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Abstract
COVID-19 was first reported in Wuhan, China, in December 2019; it rapidly spread around the world and was declared a global
pandemic by theWorld Health Organization inMarch 2020. The palliative care program at the Princess Margaret Cancer Centre,
Toronto, Canada, provides comprehensive care to patients with advanced cancer and their families, through services including an
acute palliative care unit, an inpatient consultation service, and an ambulatory palliative care clinic. In the face of a global
pandemic, palliative care teams are uniquely placed to support patients with cancer who also have COVID-19. This may include
managing severe symptoms such as dyspnea and agitation, as well as guiding advance care planning and goals of care conver-
sations. In tandem, there is a need for palliative care teams to continue to provide care to patients with advanced cancer who are
COVID-negative but who are at higher risk of infection and adverse outcomes related to COVID-19. This paper highlights the
unique challenges faced by a palliative care team in terms of scaling up services in response to a global pandemic while
simultaneously providing ongoing support to their patients with advanced cancer at a tertiary cancer center.
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Background

COVID-19, caused by the novel coronavirus SARS-
CoV2, was first reported in Wuhan, China, in December
2019 [1]. It has spread rapidly and was declared a global
pandemic by the World Health Organization on March 11,
2020 [2]. High-risk patients, including those with ad-
vanced cancer, can experience severe symptoms including
pneumonia, severe acute respiratory syndrome, and renal
failure [1, 3]. Mortality rates among patients with ad-

vanced cancer have been estimated to be up to three times
higher than among the general population [4].

Several papers have described potential challenges to
cancer care in the context of COVID-19. These have focused
primarily on decision-making around the initiation or
continuation of anticancer therapies; delays in cancer surgery;
enrollment in clinical trials; and the importance of clearly
documented goals of care discussions for patients with cancer
who may become infected with COVID-19 [5, 6]. The
literature around palliative care provision in response to
COVID-19 has mainly focused on managing resource limita-
tions, educational initiatives for non-specialists, and ensuring
that the psychosocial needs of patients, families, and
healthcare providers are attended to [7–10]; there has been
scant information around the provision of palliative care to
patients with cancer during the COVID-19 pandemic.

This paper will outline the key operational and practical
challenges faced by a palliative care team at a tertiary cancer
center during the COVID-19 pandemic and how the team
adapted to best manage their routine practice as well as the
care of patients with advanced cancer and COVID-19.
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General considerations

The PrincessMargaret Cancer Centre (PM) is a tertiary cancer
center in Toronto, Canada; it provides care to over 12,000 new
patients with cancer per year and has 120 inpatient beds. PM
forms part of the University Health Network (UHN), which
also includes two acute care hospitals (Toronto General
Hospital and Toronto Western Hospital); specialized pallia-
tive care is available at each of these sites. The oncology
palliative care service at PM provides care across three areas:
a 12-bed acute palliative care unit (PCU), an inpatient consul-
tation service, and an ambulatory palliative care clinic. The
palliative care team is well integrated across all aspects of the
cancer center, through its clinical work, education programs,
and research promoting the early integration of palliative care
for patients with advanced cancer and their families [11].

Following the declaration of COVID-19 as a global pan-
demic, the cancer executive committee at PM developed a
clinical response to each of three proposed phases (Table 1).
During phase 1, the priority was to maintain a COVID-19-free
cancer center for as long as possible. Patients with cancer and
suspected COVID-19 were diverted to designated acute care
inpatient units at Toronto General Hospital; in exchange,
COVID-19-negative cancer patients admitted at Toronto
General Hospital were transferred to PM for ongoing manage-
ment. During phase 2, Priority A patients (defined as those
with COVID-19 for whom active treatment could not be de-
layed or deferred) were admitted to a cohorted COVID-19-
positive unit at the cancer center. A second unit was designat-
ed for patients under investigation (PUI) for COVID-19, who
were subsequently transferred to COVID-positive or COVID-
negative units, respectively, depending on their test results.
Additional overflow units were identified to accommodate
greater numbers of inpatients (both COVID-19-positive and
COVID-19-negative). For phase 3, the use of unconventional
space was proposed. Although to date phase 3 has not been
activated, all inpatient spaces that had previously been con-
verted for use for office space at UHN were reconfigured for
inpatient use.

