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OBJECTIVES: Patient- and family-centered end-of-life care can be difficult to 
achieve in light of visitation restrictions and infection-prevention measures. We 
evaluated how the 3 Wishes Program evolved to allow continued provision of 
compassionate end-of-life care for critically ill patients during the coronavirus di-
sease 2019 pandemic.

DESIGN: This is a prospective observational study where data were collected 1 
year prior to the coronavirus disease 2019 pandemic and 1 year after (from March 
1, 2019, to March 31, 2021). The number of deceased patients whose care in-
volved the 3 Wishes Program, their characteristics, and wishes were compared 
between prepandemic and pandemic periods.

SETTING: Six adult ICUs of a two-hospital health system in Los Angeles.

PATIENTS: Deceased patients whose care involved the 3 Wishes Program.

INTERVENTIONS: The 3 Wishes Program is a palliative care intervention in 
which individualized wishes are implemented for dying patients and their families.

MEASUREMENTS AND MAIN RESULTS: During the study period, the end-
of-life care for 523 patients involved the 3 Wishes Program; more patients re-
ceived the 3 Wishes Program as part of their end-of-life care during the pandemic 
period than during the prepandemic study period (24.8 vs 17.6 patients/mo;  
p = 0.044). Patients who died during the pandemic compared with prepandemic 
were less likely to have family at the bedside and more likely to have postmortem 
wishes fulfilled for their families. Compared with the 736 wishes implemented 
during the prepandemic period, the 969 wishes completed during the pandemic 
were more likely to involve keepsakes. Wishes were most commonly implemented 
by bedside nurses, although the 3 Wishes Program project manager (not involved 
in the patient’s clinical care) was more likely to assist remotely during the pan-
demic (24.8% vs 12.1%; p < 0.001).

CONCLUSIONS: Bedside innovations, programmatic adaptations, and institu-
tional support made it possible for healthcare workers to continue the 3 Wishes 
Program and provide compassionate end-of-life care in the ICU during this 
pandemic.

KEY WORDS: coronavirus disease 2019; end-of-life; intensive care unit; 
palliative care; pandemic; patient-centered care

The coronavirus disease 2019 (COVID-19) pandemic has drastically 
changed how patients receive medical care and how some patients die. 
The need for social distancing, personal protective equipment (PPE), 

and visitation restrictions (1) has resulted in hospitalizations characterized by 
isolation and separation of patients from their families. Many patients, with or 
without COVID-19, have died without family at the bedside (2–4). Dignified, 
patient- and family-centered end-of-life (EOL) care is needed more than ever in 
ICUs but can be difficult to achieve during a time when strict infection-preven-
tion measures are necessary and resources are stretched thin (5–7). Although 
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the goals of palliative care to relieve suffering by 
addressing the patients’ and families’ physical, social, 
psychologic, and spiritual needs (8, 9) remain funda-
mental, access to a palliative care specialist for EOL care 
can be limited during periods of high demand (6, 10).  
As such, the ability of frontline healthcare workers 
(HCWs) to provide “primary” palliative care becomes 
essential (6, 10, 11).

The 3 Wishes Program (3WP) is a palliative care inter-
vention in which the clinical team elicits and fulfills final 
wishes for their dying patients and their families, after 
having conversations with their families to get to know 
them as individuals (12). Patients and families are eligible 
for the 3WP when the treating team determines that the 
probability of dying is greater than 95% or if there is a 
decision to withdraw or withhold advanced life support. 
HCWs ask how they might bring comfort to a dying pa-
tient and their family in the final hours or days of life. 
Wishes may be those of the patient, family, or clinicians, 
and are often simple, inexpensive, and easily achieved. 
Studies have shown that these small acts of kindness can 
ease family grief, enrich interpersonal connections, cele-
brate legacies, and enhance clinician satisfaction (12–16). 
Initiated and implemented predominantly by frontline 
HCWs, the 3WP is a form of primary palliative care 
that can be implemented without specialist consultation, 
modified to meet the needs of any group of patients and 
families (17). Our objective was to evaluate how the 3WP 
evolved to allow continued compassionate EOL care in 
several ICUs during the COVID-19 pandemic.

