s a really 
great way to keep in touch with your 
family,” she says.  n

REFERENCES
1 . Hartnett KP, Kite-Powell A, DeVies 

J, et al . Impact of the COVID-19 

pandemic on emergency department 

visits – United States, January 1, 

2019–May 30, 2020 . MMWR Morb 

Mortal Wkly Rep 2020;69:699-704 .

2 . Berg-Weger M, Morley JE . 

Loneliness and social isolation in 

older adults during the COVID-19 

pandemic: Implications for 

gerontological social work . J Nutr 

Health Aging 2020;24:456-458 .

Caring for Patients During the Crisis Requires 
More Creativity, Coordination
Educating patients on self-care is crucial

The COVID-19 pandemic 
makes care coordination and 

case management more difficult for 
a variety of reasons. For instance, 
finding community resources for 
struggling senior patients is difficult 
in areas where organizations have 
closed operations or restricted access 
to services. Also, senior adults face 
more loneliness and emotional health 

challenges. They have lost access 
to many of their traditional social 
support networks because of physical 
distancing during the pandemic.

Plus, people are living with 
uncertainty. They do not know when 
they can see their families again 
safely. They fear visiting hospitals, 
emergency departments (EDs), and 
clinics because of the risk of SARS-

CoV-2 infection. Most of all, older 
adults fear COVID-19 and what it 
might do to their health.

“For our elderly population and 
COVID, the biggest thing is the 
unknown,” says Sheila Haynes-
Baisden, BSN, CCM, transitional 
care coordinator of the ED at the 
Cleveland Clinic. “We really don’t 
know the effect that COVID is going 
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EXECUTIVE SUMMARY

Case managers can help their elderly patients better handle the medical and 

psychosocial issues related to the coronavirus pandemic through following 

specific educational and support techniques .

• One technique is to reinforce symptom management and teach patients to 

seek help when they need it .

• Case managers should assess patient’s needs and desires, and work toward 

shared decision-making .

• Before suggesting telehealth options to patients, case managers should 

learn what these options are and how to use them .

to have on the body once somebody 
is exposed to it. Our patients with 
pre-existing conditions are at a greater 
risk.”

Haynes-Baisden and other 
healthcare professionals offer these 
suggestions on how case managers 
can help older patients manage their 
comorbidities and maintain their 
physical and emotional health during 
the COVID-19 pandemic:

• Reinforce symptom 
management and seeking help 
when needed. Pre-COVID-19, case 
managers used a variety of tools and 
skills to help patients manage their 
comorbid conditions and avoid 
ED visits and hospitalizations. The 
pandemic changed case management 
strategies by making it more 
challenging for patients to obtain 
elective surgeries, visit physical 
therapists, and see their primary care 
providers and clinics.

On top of that, many older people 
were afraid to visit the ED if they 
experienced an exacerbation of their 
symptoms, says Saket Saxena, MD, a 
geriatrician at the Cleveland Clinic.

“What we have seen with older 
folks who need some sort of urgent/
emergent care or assessment is they 
have been avoiding coming to the 
emergency department,” he says. 
“Whether they were avoiding for their 
own safety or concerns from family 

members caring for them, this trend 
became prominent in the beginning 
of the epidemic in March, April, and 
the early part of May.”

EDs saw decreases in patient visits, 
but an increase in patients calling 
them to ask for advice, he adds.

“Cardiologists and neurologists 
have come to a similar conclusion 
that patients were not coming to the 
emergency department despite their 
health concerns. This was especially 
true for older patients,” Saxena says.

Entering a hospital is a frightening 
experience, especially when patients 
must enter alone, as has happened 
during the pandemic when hospitals 
and EDs stopped allowing family 
members to accompany the patient 
into the facility, notes Mary D. 
Naylor, PhD, RN, FAAN, Marian 
S. Ware professor in gerontology and 
director of the NewCourtland Center 
for Transitions and Health at the 
University of Pennsylvania School of 
Nursing.

“Family members are leaving 
patients off at the emergency room 
door because of changes in policies,” 
Naylor says. “It’s a frightening 
experience to go into a health system 
and not have your social support 
system.”