Screening booths were set up at all entry points to the
cancer center for staff, patients, and visitors. Patients screen-
ing positive (presenting with symptoms of cough, runny nose,
sore throat, shortness of breath, fever, or travel within the
previous 14 days) were diverted to a specially designated as-
sessment area and tested for COVID-19 if clinically indicated.
Staff were instructed to self-monitor for symptoms suspicious
for COVID-19 and to self-isolate and present for testing if
symptomatic. Test centers were set up adjacent to each hospi-
tal site, to fast track testing for symptomatic staff. Clinical staff
were provided with two procedure masks per shift as well as a
face shield and were instructed to wear these at all times while
providing patient care. N95 respirators were available when
engaged in aerosol-generating procedures.

Restrictions around visitors were initiated, with a strict no
visitor policy across all inpatient areas. Pre-identified excep-
tions included patients who were actively dying; those who
required a family member to provide care (based on cultural or
religious practices); and those lacking capacity to make deci-
sions relating to their care and for whom a virtual consultation
with their substitute decision maker was not feasible.

Ambulatory palliative care clinics

PM has a large ambulatory palliative care clinic with approx-
imately 1500 new patient visits and 4000 total visits annually.
All nine of our MDs have an ambulatory practice, supported
by 3.5 FTE dedicated oncology palliative care nurses and a
patient flow coordinator; a social worker, spiritual care pro-
vider, and occupational therapist are shared with the inpatient
service [12]. Typically, new patients attending our clinic
spend the first 20–30 minutes of their consultation with a
palliative care nurse, who introduces the role of palliative care,
takes a detailed personal and medication history, and reviews
patient-reported outcome measures (the Edmonton Symptom
Assessment System (ESAS) [13] and patient-reported func-
tional status [14]. They also discuss relevant community ser-
vices, such as nursing, personal support workers, and other

Table 1 Phases of pandemic planning with associated PCU admission criteria

Pandemic phase Phase 1 Phase 2 Phase 3

Description COVID-free cancer center Priority A cancer patients with
COVID-19 cohorted on designated
units; patients under investigation
cohorted on a separate unit

COVID-19-positive patients
throughout the cancer center

PCU admission criteria -No CPR
-Patients agree to complete papers

to transition to a longer-term PCU
if unable to go home (3 choices)

-Prioritize admissions from acute hospitals

-No CPR
-Patients agree to complete papers

to transition to a longer-term PCU
if unable to go home (1 choice)

-No CPR
-No need to complete papers to

transition to a longer-term PCU
-Consider admitting patients with

non-malignant disease or
bed-spacing patients with active
goals of care including CPR
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allied health professional supports, making referrals as appro-
priate. Patients are also provided with a binder of resources
and contact information for the team between visits, including
after-hours support [12].

Prior to COVID-19, almost all clinic visits were in-person.
We were in the process of developing broad criteria to facili-
tate the introduction of telehealth visits, as well as installing
the necessary equipment (monitors with webcameras, key-
boards, and microphones) into the clinic, and training staff
around the consent process and use of telehealth services,
using the Ontario Telehealth Network (OTN) [15]. These ef-
forts were accelerated in response to the pandemic. On
March 16, we began to see our first patients using telehealth.
In accordance with directives from the PM executive, we de-
veloped a plan to reduce our in-person visits by 25% on week
1, 50% on week 2, and 75% on week 3, exceeding these
targets by week 2. By April 6, we were seeing approximately
90% of patients via telehealth, and our long-term plans are to
continue to see up to 30% of patients via telehealth.

