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Emergency department approach to spirituality
care in the era of COVID-19
In the era of COVID-19, physical distancing measures have been
widely implemented to limit viral transmission. Hospitals across the

family-centered care as the ideal practice for end-of-life care [13]. In
the intensive care unit (ICU), family presence at the bedside is becoming
world have restricted visitation except under extenuating circum-

stances. Under these conditions, many critically ill patients are treated
without the comfort of loved ones at the bedside; this can have negative
outcomes for both patients and their families.

An increasing focus on the intangible elements of patient care, in-
cluding familial support and spiritual care, has led to the implementa-
tion of holistic patient-centered initiatives in many hospitals. A vast
range of patient and family needs is seen in the emergency department
(ED), where it is necessary for chaplains and spiritual care professionals
to be incorporated into the patient care team [1-5]. Therefore, address-
ing the spiritual and psychological needs of patients and families has be-
come critically important during this public health emergency. We
present a simple two-prongedmethod that can be implemented in hos-
pitals during extraordinary times, such as pandemics, to improve holis-
tic care of patients and their families: Prong one involves immediate
post-resuscitation care of the patient followed by care of the patient's
family members who may be unable to be physically present and
prong two involves utilizing hospital staff to facilitate direct communi-
cation with family when visitor restrictions are implemented.

After the death of a patient, some institutions have implemented a
30 s post-resuscitation “pause” during which all members of the resus-
citation team momentarily suspend all tasks and silence the monitors
[6,7] Hospitals have implemented these pauses for three reasons. First,
it allowsmembers of the team to honor and recognize the life of the pa-
tient. Second, there is recognition of the emergency team's collective ef-
fort to restore this patient's life, and third, it provides emergency
clinicians the opportunity to psychologically transition from a resuscita-
tion event back to routine functions. Our approach (Fig. 1) begins with
this post-resuscitation pause not only to provide the aforementioned
benefits but to allow time to address spiritual and faith-based interven-
tions on behalf of the patient and family (Table 1).

Rather than a simple moment of silence, this pause could be
personalized by using the patient's name and acknowledging that a
human being who was special to someone and productive in
this world had just died in the presence of the resuscitation team.
Furthermore, should the patient's spiritual or religious preference
be known, a member of the team who has undergone prior training
could include a 2–3 sentence contemplative testimony. This allows
clinicians to provide spiritual care when physical limitations have
been met (Table 2).

We also propose that a non-pastoral spiritual care team, trained by
chaplains and the palliative care department, lead the intervention
(Fig. 2). While these measures could be implemented quickly, training
by these teams will equip hospital staff to feel comfortable addressing
families and providing holistic end-of-life care on an emergent basis
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[8-12]. These staff can use multidisciplinary spiritual and faith-based
interventions when chaplains are unavailable.

As the dynamic of medicine increasingly shifts to focus on a patient-
centered model, the notion of family-centered care has gained traction
as well. The American College of Critical Care Medicine outlines

a widely adopted tenet of care, as it has been linked to noteworthy ben-
efits. Namely, family visitation in the ICU has been associated with a
shorter length of stay, improved outcomes, and a decrease in anxiety
and post-traumatic stress disorder [14].

While patients and their families appreciate speaking to physicians,
it is important to recognize and utilize the role of additional teammem-
bers, particularly nurses and pastoral care providers [15-18]. Nurses
often have some of the closest and most sustained contact with the pa-
tient and family, and families oftenfind consolation in speakingwith the
patient's bedside nurse [19].Moreover, surveys have found that pastoral
care providers perceive nurses as spiritual care providers [18].

There is evidence to support the use of telemedicine to connect
chaplain and patient as well as chaplain and patient family members
[20]. While the role of “tele-chaplains” has yet to be fully explored,
many chaplains have incorporated electronic communication in other
aspects of ministry and, thus, may feel comfortable with this format
[20]. In the context of the patient's critical health status, tele-chaplains
could pray remotely with patients and their families, an intervention
that has proven to improve the quality of life for patients near
death [21].

In the COVID-19 era, many hospitals implemented visitor restric-
tions and limits to the number of care providers allowed in patients'
rooms [22,23]. In the face of such challenges, these proposed additional
spiritual care measures are increasingly important, not only to ensure
respect of patients but also for the well-being of their families. We
hope that these measures can be extended across various departments
of the hospital and persist beyond times of crisis to be used during ev-
eryday practice.
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Fig. 1. Spiritual based interventions after termination of resuscitation during pandemic or other public health emergency.