• Carefully assess patients’ issues 
and desires. “My biggest advice is to 
get to know the individual nuances 

of the people you work with; they 
are people first, patients second,” 
says Jean Scholz Mellum, PhD, 
RN, NEA-BC, assistant professor at 
Capital University in Columbus, OH. 
“Case managers need to take time 
to assess the people they’re working 
with, get to know their individual 
desires, socioeconomic status, and 
know the resources that might be 
available to them because of who they 
are and their unique circumstances. 
Once you get to know that person 
and have a thorough assessment, you 
can develop a good plan of care for 
that individual. It works best when 
you co-create that plan of care.”

The case management role is 
to help patients become successful 
in managing their own healthcare 
trajectory. Shared decision-making is 
essential for success, she adds.

“I’ve had a lot of experiences where 
well-minded healthcare providers and 
the children of older adults want to 
be in control. They want to tell their 
patients what to do, and that doesn’t 
work well for the individual,” Scholz 
Mellum says.

• Ask about loneliness, 
particularly related to the 
pandemic. Case managers should 
assess patients’ loneliness during 
the psychosocial assessment, Scholz 
Mellum suggests.

“It’s very important to think 
about that,” she explains. “Maybe the 
loneliness is a reason to move into a 
senior facility, where they have people 
their age around them.”

During the pandemic, many 
older adults may feel increasingly 
lonely if their families and friends 
cannot visit them. Also, they might 
not be able to attend church services 
and community group outings 
and activities as they did before 
COVID-19.

“It’s up to the case manager to 
care enough to ask questions to figure 
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out whether a patient is lonely and to 
put that person into a situation that 
is not as lonely,” Scholz Mellum says.

For example, if an older patient 
lives alone, the case manager might 
suggest the patient’s family members 
call the person on a rotation basis. 
Each day, one of the patient’s 
children or other family members can 
call the person to check in on him or 
her, she says.

“It’s also good to have someone 
who is local, like a neighbor, be a 
backup,” she adds. “For instance, I 
was that backup for my neighbors’ 
children, who cared for their elderly 
mother from afar.”

Scholz Mellum had keys to the 
neighbor’s house. When one of the 
neighbor’s children could not reach 
the mother by phone, they asked 
Scholz Mellum to go over and check 
on her.

“It worked,” she says. “That kind 
of thing also goes on in churches, 
senior centers, and other places. Care 
coordinators are perfect people to 
suggest those kinds of things.”

The pandemic has made this more 
urgent. “COVID-19 does accentuate 
the loneliness,” Scholz Mellum says. 
“A phone call is easy. Video chats are 
challenging for some older adults, 
but with phone calls, some people 
don’t know what to talk about with 
the older adults. That’s where a care 
coordinator can give suggestions.”

Case managers can suggest family 
members start phone conversations 
by asking questions, such as:

- What was your favorite vacation?
- Do you have an outfit you like 

to wear?
- What kind of music do you 

enjoy?
- Say, “Tell me a story about how 

you met your spouse.”
• Learn the best ways to use 

telehealth services. “One tool being 
deployed right now is telehealth, 
and it’s had a very dramatic increase 
for all case management services,” 
Naylor says. “We’ve come a 
tremendously long way in terms of 
our capacity to rely on telehealth. 
Case managers need to know how to 
use it and to make sure the intended 
recipients of care have the tools they 
need, including broadband and 
technology.”

Patients also need to know how to 
use technology. For instance, if they 
are asked to report their symptoms 
daily through an electronic diary or 
messaging, the case manager will need 
to show them how.

“Case managers also need to 
understand how to use these tools in a 
culturally sensitive way,” Naylor says. 
“Case managers need to be a big part 
of that learning; they need to know 
how to use tools and how to teach 
patients and family caregivers how to 
use these different resources.”

• Teach patients to watch for 
signs of COVID-19. “Here we are 
in a pandemic, where we’re daily 
growing in our knowledge of new 
symptoms to pay attention to,” 
Naylor says.

“We don’t know enough about the 
extent and length of symptoms and 
the impact it will have, over time, on 
patients and family caregivers,” says 
Karen B. Hirschman, PhD, MSW, 
term chair of the NewCourtland 
Center for Transition and Health and 
research associate professor at the 
University of Pennsylvania School of 
Nursing.

Every healthcare provider, 
including case managers, needs to 
learn as much as possible about 
COVID-19 symptoms, disease 
progression, and infection prevention. 
“We need to help patients know 
about valuable resources,” Naylor 
says. “This is a crazy time for 
information. Some is evidence-based, 
science-based, and some is not. We 
should help people understand which 
are our trusted resources for new 
knowledge that is evolving.”

