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Ensuring goal-concordant care for older adults with
COVID-19 is an important challenge for hospitalist
providers. While goal-concordant care is widely accepted as
an important concept, prognostic uncertainty and the heavy
burden of COVID-19 infections among hospitalized older
adults create distinct challenges for clinicians caring for
these patients. Further, the prioritization of health outcomes
varies in older adults, along with what medical interventions
they are willing to receive in order to achieve goals such
as life prolongation, symptom control, and preservation of
function (1). Appreciation of these concepts are central to
providing goal-concordant care despite the many challenges
imposed by the COVID-19 pandemic. Geriatric medicine
and palliative care clinicians receive specific training in
balancing future uncertainty with current clinical status,
making them well poised to support clinical teams in
making complex decisions for older adults hospitalized with
COVID-19.

The importance of early goals of care and advance care
planning conversations for older adults hospitalized with
COVID-19 has been clearly outlined (2). Given prolonged
respiratory failure and long hospitalizations, outcomes for
mechanically ventilated older adults continue to evolve.
Overall, the disease is characterized by high mortality
among patients requiring intensive care, with worsening
outcomes with increasing age (3). The longer-term clinical
trajectories of non-mechanically ventilated but seriously ill
older adults are not well characterized. However, worsened
health trajectories in mobility, self-care, and cognition
seem likely in a high proportion of patients. Variability
is substantial in patient and family willingness to decline
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intensive care interventions, even in the face of serious
illness. Geriatrics and palliative care consultants bring
specialized training and experience navigating goals of care
in medically complex older patients facing serious illness
and supporting those who care for them.

The COVID-19 pandemic also poses significant
limitations on communication between patients, caregivers,
and their clinicians. Increased clinical volume, high patient
acuity, restricted visitation of family and caregivers, and
isolation precautions present limitations in carrying out
inpatient goals of care discussions. Conversations between
medical providers and patients or their surrogate decision-
makers often occur virtually. Due to illness or comorbidity,
patients may be unable to participate in medical decision
making. Patients coming from residential facilities often
have had visitor restrictions in place and have been unable
to see family members or surrogate decision makers
for weeks or months before hospitalization. Clinical
status may also decline quickly and unexpectedly due to
COVID-19, necessitating rapid clarification of goals of
care. Meanwhile, high medical floor census volumes with
strained hospitalist staffing may impact the time available
for clinicians to devote to critical but time intensive
goals of care discussions. Finally, clinicians caring for
hospitalized patients may practice outside of their usual
scope of practice and feel particularly challenged addressing
complex goals of care in critically ill older patients without
specialized communication skills training. The COVID-19
pandemic offers an opportunity for specialists in geriatrics
and palliative care to support overwhelmed clinicians,
particularly those providing care outside their areas of
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expertise or comfort level, or for those managing large
censuses.

In response to these challenges at Yale New Haven
Hospital, the inpatient geriatric medicine and palliative care
consult teams collaborated to provide targeted inpatient
consultations for older patients with COVID-19. Consult
leaders engaged representatives from hospitalist medicine,
critical care teams, and academic medical services to identify
areas of greatest geriatric and palliative care support needs in
advance care planning. Given the perceived need for prompt
and accurate ascertainment of goals of care on admission in
a high-risk patient cohort and the potential benefit to the
patient, family, and healthcare provider through facilitating
clear lines of communication , we focused our initiative
on hospitalized adults >65 with COVID-19 in non-ICU
settings. When determining the optimal model of delivery,
we considered several factors. Prior research investigating
the outcomes of early palliative care consultations in an
intensive care setting found an increased likelihood for code
status to change from full code to do-not resuscitate and
observed reduced direct costs (4). While the goal of our
intervention was to increase access to goal-concordant care
rather than a specific code status outcome, we considered
early palliative care discussions an important component in
providing patients and families access to critical decision-
making support. Secondly, we recognized the need to
facilitate prompt consultation through the use of a virtual
triggered consult model, that had been proposed as a method
for improved efficiency and patient outcomes through early
access to subspecialty care (5). With respect to triggered
palliative care consults, recent data has also demonstrated its
association with a higher rate of transition to DNR/DNI and
with higher rates of transfer to hospice care compared with
patients who did not receive palliative care consultation (6).

Consequently, we used a palliative care nurse coordinator
to screen patients daily in non-ICU settings to identify
those who met inclusion criteria for consultation, which
included COVID-19 positive patients aged >65. Patients
aged 65-79 were staffed by the palliative care consult
service, while those aged >80 were staffed by the geriatrics
consult service. After identifying the patients, the palliative
care nurse coordinator notified the covering provider
that a given patient met criteria for consultation by our
combined geriatrics and palliative care consult service. With
permission, the nurse coordinator placed an electronic
consultation order. The goal of targeted consultation
was two-fold: (I) to address goals of care and support
communication between the patient, family/guardian, and

© Annals of Palliative Medicine. All rights reserved.

971

primary team, and (II) to provide recommendations for
symptom control including, but not limited to, dyspnea,
delirium, and agitation. We performed consultations
through electronic medical record review, telephone
conversations with medical teams and nurses, telephone
and video visits with patients, and telephone and video
conversations with families or legal guardians/conservators.
Formalized scripts were developed and reviewed together as
a team to help guide conversations assessing patient values
and goals and to make specific healthcare intervention
recommendations.

Daily virtual meetings were held with the interdisciplinary
team, including geriatric medicine and palliative care
attending physicians, fellows, advance practice providers,
palliative care social workers, palliative care chaplains, and
a palliative care pharmacist. During meetings, the team
reviewed patient, family and front-line clinician needs. We
developed a daily multidisciplinary plan using available
resources. Meetings also served as a mechanism to discuss
difficult cases and guide ongoing development in building
communication skills for clinicians, trainees, and nurses.

To date, the geriatric medicine and palliative care teams
have consulted on over 100 hospitalized older adults with
COVID-19, providing support and education to patients,
caregivers and surrogate decision makers, primary medical
teams, and trainees. With the support of palliative care
social work, we helped families navigate complex care and
placement decisions due to the pandemic. Palliative care
chaplaincy encouraged patients and families to share life
stories, values, and beliefs to find meaning and comfort
in a time of crisis. Our team shared information between
patients, families, and hospitalist providers, building
empathy and meaning in patient interactions, especially
in situations where patients were unable to communicate.
Through regular communication with patients, caregivers
and medical providers, we helped promote compassionate,
goal-concordant care. The collaborative effort between
geriatrics and palliative care consult services allowed
pooling of resources, as well as structured multidisciplinary
rounds to share clinical and operational expertise, support
individual consult providers, and monitor workflow as the
pandemic waxed and waned. Future studies will assess the
impact of this initiative on patient outcomes, including
ICU utilization, transition to do-not-resuscitate orders,
transition to comfort measures, and patient experience. Our
intervention focused on older patients due to the adverse
outcomes observed in this population, as well as their
unique set of psychosocial and decision-making needs. It
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is important, however, to acknowledge that other factors
besides age, notably race and ethnicity, may also identify key
populations at risk for disparities in palliative and geriatritic
care services (7). These factors and potential interventions
will need to be considered further in future research. We
also seek to evaluate the experience of the primary medical
and hospitalist teams, as well as resident and trainee
educational impact. The initial widespread acceptance of
this program at our institution, however, underscores the
need for a continued structured, multidisciplinary approach
in providing patients, families/guardians, and the front-line
hospital medical floor teams support for developing early
advanced care plans, that accurately reflect patients’ specific
needs and preferences.
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