MATERIALS AND METHODS

Study Design and Setting

This prospective observational study was conducted 
in six adult ICUs (130 total ICU beds) of a two-hos-
pital health system in Los Angeles (Ronald Reagan 
University of California, Los Angeles [UCLA] Medical 
Center and UCLA Santa Monica Medical Center). This 
study was approved by the health system Institutional 
Review Board (17-001422), reported in accordance 
with the Standards for Quality Improvement Reporting 
Excellence 2.0 guideline (18).

For this comparative study, data were collected 1 
year prior to the COVID-19 pandemic and 1 year 
after the start of the pandemic (from March 1, 2019, to 
March 31, 2021). On March 11, 2020, the World Health 
Organization declared COVID-19 as a global pandemic 

(19). By March 31, 2021, there had been 1,158,657 cases 
of COVID-19 in Los Angeles County, CA (20). During 
the pandemic, visitation restrictions in this health 
system depended on community infection rate, ranging 
from a universal no-visitation policy to a policy allowing 
two healthy visitors per non-COVID patient, whereas 
patients with COVID-19 were not allowed any visitors 
unless they were dying (21). Nonessential personnel 
were prohibited from visiting the hospital. Patient inter-
actions with spiritual care and social work became vir-
tual only. We documented innovations contributing to 
3WP sustainment and expansion in this period.

Method for Health Systemwide 3WP Expansion

The 3WP was initiated at this institution in the Medical 
ICU of one hospital on December 21, 2017, and sequen-
tially introduced and expanded to other ICUs in the health 
system (two ICUs were added to the program per year). 
Prior to expansion to each ICU, the principal investigator 
(PI) gave a presentation that included the objectives of the 
program, examples of wishes, and prior research on the 
influence of the 3WP on families and clinicians.

Each unit was then asked to identify at least two 
nurse champions to serve as “on-the-ground” leaders 
for the unit. An institutional project manager, who 
provides administrative support, was available to assist 
frontline HCWs with wish implementation. The 3WP 
project manager led training sessions using role-play 
and training videos (also online) (22) to familiarize 
unit champions with how to initiate and implement 
3WP (23). Unit champions subsequently mentored 
their colleagues, to share implementation among all 
unit nurses. Presentations and training sessions were 
in-person prior to the pandemic, then virtual for units 
that started providing 3WP after March 2020. Prior to 
launching in each unit, the project manager supplied 
the unit with an inventory of commonly used sup-
plies (i.e., fingerprint keepsakes, blankets, frames, and 
speakers) and 3WP brochures. Supplies and access to 
the 3WP manager were at no cost to the units and were 
funded by philanthropic and institutional supports to 
the 3WP. Unit-specific 3WP enrollments and accom-
plishments were shared via monthly “At-a-Glance” 
summary flyers (Fig. 1). Quarterly 3WP meetings were 
held with unit champions to discuss progress, new 
ideas, and concerns. Because the 3WP is led by front-
line staff, the sharing of personal stories and quanti-
tative data during presentations to the staff, hospital 
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leadership, and other potential supporters was crucial 
in obtaining support.

The majority of wishes were elicited in-person but 
those for patients isolated with COVID were over 
the phone. Wishes were documented and character-
ized; Characteristics (including Acute Physiology and 
Chronic Health Evaluation II score, use of life-sustain-
ing treatments, and COVID-19 status) of the dying 
patients who participated were abstracted from the 
electronic medical record.