Ambulatory patients were triaged based on provincial
guidelines and categorized into three groups: Priority A pa-
tients were defined as those with urgent or life-threatening
symptoms (ESAS scores of > 7 for pain, nausea, and/or short-
ness of breath) requiring timely review and for whom in-
person review may be required; Priority B patients as having
non-critical needs but symptoms of moderate intensity (ESAS
scores of 4–7 for pain, nausea, and shortness of breath or > 7
for other symptoms) for whom review was desirable and
could be managed with telehealth; and Priority C patients as
those with stable symptoms (typically < 4 on ESAS) under
routine follow-up for whom a rescheduled or delayed visit
was unlikely to change clinical outcomes [16](Table 2).
Rescheduled visits were tracked using the cancer center’s
newly developed virtual care monitoring system, which of-
fered a standardized approach to determine how (in-person
or virtual visits over the phone or video conference via
OTN) and when patients were reviewed, as well as commu-
nication between physicians, their administrative assistants,
and patient flow coordinators in clinics (responsible for sched-
uling follow-up appointments).

Where possible, all patients were preferentially offered
OTN or telephone visits. In-person visits were offered with
suspected emergent symptoms potentially requiring further
investigation or admission, e.g., spinal cord compression
or bowel obstruction, or a severe pain crisis not manage-
able via telehealth or other virtual supports (Table 2).
Patients were encouraged to continue to call our nursing
line (for concerns during regular working hours) or the
after-hours on-call team in the event of developing new
or worsening symptomatology. We continued to triage
and review new patient referrals, again via OTN, whenever
possible. Written or verbal consent was obtained to com-
municate with patients via email or OTN.

With a move to telehealth visits, our clinical nurse special-
ists continued their role over the phone and emailed the rele-
vant information to the appropriate attending physician as part
of a detailed handover template. Physicians, working on site
or remotely, followed up with each patient to develop a tai-
lored plan to manage their symptoms, conduct advance care
planning and goals of care discussions, provide ongoing emo-
tional support, make referrals to other services as needed, and
arrange follow-up at an appropriate time interval. With the
patient’s consent, contact information and symptom manage-
ment materials were emailed or mailed.

The rapid transition from in-person to telehealth visits has
proven to be both feasible and successful at PM and will likely
continue to be an acceptable option for select patient groups
beyond the pandemic. Although there are important limita-
tions to consider around the use of telehealth (in terms of the
lack of a truly comprehensive multidisciplinary consultation
and the inability to perform a physical examination, as well as
technical and privacy issues), access to telehealth has allowed
us to continue to support our community-based patients where
in-person contact is not advisable. Although there is limited
published data around the use of telehealth in palliative care to
date [17], it has been shown to improve access to palliative
care services (especially for patients living in remote areas);
enhance communication between patients, families, and prac-
titioners; and increase patient and family satisfaction, largely
due to its convenience [18]. Further research around the use of
telehealth by palliative care teams is needed, with a focus on
both patient and provider perspectives.

Acute palliative care unit

Our inpatient service provides care on a dedicated, 12-bed (ten
private rooms and one semi-private room) acute palliative care
unit (PCU) as well as a consultation service for patients ad-
mitted to the oncology units at PM. Usually, attending physi-
cians rotate on a monthly basis between the acute PCU and the
consult service. For the duration of the pandemic, the inpatient
teams were split into two distinct teams (one covering the
PCU and one the consult service, each with four physicians)
to minimize the risk of infection and exposure among the
entire team. Physicians were assigned to cover either service
on a weekly rotational basis, with back-up physicians avail-
able in the event of increased workload, illness, or exposure.
There was broad acceptance at UHN that the role of palliative
care teams would be a vital component of the response to
COVID-19. Through the UHN redeployment program, vol-
unteer family physicians were identified who could work
alongside palliative care physicians to support the inpatient
palliative care teams in the event of illness, exposure, or over-
whelming numbers of patient referrals.
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The PCU typically admits patients with acute symptom
needs for a brief period of assessment and management.
Admission criteria include acceptance of a no cardiopulmo-
nary resuscitation (no CPR) order and a willingness to consid-
er transfer to a longer-term PCU (and to complete applications
to three such units) if unable to transfer home once the acute
symptom issues have been resolved [19]. The average length
of stay is typically 10–14 days [20]. Daily rounds are interdis-
ciplinary, attended by nursing staff (three to four per shift),
two staff physicians, a clinical nurse specialist, occupational
and physiotherapists, social worker, music and art therapy, as
well as learners (medical students, residents, and fellows). In
order to maintain staff health and safety, social distancing
measures were introduced for daily rounds. Team members
phoned into rounds whenever possible, and nurses provided
handover one-by-one instead of collectively.

