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A lthough no one can predict the 
future, the similarities between 
H5N1 influenza and the deadly 

Spanish Flu of 1918 are disturbing. 
Certainly in this time of rapid travel and 
high population density we are extreme-
ly vulnerable to a rapidly spreading, 
deadly disease. Whether it proves to 
be H5N1 or some other public health 
emergency, preparing for a pandemic is 
imperative.

Because of the work that we do every 
day, palliative medicine specialists and 
hospice and palliative care teams should 
be particularly active and involved in 
preparing for pandemics.

We bring a vital perspective to the pre-
paredness efforts; we genuinely care 
•	 for the terminally ill patients who 

are not likely to get a hospital bed 
or other scarce medical resource in a 
time of crisis

•	 for the large numbers of patients who 
will be triaged to “comfort care only,” 
however that is defined

•	 for our teams and organizations that 
need to be functioning extremely well 
at a time of crisis in order to meet 
these needs

•	 for our families and communities 
who will need our support and care 
at home and need our presence after 
the pandemic has passed.

Meeting these extraordinary needs 
poses great challenges on many levels, 
but we can prepare for a pandemic.

Lessions Learned from 
Palliative Care

As palliative medicine specialists we 
can help our communities work effec-
tively to provided needed care. Hospices 
and palliative care teams have pro-
vided needed services and coordinated 
resources for many families in times of 
personal crises. We recognize the needs 
of families and volunteers to care for 
critically ill patients in their homes, in 
nursing homes or retirement centers, or 
in hospice or hospital inpatient units. We 
have already learned to effectively orga-
nize resources—financial assets, human 

resources, and personal strengths.
We have much to offer our colleagues, 

who may not be familiar with the man-
agement of respiratory failure outside an 
ICU, with palliating end-stage symptoms, 
or with helping patients, families, and 
staff members cope with multidimension-
al crises. They will need our help in caring 
for the patients triaged to “comfort care 
only.” These patients deserve high-qual-
ity, humane, compassionate, ethical, and 
effective care—even if the ICU and other 
resources are being used by others. Our 
colleagues may also need our help coping 
with death and dying. We will all need 
help from each other to grieve effectively 
and continue on.

Recommendations
We must become more engaged 

with our communities, which will be 
the “center of mass” of our efforts. 
Interinstitutional, neighborhood, and 
personal interactions can all be used 
to heighten awareness, build partner-
ships, detect particular vulnerabilities, 
and develop a cohesive action plan. If the 
priorities and plans are developed by the 
community, the required sacrifices are 
much more likely to be forthcoming.

We must expand our educational out-
reach with presentations, materials, and 
personal appeals to help our colleagues 
and institutions increase their skills and 
competence.

Our patients will be best served by a 
strong and healthy workforce that feels 
protected and supported. This kind of 
workforce will be able and willing to 
take the risks involved in providing 
care in this challenging time. We should 
strongly consider:

Increasing strength and health
•	 Provide tangible rewards for health-

care workers who see their physicians 
annually, increase their aerobic capac-
ity, increase their flexibility or upper 
body strength, and move closer to 
their ideal weight.

•	 Assist workers in obtaining an addi-
tional 3-month supply of their per-
sonal medications.

Providing protection and support
•	 Assist workers in making the neces-

sary child and elder care arrange-
ments so they can be available when 
schools and most day care facilities 
are closed.

•	 Provide training, equipment, and 
medication to prevent staff from 
becoming ill, including the following:
–	 large supplies of personal protec-

tive equipment in all service loca-
tions.

–	 training in how to avoid contami-
nation from such common move-
ments as hand from keyboard to 
nose.

–	 microbiological testing to ensure 
that such training and practice are 
effective.

–	 adequate supplies of antiviral 
medication for prophylactic use by 
frontline workers.

•	 Provide extensive preparations to 
ensure that healthcare workers do not 
take a deadly disease home to infect 
their families. These measure could 
include
–	 setting up facilities to allow work-

ers to change into (disposable) 
scrubs before starting work and to 
wash extensively and remove these 
scrubs before leaving the facility. 
These facilities should be available 
to both hospital/inpatient unit-
based workers and those making 
home visits.

–	 enforcing the use of these facilities 
and confirming success with micro-
biologic testing.

•	 Develop clear policies to describe the 
appropriately generous compensation 
that will be awarded to those that take 
the risks inherent in providing such 
care.

•	 Establish clear policies and proce-
dures to reassure workers that should 
they or their families become ill, they 
will be first priority for full intensive 
care efforts.

•	 Reevaluate insurance coverage to 
reassure workers that should they 
die from an occupationally acquired 



disease, their families will not suffer 
financially.

•	 Because the above preparations are 
very costly and some staff will not be 
willing to take the risks involved in 
hands-on care, every effort should be 
made to develop means of working 
from home.
–	 Telephone support for patients tri-

aged to “comfort care only” should 
be developed in conjunction with 
local hospices and hospital emer-
gency centers.

–	 Stockpiling, telephone prescribing, 
and backup delivery methods for 
essential pharmaceutical agents 
should be developed and imple-
mented.

–	 Team meetings using internet meet-
ing software should be practiced 
extensively.

–	 Web-based electronic medical 
record access should be available 
to all patient care staff.

–	 Protocols for “speakerphone con-
sults and hospice admission visits” 
should be developed and practiced 
in hospital, nursing home, and 
home settings.

Pandemic Preparedness 
Offers Opportunities

Our communities can pull together now 
so when a pandemic has passed we can 
recognize heroic contributions to the com-
mon good and know that we did all we 
could. In the process, we might come 
closer to consensus on just methods of allo-
cating our limited healthcare resources.

Our teams and colleagues can become 
much more proficient at caring for the 
gravely ill. Palliative medicine might 
be widely recognized for the significant 
contribution it is making, and be sup-
ported accordingly.

Certainly we can use this opportunity 
to muster our personal and organization-
al resources. We can develop physically, 

socially, psychologically, and spiritually 
to meet this challenge.
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