Table 1
Option of post-resuscitation spiritual based interventions during times of pandemic

Proposal Description Benefits Challenge(s)

Pause - Pause all monitors and tasks - Psychologically transition from resuscitation event
back to routine functions

Onus on someone in team to initiate

- Recognize life of patient
Moment of
silence

- Use patient's name - Similar to pause, recognizes life of the patient More time intensive
- thank patient for the education, take additional
pause prior to returning to department

- Provide gentle transition to providers

Short prayer - 2-3 sentence prayer if patient's religious
preference known

Allow healthcare providers to offer one additional step in
care of patient once physical care limitations have been
reached

Patient's religious preference often not
known
May make some non-spiritual staff
uncomfortable

- Led by code leader or any member of program at
respective institution
- Binder of prayers kept at charge nurse desk

Prayer session
with staff
member

- Member of SBI team gets called to hold prayer
session with patient's family when chaplain not
available

- More in person grieving/prayer with member of your
own faith

- Having enough staff participating in the
programwilling to take time from their day to
volunteer

Tele-chaplain - Similar to tele-medicine visit, patient family has
session with member of the chaplaincy

- Allows family to speak with chaplain virtually,
although not as good as in person, still beneficial

- Price
- Availability of chaplains willing to
participate in virtual program

Table 2
Post-Resuscitation Pause, Script

Team Leader

Thank you everyone for your care of this patient. Before we go back to our busy job, let us take a moment to stop, thank, and honor this person's
life.

Before this moment, they were a person with a life, a story, and memories. Perhaps they were someone's partner, child, or parent. To those
people, who cannot be physically present with us today, they just lost a world.

We should also recognize what we learned from them and thank them for the education they provided us.
Although our medical interventions have been exhausted, let us honor who they were, their life, and their spirit, with 30 s of silence.

A. Pierce, M. Hoffer, B. Marcinkowski et al. American Journal of Emergency Medicine xxx (2020) xxx

2



Fig. 2. Training algorithm once the decision to implement non-pastoral spiritual care is made.

A. Pierce, M. Hoffer, B. Marcinkowski et al. American Journal of Emergency Medicine xxx (2020) xxx
References

[1] Emmett PA, Schermerhorn DD. The hospital chaplain–a member of the emergency
department team. J Maine Med Assoc. 1974;65(12):311–2.

[2] Roe E. Practical strategies for death notification in the emergency department. J
Emerg Nurs. 2012;38(2):130–200.

[3] Burgher S, Klein J. The night Dallas seemed more like Afghanistan. ED Manag. 2016;
28(9):97–100.

[4] Pater R, Visser A, Smeets W. A beacon in the storm: competencies of healthcare
chaplains in the accident and emergency department [published online ahead of
print, 2020 Feb 7]. J Health Care Chaplain. 2020:1–18.

[5] Zhi Q, Merrill JA, Gershon RR. Mass-fatality incident preparedness among faith-
based organizations. Prehosp Disaster Med. 2017;32(6):596–603. https://doi.org/
10.1017/S1049023X17006665.

[6] Copeland D, Liska H. Implementation of a post-code pause: extending post-event
debriefing to include silence. J Trauma Nurs. 2016;23(2):58–64.

[7] Durkin M. ‘The pause’ allows for a moment of silence after a patient death. ACP
Hospitalist. 2016, https://acphospitalist.org/archives/2016/01/q-and-a-the-pause.
htm.

[8] Tarumi Y, Taube A,Watanabe S. Clinical pastoral education: a physician’s experience
and reflection on the meaning of spiritual care in palliative care. J Pastoral Care
Counsel. 2003 Spring;57(1):27–31.

[9] Lennon-Dearing R, Florence JA, Halvorson H, Pollard JT. An interprofessional educa-
tional approach to teaching spiritual assessment. J Health Care Chaplain. 2012;18
(3–4):121–32.

[10] Balboni MJ, Bandini J, Mitchell C, et al. Religion, spirituality, and the hidden curricu-
lum: medical student and faculty reflections. J Pain Symptom Manage. 2015 Oct;50
(4):507–15.

[11] Gonçalves LM, Osório IHS, Oliveira LL, Simonetti LR, Dos Reis E, Lucchetti G. Learning
from listening: helping healthcare students to understand spiritual assessment in
clinical practice. J Relig Health. 2016 Jun;55(3):986–99.

[12] McGettigan P, McKendree J. Interprofessional training for final year healthcare stu-
dents: a mixed methods evaluation of the impact on ward staff and students of a
two-week placement and of factors affecting sustainability. BMC Med Educ. 2015
Oct 26;15:185.

[13] Truog RD, Campbell ML, Curtis JR, et al. American Academy of critical care medicine
recommendations for end-of-life care in the intensive care unit: a consensus state-
ment by the American college [corrected] of critical care medicine. Crit Care Med.
2008;36(3):953–63.

[14] Nin Vaeza N, Martin Delgado MC. Heras La Calle G. humanizing intensive
care: toward a human-centered care ICU model. Crit Care Med. 2020;48(3):
385–90.