Statistical Analysis

The number of deaths in each ICU per month dur-
ing the study period was obtained from the institution’s 
Information Services and Solutions. The monthly number 
and proportion of deceased patients who received care 
involving the 3WP was calculated and compared between 

prepandemic (from March 1, 2019, to March 11, 2020) and 
pandemic (from March 11, 2020, to March 31, 2021) peri-
ods. Characteristics of patients and wishes were expressed 
in three groups: 3WP patients during the prepandemic 
period, 3WP patients without COVID-19 during the 
pandemic, and 3WP patients with COVID-19 during 
the pandemic. Data are presented using means (standard 
deviations) or medians (interquartile ranges). Bivariate 
comparisons between prepandemic and pandemic pa-
tient groups were performed using χ2 tests and t test, as 
appropriate. Analyses were performed using the STATA 
software, Version 14 (StataCorp, College Station, TX).

RESULTS

Sustainability and Growth During the Pandemic

During the 25-month study period, there were 523 
patients/families who received the 3WP as part of 

Figure 1. Example of “At-a-Glance” Sheet. These informational sheets are created monthly and individualized for each ICU (this 
example was for the Ronald Reagan Medical ICU for the month of March 2021). It displays the number of 3 Wishes Program (3WP) 
patients, wishes achieved, and approximate costs per patient. ECG = electrocardiogram.
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their EOL care. The number of patients whose EOL in-
corporated the 3WP increased over time as the 3WP 
was expanded to all six adult ICUs (medical ICU, neu-
rocritical care unit, cardiac care unit, cardiothoracic 
ICU, liver transplant ICU, and an academic commu-
nity hospital mixed-use ICU) by the end of the study 
period (Fig. 2). The neurocritical care unit and cardiac 
care unit implemented the program after the pandemic 
started. There were more patients who received the 
3WP as part of their EOL care during the pandemic 
period than during the prepandemic study period 
(24.8 vs 17.6 patients per month; p = 0.044), aligned 
with a significantly higher proportion of patients who 
had the 3WP incorporated into their care in the pan-
demic period (47.8% vs 36.2%; p = 0.020).

Various bedside innovations, programmatic adap-
tations, and institutional support enabled the 3WP 
at this institution to grow despite the restrictions and 
limitations imposed by the pandemic (Fig. 3). HCWs 
facilitated virtual spiritual care, social work visits, and 

family gatherings and farewells via hospital-provided 
iPads with HIPAA-compliant video-conferencing 
platforms. With infection prevention and institutional 
agreement, an EOL visitation policy was created to 
allow the use of compassionate PPE for one healthy 
family member to visit a patient dying from COVID-19.  
For dying patients who did not have COVID-19, an 
adjacent outdoor terrace was used to host a few small 
socially distanced gatherings (i.e., a wedding, Mariachi 
band performance) with departmental approval and 
following public health policies.

To provide families infection-free fingerprint keep-
sakes of patients who died of COVID-19, the 3WP team 
and infection prevention team adapted the hospital’s 
protocol for Ultraviolet Germicidal Irradiating of N95 
masks and created a similar protocol for keepsakes 
(eSupplement 1, http://links.lww.com/CCX/A816). 
During the pandemic, HCWs were encouraged to con-
tact the project manager working remotely to assist with 
the offering of electrocardiogram (ECG) keepsakes to 

Figure 2. 3 Wishes Program (3WP) growth over time. Number of patients, by ICU, whose end-of-life care incorporated the 3WP since 
initiation. The 3WP started in the medical ICU of Ronald Reagan University of California, Los Angeles Medical Center in December 2017 
and was sequentially expanded to all six ICUs in the health system.

http://links.lww.com/CCX/A816
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families who were unable to be at the bedside of their 
dying loved ones, which can be created at any time using 
remote electronic medical record access. Hospital vol-
unteers (not clinically trained) who were barred from 
the hospital during the pandemic connected with the 
3WP team and developed a creative way to contribute 
remotely. Three volunteer artists transformed finger-
prints obtained by HCWs on blank white paper into 
one-of-kind personalized commemorative paintings for 
families (eSupplement 2, http://links.lww.com/CCX/
A816). Obtaining family addresses and sending keep-
sakes via the mail were routine, at no cost to families.