Our PCU was designated as COVID-19-free. Our priority
was to facilitate timely admissions from other hospitals or
from the community and if possible to reduce the numbers
of patients attending the emergency department. COVID-
negative cancer patients with palliative care needs at our acute
hospitals (Toronto General Hospital and Toronto Western
Hospital) were preferentially transferred to the PM PCU to
facilitate care of COVID-19-positive patients at these acute
care hospitals. Stable inpatients in the PCU were transferred
home or to longer-term PCUs when feasible to facilitate ex-
pedited admissions. Community patients continued to have
access to the PCU as needed; these patients all underwent

screening prior to and immediately upon admission. Where
there was a concern about a potential diagnosis of COVID-19,
patients were admitted temporarily to the PUI unit, while
COVID testing was completed. Depending on test results,
patients were moved to the PCU once a negative result was
confirmed, or to a COVID-19 positive unit, where their needs
were managed by our inpatient consultation team (see below).

Acknowledging that symptoms of COVID-19 may present
at any point over the course of an admission, a low threshold
was adopted to retest patients who developed any new or
concerning symptoms for COVID-19. Private rooms were
utilized preferentially, and patients were discouraged from
leaving their room during their admission, except to undergo
tests or procedures; when outside of their room, patients were
provided with procedure masks. Patients who tested positive
for COVID-19 while on the PCU (one to date) were trans-
ferred to a designated unit at Toronto General Hospital for
ongoing care. Team members exposed to a COVID-19-
positive patient were supported by occupational health, and
appropriate contact tracing measures were undertaken to en-
sure all potentially exposed individuals (staff, patients, and
visitors) were informed and supported. No patients or staff
exposed to COVID-19 subsequently tested positive.

Our admission criteria were revised to accommodate the
rapid transfer of patients (Table 1). Our unit was providedwith
an iPad to help patients to stay connected with family and
friends and to facilitate family meetings; our music therapist
offered virtual song writing sessions for interested patients. A

Table 2 Pandemic plan for
managing outpatients with cancer Priority level and definition Examples

A: Patients who require urgent assessment and
treatment due to an unstable clinical presentation,
life-threatening symptoms, or significant distress
related to physical or psychological symptoms

-Patients with select ESAS scores ≥ 7
(pain, nausea, or shortness of breath)

-Patients on or requiring continuous ambulatory
delivery device pumps, methadone, or other
interventions requiring specialist palliative care
assessment or intervention

-Patients exhibiting signs and symptoms of possible
opioid toxicity

-Patients with symptoms suggestive of an oncologic
or non-oncologic emergency (e.g., spinal cord
compression, bowel obstruction, SVC obstruction,
pulmonary embolus)

B: Patients with non-critical needs -Patients with ESAS scores ≥ 7 not included under
Priority A

-Patients with select ESAS scores ≥ 4 but < 7 (pain,
nausea, shortness of breath)

-Patients requiring assessment or management of
ascites or pleural effusions, where an intervention
(e.g., point-of-care ultrasound) may be provided
in clinic

C: Patients for whom services can be delayed without
an anticipated change in clinical outcomes

-Ambulatory patients who are stable seen in ongoing
follow up (ESAS scores < 4)

-Early palliative care referrals, including study patients
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major barrier to admissions was the restriction around visitor
numbers and visiting hours at PM, with many patients opting
to stay at home rather than be separated from loved ones. For
patients on the PCU requiring support from a family member,
one designated and pre-screened visitor per day for up to 2 h
was permitted at the discretion of the unit manager. These
hours were increased up to eight hours, including overnight,
for patients considered to be in their last days or hours.