For example, the Centers for 
Disease Control and Prevention 
(CDC) published a list of symptoms 
that are continually updated. (The list 
is available at: https://bit.ly/3eUdYyS.)

The CDC names the usual 
symptoms of fever, chills, cough, 
shortness of breath, fatigue, muscle 
aches, headache, and congestion. But 
it also lists lesser-known symptoms 
such as a new loss of taste or smell, 
sore throat, nausea or vomiting, 
and diarrhea. There are emergency 
warning signs, such as trouble 
breathing, persistent chest pain or 
pressure, new confusion, inability to 
stay awake, and bluish lips or face.  n
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Case Managers Can Help Patients  
Control Medication
Take pharmacist’s advice

Medication management and 
access can be challenging 

when case managers and other 
providers cannot visit patients’ 
homes during the COVID-19 
pandemic.

But it can be handled remotely, 
provided communication is a 
priority, says Christine Armbruster, 
PharmD, clinical pharmacist and 
ambulatory care/transitions of care 
pharmacist at Cedars-Sinai Medical 
Center in Los Angeles.

“Throughout the whole 
pandemic, communication is key 
with patients and case managers, 
as well as with other healthcare 
providers,” Armbruster says. “Check 
in with patients and make sure 
they have appropriate access to 
medications and healthcare.”

Pharmacists are available to 
help, as needed. “Understand that 
we play an important role, and we 
need to reassure patients and make 
sure they’re familiar with their 
access to medical offices, clinics, and 
telemedicine,” Armbruster says.

If needed, clinicians can visit 
patients’ homes to draw blood, or 
patients could visit a clinic where 

infection prevention and safety 
precautions are in place.

As part of infection prevention 
efforts during the pandemic, clinics 
would stagger patients to ensure 
there is physical distancing and 
a safe environment for patients, 
Armbruster says.

Many pharmacies also require 
staff and customers to wear masks, 
and they can provide free delivery 
services. “A lot of pharmacies and 
insurance plans have waived their 
limit for 30-day prescriptions,” 
Armbruster says. “Before, if 
someone requested a refill two weeks 
after the last prescription, it would 
be rejected for being too soon. Now, 
it’s easier to get those prescriptions.”

For example, if people want to 
grab a prescription refill at the same 
time they are picking up groceries, 
they can do this in one trip, she 
explains.

“Pharmacies can refill their 
prescriptions all at the same time. 
That minimizes the person’s trips 
and visits to the pharmacy,” she says.

Another option is mail-order 
prescriptions. “They’re also 
encouraging 90-day mail order of 

prescriptions, especially for chronic 
conditions,” Armbruster says.

Case managers can let patients 
know there are a variety of options 
available to help them access their 
medication safely and more easily 
than was available before.

“Case managers should reach out 
to their patients more frequently 
to check in because every patient 
situation is going to be different,” 
Armbruster says. “As case managers 
reach out to more patients in the 
community to make sure they’re 
familiar with resources available to 
them and have access, they can help 
patients contact their pharmacies 
and see if mail order is available. 
They also can give patients a list 
of pharmacies that will deliver 
medication.”

So many insurance plans are 
making exceptions for delivery that 
these services are available more 
now than they were pre-pandemic, 
Armbruster says.

Case managers also can reassure 
patients that pharmacists want 
to help them so they can call and 
ask them about their prescription 
orders, she adds.  n
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Hospitals Innovate to Meet Surging Demand  
for Palliative Care Services

One of the challenges that has 
emerged over the course of the 

COVID-19 pandemic is the surge 
in demand for palliative care services 
under circumstances that impede the 
optimal delivery of this care.

In some cases, frontline providers 
are scrambling to ascertain a critically 
ill patient’s wishes while donned with 
face masks and goggles that make 
communications difficult. Tight visita-
tion policies also have proven prob-
lematic, necessitating the use of smart-
phones or other devices to connect 
patients with loved ones while they try 
to make critical care decisions.

In short, the pandemic has made 
what are always difficult conversations 
even more fraught, placing added 
stress on medical providers, patients, 
family members, and palliative care 
specialists.

This remains a thorny issue to 
navigate, particularly for providers 
who are not as accustomed to dealing 
with the end-of-life decision-making 
process. However, some hospitals have 
employed innovative approaches de-
signed to ease the burdens on medical 
providers confronted with these end-
of-life challenges while also accelerat-
ing palliative care expertise to where it 
is most needed.