[15] Huehn SL, Kuehn MB, Fick KE. Integrating spiritual care during Interprofessional
simulation for baccalaureate nursing students. J Holist Nurs. 2019 Mar;37(1):94–9.
3

[16] Nelms TP, Eggenberger SK. The essence of the family critical illness experience and
nurse-family meetings. J Fam Nurs. 2010;16(4):462–86.

[17] Cavendish R, Edelman M, Naradovy L, Bajo MM, Perosi I, Lanza M. Do pastoral care
providers recognize nurses as spiritual care providers? Holist Nurs Pract. 2007
Mar-Apr;21(2):89–98.

[18] Taylor EJ, Li AH. Healthcare Chaplains’ perspectives on nurse-chaplain collaboration:
an online survey. J Relig Health. 2020 Apr;59(2):625–38.

[19] Arutyunyan T, Odetola F, Swieringa R, Niedner M. Religion and spiritual care in pe-
diatric intensive care unit: parental attitudes regarding physician spiritual and reli-
gious inquiry. Am J Hosp Palliat Care. 2018 Jan;35(1):28–33.

[20] Atkinson MM. E-chaplaincy - asking some questions. J Pastoral Care Counsel. 2017;
71(1):69–72.

[21] Balboni TA, Paulk ME, Balboni MJ, et al. Provision of spiritual care to patients with
advanced cancer: associations with medical care and quality of life near death. J
Clin Oncol. 2010;28(3):445–52.

[22] Hermann A, Deligiannidis KM, Bergink V, et al. Response to SARS-Covid-19-related
visitor restrictions on labor and delivery wards in New York City [published online
ahead of print, 2020 Apr 15]. Arch Womens Ment Health. 2020:1–2.

[23] Implementation of Mitigation Strategies for Communities With Local COVID-19
Transmission. Atlanta, Centers for Disease Control and Prevention. https://www.
cdc.gov/coronavirus/2019-ncov/downloads/community-mitigation-strategy.pdf;
March 2020.

Ayal Pierce MD
Department of EmergencyMedicine, GeorgeWashingtonUniversity, School
of Medicine and Health Sciences, 2120 L St. NW, Washington, DC 20037,

United States of America
E-mail address: aypierce@mfa.gwu.edu

Megan Hoffer DO
Department of EmergencyMedicine, GeorgeWashingtonUniversity, School
of Medicine and Health Sciences, 2120 L St. NW, Washington, DC 20037,

United States of America

Bridget Marcinkowski BS
Department of EmergencyMedicine, GeorgeWashingtonUniversity, School
of Medicine and Health Sciences, 2120 L St. NW, Washington, DC 20037,

United States of America
E-mail address: bmarc@gwmail.gwu.edu

http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0005
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0005
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0010
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0010
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0015
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0015
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0020
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0020
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0020
https://doi.org/10.1017/S1049023X17006665
https://doi.org/10.1017/S1049023X17006665
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0030
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0030
https://acphospitalist.org/archives/2016/01/q-and-a-the-pause.htm
https://acphospitalist.org/archives/2016/01/q-and-a-the-pause.htm
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0040
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0040
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0040
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0045
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0045
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0045
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0050
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0050
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0050
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0055
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0055
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0055
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0060
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0060
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0060
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0060
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0065
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0065
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0065
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0065
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0070
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0070
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0070
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0075
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0075
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0080
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0080
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0085
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0085
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0085
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0090
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0090
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0095
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0095
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0095
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0100
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0100
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0105
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0105
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0105
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0110
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0110
http://refhub.elsevier.com/S0735-6757(20)30820-2/rf0110
https://www.cdc.gov/coronavirus/2019-ncov/downloads/community-mitigation-strategy.pdf
https://www.cdc.gov/coronavirus/2019-ncov/downloads/community-mitigation-strategy.pdf
mailto:aypierce@mfa.gwu.edu
mailto:bmarc@gwmail.gwu.edu


A. Pierce, M. Hoffer, B. Marcinkowski et al. American Journal of Emergency Medicine xxx (2020) xxx
Rita A. Manfredi MD
Department of EmergencyMedicine, GeorgeWashingtonUniversity, School
of Medicine and Health Sciences, 2120 L St. NW, Washington, DC 20037,

United States of America
E-mail address: rmanfredi@mfa.gwu.edu

Ali Pourmand MD
Department of EmergencyMedicine, GeorgeWashingtonUniversity, School
4

of Medicine and Health Sciences, 2120 L St. NW, Washington, DC 20037,
United States of America

E-mail address: pourmand@gwu.edu

30 August 2020
Available online xxxx

mailto:rmanfredi@mfa.gwu.edu
mailto:pourmand@gwu.edu

	Emergency department approach to spirituality care in the era of COVID-19
	Financial support
	Diversity
	Declaration of Competing Interest
	References