Clinicians from the neurocritical care ICU and the 
cardiac care unit, who were previously not participating 

in the 3WP, were recruited via e-mail and trained with 
video conferencing. The institution’s media, marketing, 
and development departments helped the program stay 
visible through local 3WP website development (22),  
news media releases (24–26), and fundraising events. 
Quarterly 3WP meetings continued virtually and pro-
vided 3WP champions an opportunity to debrief, share 
creative ideas, and hear updates on patient and family 
engagement and program achievements.

3WP Patients

Of the 523 patients who received 3WP as part of their 
EOL care, 215 died during the prepandemic period 

Figure 3. 3 Wishes Program (3WP) sustainability. Bedside innovations, programmatic adaptations, and institutional support allowed the 
3WP to be sustained during the pandemic. ECG = electrocardiogram, UV = ultraviolet.

http://links.lww.com/CCX/A816
http://links.lww.com/CCX/A816
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and 308 died during the pandemic (106 [34.4%] of 
whom died with COVID-19) (Table  1). In bivariate 
comparisons with prepandemic patients, patients who 
died during the pandemic (whether with or without 
COVID-19) were not different in age, gender, spir-
itual belief, or length of stay. In bivariate compari-
sons with prepandemic 3WP patients, 3WP patients 
with COVID-19 were more likely to have respiratory 
failure (39.1% vs 84.0%; p < 0.001), require mechan-
ical ventilation (75.4% vs 87.7%; p = 0.01), and die in 
hospital (98.1% vs 92.1%; p = 0.03). During the pan-
demic, family or friends were significantly less often 
at the bedside at the time of death (96.5% of patients 
during prepandemic period, 53.9% of patients without 
COVID-19 during the pandemic, and 25.0% of patients 
with COVID-19; p < 0.001). The 3WP was most com-
monly initiated by the bedside nurses for patients dur-
ing the entire study period (75.7% overall). However, 
the 3WP was more frequently initiated by a 3WP team 
member (the PI or the project manager) for patients 
with COVID-19 than patients in the prepandemic pe-
riod (27.4% vs 14.4%; p < 0.005). The neurocritical 
care ICU and the cardiac care unit that started during 
the pandemic cared for 25 patients (one of which had 
COVID-19); bivariate comparisons did not change 
when these were excluded.

Wish Characteristics

During the study period, there were 736 wishes com-
pleted prior to the pandemic and 969 wishes com-
pleted during the pandemic, of which 328 (33.8%) 
wishes were for patients with COVID-19 (Table  2). 
For all patients, prepandemic or pandemic, with or 
without COVID-19, keepsakes were the most fre-
quently requested and implemented wishes provided 
to families. Keepsakes included fingerprint key chains, 
locks of hair, framed ECG mementos, and personal-
ized fingerprint paintings. During the pandemic, there 
were significantly higher proportion of keepsakes 
(compared with other wish categories) (Table 2) pro-
vided to families of patients with (52.9% vs 35.5%;  
p < 0.001) and without COVID-19 (69.5% vs 35.5%;  
p < 0.001) than the prepandemic period. With only 
25% of families at the bedside at the time of death 
(Table 1) and strict infection control measures, HCW 
infrequently humanized the environment for patients 
with COVID-19 compared with those prior to the 
pandemic (5.4% vs 24.6%; p < 0.001).