While no perfect solutions have 
emerged, the pandemic has laid bare 
the importance of putting plans in 
place to surge critical palliative care 
resources.

The palliative care team at Uni-
versity Hospital in Newark, NJ, is 
comprised of three advanced practice 
nurses who typically handle palliative 
care consults. But when COVID-19 
began to hit the state hard in early 
March, it was clear a surge in demand 
for these services was at hand.

That is when Jenna Marcus, MD, 
an assistant professor at Rutgers New 
Jersey Medical School, started formu-
lating a plan. “I was initially deployed 
to the ICU [intensive care unit], but 
[with] my background as a gyneco-
logic oncologist ... I quickly realized 
there was a need for these types of 
delicate conversations by people who 
have experience and training in talk-
ing about [end-of-life and critical care] 
issues,” explains Marcus, a gynecologic 
oncologist at Rutgers Cancer Institute 
of New Jersey.

Further, she saw the need for pal-
liative care was coming from through-
out the hospital, including from 
frontline providers in the emergency 
department (ED) trying to manage 
quickly deteriorating patients with 
COVID-19.

To meet this demand, Marcus pro-
posed creating a palliative care mobile 
unit, essentially a team of clinicians 
with experience in conducting pallia-
tive care consults that could quickly 
travel to the bedside of any patient in 
need of such services.

“We wouldn’t have one static loca-
tion that houses all the patients, but 
rather we would be available as a team 
to service the regular medical floors, 
the ICUs, and the ED patients who 
needed urgent conversations about 
goals of care and, in some patients, 
end-of-life decision-making,” Mar-
cus shares. “Sometimes, [this would 
involve] documenting a healthcare 
proxy in advance directives ... but any 
of those services we would be able to 
provide so the medical team could 
focus on the medical care and also the 
extreme volume of patients coming 
in.”

Hospital administrators approved 
the plan, and the mobile unit was 

put into practice by the second week 
of April. For the next month, Mar-
cus and three other team members, 
all with backgrounds in palliative 
care from their cancer training, were 
almost completely dedicated to pro-
viding palliative care services to help 
alleviate the large volume of patients 
requiring these services. The team op-
erated 24 hours a day, six days a week.

Marcus notes the hospital is fortu-
nate palliative care-trained clinicians 
are on staff. “They were a huge asset to 
help support our team,” she says, not-
ing these physicians pitched in when 
they were not on their usual ED shifts. 
However, high demand is not the only 
challenge that has emerged. Time also 
has been an issue — and it is not a 
resource emergency providers usually 
have in ample supply. For instance, 
under normal circumstances, palliative 
care discussions will occur early in the 
disease process and in a setting where 
patients and providers have some 
relationship, Marcus notes.

“There is some early addressing of 
the prognosis with the patient, fol-
lowed by talking about goals of care,” 
she explains. “Having to make some 
of these really complicated decisions 
quickly is a challenge, especially in a 
setting like the ED, where [clinicians] 
are looking to stabilize patients and 
either [admit] them to the hospital 
or send them home. Paying attention 
to all these types of [palliative care] 
details can be a little tricky when that 
is not necessarily the purpose of the 
ED.”

In any care setting, such discus-
sions can feel rushed and callous when 
not handled appropriately. Conse-
quently, the services provided through 
the mobile unit were made widely 
available throughout the hospital.
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“We were able to receive im-
mediate, HIPAA [Health Insur-
ance Portability and Accountability 
Act]-compliant text messages from 
providers,” Marcus says. “We made a 
schedule that was published so provid-
ers could simply look at who was on 
the schedule, send us a message, and 
we would be there.” Further, Marcus 
notes the mobile team members have 
existing relationships with many hos-
pital providers, some of whom would 
simply call them to request they come 
see a patient.

Over the course of April and early 
May, there were opportunities for 
learning regarding when clinicians 
should be thinking about bringing in 
palliative care.

“Initially, when we started to really 
surge and were very clinically busy, a 
lot of the time the calls [for a palliative 
care consult] happened in cases where 
patients were critically ill. They either 
came in already intubated or were so 
sick they couldn’t make decisions for 
themselves,” Marcus observes.

In those cases, the mobile team 
members would need to track down 
a healthcare proxy, if the patient had 
one, or the next of kin to help make 
those sorts of decisions.