There is scant literature on changes in practice of hospices
and PCUs during the COVID-19 pandemic. One other paper
described approaches to admission criteria, in particular cre-
ating COVID-positive and COVID-negative hospices [21].
This paper and one other described changes to visitor policies
and the challenges of balancing safety with compassion and
grief, especially at the end-of-life [21, 22]. The first paper
described how a daily phone call from the unit psychologist
provided updates and psychological support to families un-
able to visit in-person [21]. The other paper described how
additional challenges, including the suspension of volunteer
services, can lead to even greater isolation for inpatients [22].
The use of technology to allow patients and team members to
connect with each other and with families warrants further
exploration in the palliative care literature.

Inpatient consultation service

The PM inpatient consultation service provides support to
patients admitted to the malignant hematology and medical
and radiation oncology units, with physicians working along-
side two clinical nurse specialists. Referrals are made to the
consultation team by hospitalists who are responsible for the
daily care of inpatients on the oncology wards. These consults

are usually for complex symptom management, goals of care
conversations, and support around discharge planning with
community palliative care supports.

Daily team rounds were conducted via teleconference rath-
er than in-person to maintain appropriate social distancing. A
triage tool was developed along with the hospitalist team to
identify those patients who might be managed with virtual
support from the palliative care team and those who would
continue to require face-to-face support (Fig. 1). One physi-
cian was assigned as the primary contact for the COVID-19
cohorted units and the PUI unit at the cancer center, rotating
on a weekly basis, providing virtual and in-person supports as
needed to the patients and teams covering these units, with
back-up from a second physician as needed. In the event of
large numbers of patients with COVID-19 requiring specialist
palliative and end-of-life care on these units, we developed a
plan to assume most responsible physician status for these
patients rather than as consultants. Arrangements were made
with each consulting unit to provide the palliative care team
with the necessary PPE to review patients safely.

PM does not have an intensive care unit (ICU); instead
patients are transferred via a bridge to an ICU at an adjacent
hospital. Provincial guidelines were disseminated and adopted
outlining a triage process for accessing ICU beds and ventila-
tors during the anticipated surge period of the pandemic; pa-
tients with advanced cancer and poor prognosis were identi-
fied as being unsuitable for ICU admission in these instances
[23]. Detailed plans including order sets for end-of-life symp-
tom management and continuous palliative sedation therapy
for use by non-specialist physicians were developed to sup-
port patients from the cancer center and their families in the
event of transfer out of the ICU (or lack of suitability for ICU
admission) for end-of-life care. Conversation guides were

Palliative Care Pandemic Inpatient Consult Triaging Tool 

Priority A- In Person Consultation
Severe symptoms refractory to initial most responsible physician (MRP) management. 

Patients on or requiring an infusion pump for refractory pain, shortness of breath, agitation.

Patients experiencing intolerance or adverse effects from opioid therapy. 

Patients with refractory symptoms who are actively dying.

Goals of care (GOC) discussion requiring specialist palliative care input regarding code status or 

acute treatment decision potentially impacting location of care for a patient at risk for 

decompensation and possible transfer to the Intensive Care Unit.

Priority B- Remote/Virtual Consultation and follow-up care through communication with MRP 
team
Symptomatic patients not meeting ‘Priority A’ criteria.

Patients and families experiencing psychosocial distress relating to transitioning to palliative care 

philosophy.