Individual wishes were most commonly imple-
mented by the bedside nurses for all patients; however, 
there was increased utilization of the 3WP project 
manager or the PI (when not involved in the patient’s 
clinical care) for wish implementation for patients 
with COVID-19 (24.8% vs 12.1%; p < 0.001). With vis-
itation restrictions, families and friends were less in-
volved with wish implementation after the pandemic 
started (3% vs 5.8%; p = 0.005), and wishes were more 
commonly provided postmortem (26.9% vs 5.4%;  
p < 0.001). Social workers, spiritual care providers, as 
well as palliative care consultants were less likely to im-
plement wishes for patients with COVID-19 than for 
patients during the prepandemic period. The cost of 
incorporating the 3WP into EOL care per ICU patient 
was not significantly different during the pandemic; 
however, slightly fewer wishes were implemented per 
patient (3.6 wishes vs 3.2 wishes; p = 0.004). In addi-
tion, due to the cost of mailing keepsakes postmortem 
to families, the cost per wish was higher for patients 
with COVID-19 ($10.35 vs $8.34; p = 0.047).

DISCUSSION

In this evaluation, we show how innovations to com-
passionate EOL care allowed an existing program to 
be sustained and actually grow during the pandemic. 
Because the 3WP was an established program at the 
institution, the pandemic was a natural experiment in 
which we observed how the program changed in terms 
of the patients cared for, HCW engagement, and in-
stitutional support. Addressing the need for compas-
sionate EOL care during the pandemic (11, 27–30), 
this structured evaluation demonstrates with empir-
ical data how an existing EOL care program can be 
maintained and expanded to meet the needs of dying 
patients in the ICU—with and without COVID-19.

During the pandemic, the program adapted to align 
with infection prevention guidelines. As families were 
routinely disallowed at the bedside, conversations to 
learn what is meaningful for the patients during their 
final moments were facilitated via telephone and video 
conferencing. Wishes that would often involve family 
participation, such as humanizing the environment, 
creating word clouds, or providing family care, were 
less frequently implemented during the pandemic. 
Keepsakes that have been shown in a multicenter study 
to be extremely valuable to bereaved families (16) were 
more frequently provided. During the pandemic, 
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TABLE 1. 
Comparison of Patients Cared for With the 3 Wishes Program Before and During  
the Pandemic

Patient Characteristics

Prepandemic Pandemic

Patients
Patients Without  

COVID-19
Patients  

With COVID-19

Date of enrollment March 1, 2019,  
to March 10, 2020

March 10, 2020,  
to March 31, 2021

March 10, 2020,  
to March 31, 2021

Total number of 3WP patients, n 215 202 106

Mean age (sd), yr 61.7 (16.2) 62.2 (17.1) 64.3 (16.0)

Women, n (%) 109 (50.9) 101 (50.0) 43 (40.6)

Race/ethnicity, n (%)

  White 82 (38.1) 85 (42.1) 27 (25.5)a

  Black 25 (11.6) 24 (11.9) 6 (5.7)

  Hispanic 81 (38) 61 (30) 61 (57.6)a

  Asian 27 (12.6) 28 (13.9) 12 (11.3)

  Other/unknown 0 (0) 3 (1.5) 0 (0)

Spiritual belief

  Christian: Catholic/Orthodox 45 (20.9) 58 (28.7) 30 (28.3)

  Christian: Protestant and other 84 (39.1) 64 (31.7) 45 (42.5)

  Jewish 12 (5.6) 17 (8.4) 3 (2.8)

  Muslim/Hindu/Buddhist/Other 7 (3.8) 8 (4) 5 (7.2)

  No religion indicated 67 (31.2) 55 (27.2) 23 (21.7)

Mean Acute Physiology and Chronic Health Evaluation II 
score (sd)

30.5 (8.7) 31.6 (8.5) 28.4 (9.1)a

Diagnostic category at time of ICU admission, n (%)

  Respiratory 84 (39.1) 80 (39.6) 89 (84.0)a

  Cardiovascular 61 (28.4) 60 (29.7) 11 (10.4)a

  Sepsis 34 (15.8) 30 (14.5) 4 (3.8)a

  Gastrointestinal 18 (8.4) 16 (7.9) 0 (0.0)a

  Neurologic 11 (5.1) 14 (6.9) 2 (1.9)

  Other 7 (3.3) 2 (1.0) 0 (0.0)