“As we continued to work together 
and go along ... [clinicians] would 
see someone come in who looked as 
if there was going to be a potentially 
severe, prolonged course of disease,” 
Marcus shares. “They would recognize 
to call us early so that we could start 
to establish some of these conversa-
tions with patients and families.”

Frequently, for cases in which a 
patient with COVID-19 was awake, 
alert, and could make his or her own 
decisions, a mobile team member 
would visit with the patient in person, 
wearing all the appropriate personal 
protective equipment (PPE), Marcus 
explains. However, if a patient could 
not make his or her own decisions, the 

palliative care consultation generally 
would commence over the phone with 
a healthcare proxy.

“Usually, this would begin with 
some of the basics of me introducing 
myself to the family as someone who 
is going to be a palliative support per-
son to them,” Marcus reports. “Then, 
I would also look into helping the 
family schedule a video visit.”

In fact, the meaning behind “mo-
bile” is twofold. It refers to the mobile 
team members who would physically 
travel to wherever they were needed. 
Also, it refers to the video chat services 
the team members would use to facili-
tate communications between patients 
and family members. This has been a 
critical element, considering hospital 
visitation restrictions.

“We [enabled] family from across 
the country or even across the world 
to ... talk to their family member or to 
see their family member if he or she 
was too sick or had a breathing tube 
and couldn’t talk,” Marcus explains. 
“They wanted to have that time with 
[the patient] where they could say 
what they wanted to say, sometimes in 
the last moments.”

For instance, in some cases, family 
members would say prayers or sing 
songs during these sessions. “What-
ever the family and patient felt would 
be helpful, we were there to support 
them with those technology services,” 
Marcus notes. While such technology 
has been helpful, there is no denying 
the limits that COVID-19 has placed 
on palliative care providers.

“With patients who are severely ill, 
we don’t have the luxury of time to 
have these conversations,” Marcus la-
ments, noting that sometimes impor-
tant critical decisions need to be made 
quickly. “We usually have [developed] 
relationships with these patients and 
families so that [these decisions] don’t 
feel ... so rushed.”

Nonetheless, Marcus believes the 

palliative care mobile unit concept 
will endure as an option beyond the 
current crisis, although not necessarily 
in the same format.

As demand for palliative care ser-
vices has eased in recent weeks, most 
mobile team members, including 
Marcus, have returned to their regular 
jobs. While the usual palliative care 
providers can handle the current vol-
ume, the mobile unit concept could 
be activated easily if a need arises. “We 
have developed those relationships, 
and we are all willing to pitch in and 
help out,” Marcus observes.

Still, putting plans in place ahead 
of public health emergencies is vital. 
Developing the skill to provide these 
services well cannot happen on the fly, 
Marcus advises.

“In medicine, as with a lot of 
things, it takes time and experience to 
finesse these conversations in ways so 
that you are really able to both deliver 
and extract information from the 
patient and family [in ways] that will 
benefit everybody,” she explains.

Duke University Hospital has not 
yet experienced the same kind of surge 
in demand for palliative care services 
as hospitals in New Jersey. Neverthe-
less, there are significant obstacles as-
sociated with providing these services 
during COVID-19.

“The greatest challenges have 
[involved] the isolation of patients 
from their families, especially at the 
end of life,” explains Jennifer Gentry, 
MSN, ACHPN, ANP-BC, FPCN, 
GNP, RN, a nurse practitioner with 
the Duke University Palliative Care 
Consult Service. “[The epidemic] has 
made having discussions around treat-
ment and goals of care more [difficult] 
as they are often done from a distance 
rather than face to face.”

The challenges presented by strict 
visitation rules extend to patients 
who are nearing the end of life for 
non-COVID-19-related causes, 
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Gentry explains. “These patients may 
not be dying from COVID-19, but 
sadly they may still be very isolated 
from their families,” she says. In 
some cases, it is possible to receive 
exemptions to the visitation rules for 
patients who are nearing death, but 
this usually extends only to one or 
two family members, Gentry says. 
Otherwise, the only option available is 
communication via video.

However, Gentry has found that 
seeing a loved one in person carries 
significant advantages over video 
visitation or phone communications 
when it comes to care planning. 
For example, seeing a loved one in 
distress with many symptoms often 
will help families make important 
decisions about care. Now, that 
element usually is not part of the 
equation. “Sometimes, I have to paint 
the picture for them and help family 
members see what I see,” Gentry 
notes.