MRP team requires support and coaching with respect to GOC conversations (i.e., identifying 

patient/family/substitute decision maker’s disease understanding, hopes, expectations, values, 

acceptable tradeoffs, code status, desired location of death, etc.)

MRP team requires support and coaching for palliative planning such as home care referral, referral 

to a palliative care team in the community or palliative care unit applications.

Note: Inpatient care is at the discretion of the physician providing care. Priority A and B criteria may change based on team 
staf�ing and safety.

Fig. 1 Inpatient consultation
triage tool
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developed to support goals of care discussions around the
allocation of ICU beds based on best practice guidelines such
as the VitalTalk program [24].

For patients on the inpatient consult service, minimizing
team exposure to COVID-19 while maintaining a responsive
and available service was the priority. There is very little lit-
erature around the specific role of palliative care consultation
services during a pandemic [7]. It has been suggested that
referral criteria should be reviewed in the context of
COVID-19, especially for COVID-negative patients, and re-
sponsibilities shared with allied health professionals such as
social workers (for assistance with disposition planning) or
spiritual care for emotional support were possible [9].
Similar to our experiences, other centers have adopted segre-
gated team models to minimize exposure [25] and developed
local clinical guidelines to support non-specialist teams in the
management of COVID-related symptoms such as dyspnea,
delirium, and respiratory secretions [8] and engaged in educa-
tional opportunities across the cancer center to promote and
highlight these guidelines.

Research and education

Research and education are at the cornerstone of activities at
PM, which is affiliated with the University of Toronto. In
response to the pandemic, non-essential research was imme-
diately suspended at the PM as it was at other cancer centers
[26]. Recruitment of new patients to any existing intervention-
al studies was stopped, and follow-up visits with previously
enrolled patients were conducted remotely or deferred where
possible, with appropriate amendments to the research proto-
col as needed. Non-interventional research, including chart
reviews and systematic or literature reviews, was continued
at the discretion of the principal investigator. Research per-
sonnel were redeployed to work at screening centers or to
assist with administrative data or non-patient facing research
work including manuscript and report writing.

Palliative care educational endeavors prioritized the devel-
opment and dissemination of resources for non-specialist
teams around symptom management and communication
skills. Videos, slide decks, and order sets were developed by
the UHN palliative care team to assist frontline staff in the
management of severe dyspnea and other symptoms at the
end-of-life [27]. Palliative care residents and fellows helped
with the development of these educational resources and be-
came skilled in the use of telehealth. Learners were assigned to
work either in the inpatient or outpatient setting, rather than
rotating between settings, and teaching sessions continued
either one-on-one with attending physicians or virtually, to
ensure the educational experience of learners was not nega-
tively impacted by the pandemic.

There was a focus on wellness and self-care for both
trainees and staff, with support from our Department of
Psychosocial Oncology. Trainees were excused from clinical
duties to attend weekly wellness sessions, and an array of
supports were developed for and shared among all teammem-
bers including connected social distancing strategies; virtual
yoga, and mindfulness sessions, as well as recommendations
around diversions such as arts and culture apps.

Conclusions

Providing palliative care in oncology settings during the
COVID-19 pandemic requires consideration regarding not on-
ly to how to respond to the pandemic itself but also how to
continue to support patients with advanced cancer at risk of
developing COVID-19. Maintaining existing services across
both inpatient and outpatient settings, while simultaneously
planning for a potential surge of highly symptomatic patients
with complex end-of-life care needs, poses challenges in terms
of resources, education, and service provision.

The vital role played by palliative care teams during the
COVID-19 pandemic is clear, both in caring for patients with
COVID-19 and in continuing to provide seamless oncology
palliative care. Pandemic planning documents and guidelines
developed for COVID-19 will be useful for future pandemics
or natural disasters; sharing these between centers internation-
ally may help to build collaborations. Further research around
the use of telehealth by palliative care teams, both inpatient
and outpatient, is required.
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