Used advanced life support

  Mechanical ventilation, n (%) 162 (75.4) 154 (76.2) 93 (87.7)a

  Inotropes, n (%) 162 (75.4) 154 (76.2) 93 (87.7)a

  Hemodialysis, n (%) 95 (44.2) 98 (48.5) 46 (43.9)

Length of stay, d, median (interquartile range) 15 (5–26) 10.5 (5–22) 15 (10–25)

Died in the hospital, n (%) 198 (92.1) 193 (95.5) 104 (98.1)a

Family/friend at bedside at time of death, n (%) 191 (96.5) 104 (53.9)a 26 (25.0)a

3WP Initiated by, n (%)

  Bedside nurse 163 (75.8) 161 (79.7) 72 (67.9)

  ICU physician 10 (4.7) 14 (6.9) 4 (3.8)

  3WP team (not part of clinical care) 31 (14.4) 18 (8.9) 29 (27.4)a

  Otherb 9 (4.2) 9 (4.5) 1 (0.9)

  Unknown 2 (1.0) 0 (0) 0 (0)

3WP = 3 Wishes Program, COVID-19 = coronavirus disease 2019.
ap < 0.05 when compared with patients who participated in the 3 Wishes Program during the prepandemic period.
bOther 3WP initiators included social workers, member of the palliative care team, or the family themselves.
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TABLE 2. 
Comparison of Wish Characteristics Before and During the Pandemic, in patients  
with and without Coronavirus Disease 2019

Wish Characteristics

Prepandemic Pandemic

Wishes
Wishes for Patients  
Without COVID-19

Wishes for Patients 
With COVID-19

Total number of wishes 736 571 295

Mean number of wishes per patient 3.4 2.8 2.8

Wish category, n (%)

  Keepsakes 260 (35.5) 302 (52.9)a 205 (69.5)a

  Humanizing the environment 181 (24.6) 115 (20.1) 16 (5.4)a

  Music 90 (12.2) 53 (9.3) 13 (4.4)a

  Connections 24 (3.3) 19 (3.3) 25 (8.5)a

  Word clouds 47 (6.4) 20 (3.5)a 10 (3.4)a

  Rituals and spiritual support 39 (5.3) 22 (3.9) 11 (3.7)

  Providing food and beverages 24 (3.3) 9 (1.6) 2 (0.7)a

  Humanizing the patient 22 (3.0) 7 (1.2)a 1 (0.3)a

  Preparations and final arrangements 22 (3) 10 (1.8) 5 (1.7)

  Family care 20 (2.7) 7 (1.2) 2 (0.7)a

  Miscellaneous 7 (1) 7 (1.2) 6 (1.7)

Wish implemented by, n (%)

  Bedside ICU nurse 608 (82.6) 497 (87.0)a 210 (71.2)a

  3 wishes team (not involved with clinical care) 89 (12.1) 54 (9.5) 73 (24.8)a

  Family/friend 43 (5.8) 18 (3.2)a 8 (2.7)a

  Social work/spiritual care 37 (5.0) 32 (5.6) 9 (3.1)a

  ICU physician 24 (3.3) 13 (2.3) 3 (1.0)a

  Palliative care team 6 (0.8) 2 (0.4) 0 (0)

Timing

  Postmortem 40 (5.4) 98 (17.2)a 134 (45.4)a

Cost

  Per patient, mean (sd) $29.73 (35) $28.79 (35) $31.54 (26)

  Per wish, mean $8.34 $8.57 $10.35a

  Number of no-cost wishes 245 (33.3) 120 (18.7)a 64 (19.5)a

COVID-19 = coronavirus disease 2019.
ap < 0.05 when compared with patients who participated in the 3 Wishes Program during the prepandemic period.

keepsakes were not only treasured mementos but 
helped to demonstrate to families that the patient 
was not abandoned by the clinical team during final 
moments. HCWs were also encouraged to reach out to 
the 3WP project manager to request the creation and 
mailing of ECG keepsakes if they could not offer these 
to families in-person or real time, due to either limited 
visitation or HCW workload during surges.