All the PPE palliative care provid-
ers must wear when visiting patients 
affects communications, too. For 
instance, eye shields can fog and face 
masks make it impossible for a patient 
to read lips. “In the best of times, 
these conversations are difficult. [All 

of these barriers] just make them even 
more difficult,” Gentry observes.

One added difficulty Gentry 
wishes she had anticipated concerns a 
North Carolina statute that requires 
an advance directive to have two wit-
nesses and to be notarized. “Because 
of [this epidemic], we don’t have 
visitors walking around that we can 
grab to witness the signature on the 
document,” she explains. “Sometimes, 
when patients come in very ill and 
they need an emergency decision-
maker, that is very problematic.” 
Gentry hopes to work with colleagues 
to amend the statute, but such action 
may be too late to affect any patients 
or families struggling with the virus in 
the near future.

While there have been numerous 
obstacles associated with the pan-
demic, Gentry says the experience has 
elevated the importance of advance 
care planning. People have been so 
bombarded with information about 
the disease and its end-of-life implica-
tions that they seem more attuned to 
the issues involved and more open to 
discussing such matters with their care 
providers, she explains.

Further, Gentry is hopeful policy-
makers and hospital administrators 

understand the importance of procur-
ing sufficient palliative care resources. 
“Most hospitals in this state have 
some sort of palliative care program, 
but usually these programs are pretty 
lean,” she says. “There might be one 
or two providers on the [palliative 
care] team, but sometimes not a full 
interdisciplinary group.”

The COVID-19 experience has 
demonstrated palliative care is not 
a luxury, it is essential, according to 
Gentry. She stresses the need for train-
ing in this area extends well beyond a 
core group of providers.

“People need to be able to provide 
primary palliative care if they are not a 
palliative care provider,” she explains. 
“Palliative care specialists need to have 
the funding and the time to be able 
to teach other people about the basic 
things they can do to facilitate goals-
of-care discussions.”

Such training should include guid-
ance on communications, symptom 
management, and how to involve an 
interdisciplinary-professional team. 
“Does it need to be the provider who 
begins a conversation, or can some-
one else on the team begin to have 
the conversation about advance care 
planning?” Gentry asks.  n

Study of SARS-CoV-2 Finds Airborne Particles, 
but Are They Infective?

A pre-published study under peer  
 review suggests particles of 

SARS-CoV-2 can linger on surfaces 
and travel in the air beyond six feet. 
Ongoing work is bolstering the initial 
findings, says Joshua Santarpia, 
PhD, an associate professor of 
pathology and microbiology at the 
University of Nebraska Medical 
Center.

“Clearly, there is no proof of 
airborne transmission yet. But we 

feel like with this and several other 
studies, there is enough information 
to suggest that for healthcare 
workers, airborne isolation is 
warranted,” he says. “There has been 
a lot of discussion about ‘We don’t 
know enough to say whether this is 
airborne or not.’ I think there is a 
lot of evidence that suggests it could 
be. That to me is enough to tell a 
healthcare worker to protect yourself 
as much as you can.”

Santarpia and colleagues studied 
the environment of 13 patients 
confirmed positive with COVID-19 
infection, collecting air and surface 
samples in isolation rooms to 
examine viral shedding.

“While all individuals were 
confirmed positive for SARS-CoV-2, 
symptoms and viral shedding to the 
environment varied considerably,” 
the authors noted. “Many commonly 
used items, toilet facilities, and 
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air samples had evidence of 
viral contamination, indicating 
that SARS-CoV-2 is shed to the 
environment as expired particles, 
during toileting, and through 
contact with fomites. Disease spread 
through both directly — droplet 
and person-to-person — as well as 
indirect contact — contaminated 
objects and airborne transmission — 
are indicated, supporting the use of 
airborne isolation precautions.”1

Controversial Findings

Although still subject to peer 
review, the findings are controver-
sial because public health officials 
originally recommended N95 respira-
tors for healthcare workers treating 
COVID-19 patients under airborne 
precautions. The recommendation 
was temporarily amended to wearing 
surgical masks if N95s were not avail-
able, a stopgap measure that could be 
reversed as soon as supplies were in 
stock. That wording appears to have 
been dropped from current CDC 
recommendations, which present a 
variety of options to preserve PPE 
and reuse N95s if warranted.2

The patients were admitted 
to the Nebraska Biocontainment 
Unit (NBU) for individuals 
requiring hospital care, and the 
National Quarantine Unit (NQU) 
for isolation of asymptomatic or 
mildly ill individuals not requiring 
hospital care. The patients had 
private rooms with a bathroom. 
Healthcare workers wore full personal 
protective equipment (PPE) with 
N95 respirators in accordance with 
airborne precautions. Samples were 
obtained at various times during 
hospitalization. The researchers took 
surface and air samples.