Many of these adaptations created during the pan-
demic will be continued after it ends. Virtual family 
visits with chaplains and social workers will be offered 
to ensure their accessibility and sustain connections. 
We will also pursue volunteer engagement, recogniz-
ing unique unrecognized skillsets (i.e., painting). The 
wider range of keepsakes created during the pandemic 
will remain available. Regardless of the status of the 
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pandemic, our team meetings will be a hybrid of in-
person and online to facilitate broad participation.

Institutional support in sustaining and expanding the 
3WP program during the pandemic was key. UV irra-
diation of fingerprints is possible not only because the 
health system had a mechanism in place for the UV irra-
diation of N95 masks but also because the health system 
acknowledged the value of the 3WP to dying patients 
and their families (13–17, 31–34). Hospital volunteers, 
who were no longer allowed to physically come into the 
hospital, were given the opportunity to assist with the 
3WP remotely. Institutional approval was granted for 
small socially distanced events on the outdoor terrace. 
Throughout the pandemic, the hospital-funded project 
manager was essential in creating monthly At-a-Glance 
flyers, organizing quarterly meetings, and assisting with 
postmortem wishes, particularly the mailing of keep-
sakes to families of patients who died during the pan-
demic. Clinician familiarity with the 3WP, desire to 
provide compassionate care for families and patients, 
and increased institutional support together contrib-
uted to the increased program activities.

Palliative care has been increasingly recognized as 
an essential component of comprehensive care in the 
ICU (35–37), but several challenges prevent optimal 
integration (38, 39). Systemic approaches to EOL care 
are recommended, especially during the pandemic, to 
mitigate the emotional challenges of providing care 
to dying patients (27, 40–42). At this institution, the 
3WP is an organizational approach that is embedded 
into frontline HCW’s EOL care practice. Although 
the assistance of a project manager was helpful at this 
institution, the 3WP remains an example of primary 
palliative care—that is, palliative care that is readily 
provided by frontline bedside HCWs, rather than spe-
cialized palliative care consultants. Our HCWs were 
able to recognize and support our dying patients and 
their families’ social, psychologic, and spiritual needs, 
which often involved mobilizing additional resources 
(i.e., facilitating virtual meetings) and accessing sup-
plies to create meaningful keepsakes for families who 
were unable to visit their loved ones.

Limitations of this study include it being a single-
center experience and at an institution where the 3WP is 
already an established initiative; the “initiation” of such 
a program during a pandemic may be more challeng-
ing. Not all centers will have the administrative support 
of a project manager. However, we demonstrated that 

with institutional support, the 3WP can be sustained 
and expanded even during a pandemic to provide com-
passionate EOL care. We were unable to abstract and 
thus evaluate the effect of hospital census and the need 
for transfers on pandemic EOL care. Because prior 
studies have demonstrated many positive influences of 
the 3WP (13–15), we did not evaluate its effect on fami-
lies during this study period, acknowledging the pos-
sibility that the 3WP was particularly valuable due to 
the tragic circumstances of the pandemic. The ability to 
provide compassionate care can help alleviate HCWs’ 
distress and enhance interpersonal connections dur-
ing these unprecedented times (41, 43, 44) although 
this was not measured in this study. Although changes 
noted over time may plausibly reflect program matura-
tion, baseline data allowed comparisons with prepan-
demic circumstances, which is rare in studies of EOL 
interventions during the pandemic.

CONCLUSIONS

In this evaluation, we outlined how a primary palli-
ative care program continued and expanded during 
the COVID-19 pandemic. Visitation limitations and 
infection-prevention measures resulted in fewer fami-
lies at the bedside of dying patients, shifting the pro-
file of terminal wishes and changing how wishes were 
elicited and implemented. Creative adaptations to the 
3WP allowed the preservation of humanistic, compas-
sionate EOL care in this large academic institution.
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