Of the 163 samples collected 
in the study, 77% had a positive 

polymerase chain reaction (PCR) 
result for SARS-CoV-2. Overall, 
77% of all personal items sampled 
were determined to be positive for 
SARS-CoV-2 by PCR. Eighty-three 
percent of cellphones tested positive, 
as did 65% of in-room TV remotes. 
Room toilets were 81% positive, as 
were 75% of the bedside tables and 
bed rails and 82% of the window 
ledges. Sixty-three percent of in-
room air samples were positive, as 
were 67% of hallway air samples, the 
researchers reported.

“Air samples that were positive 
for viral RNA by RT-PCR were 
examined for viral propagation 
in Vero E6 cells,” the authors 
concluded. “Cytopathic effect was 
not observed in any sample, to 
date, and immunofluorescence and 
western blot analysis have not, so 
far, indicated the presence of viral 
antigens suggesting viral replication. 
However, the low concentrations 
of virus recovered from these 
samples makes finding infectious 
virus in these samples difficult. 
Further experiments are ongoing 
to determine viral activity in these 
samples.”

Those experiments are showing 
more signs of viral replication, 
which should eventually bolster 
the equivocal findings in the pre-
published paper, Santarpia says.

“I believe we had some pretty 
solid evidence that we were seeing 
replication in cell culture from one 
of the surface samples in this study,” 
he explains. “That is complicated by 
peer review. There is disagreement 
whether we demonstrated that or 
not. In the studies we have done 
since, we are seeing replication in 
some fraction of samples we are 
taking. I would say it is certainly 
possible; it is not yet proven.”

Finding particles beyond the six-
foot social distancing parameter was 

not that surprising, but the question 
again is whether they would be 
infectious. There have been studies 
since “that indicate the even larger 
droplets are going to go farther than 
six feet, which sort of makes sense 
intuitively,” Santarpia says. “We 
are working to determine particle 
size right now, but it does jibe with 
everything people are working on. 
[Six feet] is completely arbitrary. The 
particle size distribution is pretty 
broad, depending on what [people] 
are doing.”

For example, some particles in 
hallways could have been caused by 
air flow changes as healthcare workers 
exited the rooms. No healthcare 
workers were infected, underscoring 
that wearing full PPE under airborne 
precautions protects workers from 
occupational transmission of the 
coronavirus.

“Taken together, these data 
indicate significant environmental 
contamination in rooms where 
patients infected with SARS-CoV-2 
are housed and cared for, regardless 
of the degree of symptoms or acuity 
of illness,” the authors concluded. 
“Contamination exists in all types of 
samples: high- and low-volume air 
samples, as well as surface samples, 
including personal items, room 
surfaces, and toilets.”  n
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1. According to data collected 

by the National Syndromic 

Surveillance Program, 

emergency department visits 

declined in the early days of the 

COVID-19 pandemic by:

a . 15% .

b . 26% .

c . 39% .

d . 42% .

2. According to Jean Scholz 

Mellum, PhD, RN, NEA-BC, case 

managers can help patients 

manage their own health 

trajectory by:

a . shared decision-making .

b . assessing patients to determine 

which services would most benefit 

them .

c . asking caregivers to take 

notes of the case manager’s and 

clinician’s instructions .

d . teaching caregivers how 

to administer the patient’s 

medication .

3. According to the Centers for 

Disease Control and Prevention, 

two emergency warning signs 

of COVID-19 are:

a . sore throat and low blood 

sugar .

b . new confusion and inability to 

stay awake .

c . high blood pressure and 

congestion .

d . high fever and cough .

4. What are some common issues 

around case managers working 

with older patients during the 

pandemic?

a . Diabetes and congestive heart 

failure

b . Homelessness and depression

c . Loneliness and isolation

d . Substance use and pain


