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As social workers devoted to Palliative Care, our intention is to offer recommendations,
concepts and practical tools based on our experience and bibliography checked, that
may help to give support to those assisting sick people during the disease, death and
bereavement process in the context of Isolation due to the COVID 19 Pandemic.

Going through the implications of this Pandemic poses a challenge and an effort firstly
to our patients, who are already vulnerable due to their condition and secondly to their
families, who need to adapt to new ways of accompanying them, mostly from afar or
in conditions that seriously limit their participation. Moreover, the Pandemic presents a
challenge for the community as a whole, including us, health professionals, who are
also touched by this crisis. In our case, how we will adapt our capacities to the present
limitations, without ignoring the ethical and professional responsibility associated to the
exercise and role we have represents an extra challenge.

It is advisable that, as members of Latin-American communities, we may start thinking
of instances of collective confrontation to face the rebuilding process that will require
us to be strong and prepared.

WHICH ARE THE CENTRAL CHARACTERISTICS OF THIS DOCUMENT?

To describe the social situation of each of the referred places
To offer family key concepts
To advise the health teams as regards family follow-up in the
different scenarios: hospitalization, home accompaniment and
bereavement, as well as offering communicational tools for
telephone intervention.

SOCIAL SITUATION OF EACH OF THE

ACTING COUNTRIES/CITIES
ABOUT VENEZUELA
In countries such as Venezuela, the geographic
conditions and the public services are deficient in
general, as well as the health services in particular.
Therefore, it is necessary to keep an accurate
coordination of the health team to be able to
continue the regular protocols applied to patients and
families, considering that among the patients there
may exist cases of coronavirus.
The reason why Caracas was chosen for this
report is because it is the city where I perform
my professional activity and it is from where we
obtain more accurate information. However,
due to the general situation that the country is
facing, the present document could be of
great significance to the interior of the country,
where the current conditions and limitations
mark a big difference in Pandemic. Caracas is
the centre of the governmental power and
where decisions are taken.
Caracas counts with a surface of 433 square
kilometres and a population of approximately 6
million inhabitants. This figure has been notoriously
diminished in around a 60 % with the migration of
people to other countries looking for better life
conditions.

This unprecedented fact in the history of the country highlighted the characteristics of
the population that stayed, mostly represented by kids, adolescents and the elderly.
Many of them stayed alone or with the responsibility of caring for kids or youngsters.
With the COVID 19 Pandemic, and the quarantine and social distancing it implies,
added to the serious prior difficulties to access basic services such as electricity,
drinkable water, transportation, food and medicine, health care professionals were put
to test to offer citizens the best possible quality of life, especially in patients requiring
Palliative Care services.
The city counts with 4 sentinel hospitals to assist Covid cases, apart from the
Comprehensive Diagnosis Centres. However, there are a significant number of people
affected by chronic and terminal diseases. Many of those patients have died in the
quarantine context and this had a great impact on their relatives, caregivers and
families, disrupting cultures, traditions and beliefs.

In the cases of patients hospitalized due to Covid 19, there is no personal contact with
relatives or caregivers; the contact has been limited to the use of telephone or social
networks. For those people who are infected but at home, the isolation is indicated not
only for the patient but also for the family group living with him/her. It has been known
that many people went through the infection phase of the virus without visiting any
doctor, only receiving the assistance of family or neighbours, in the cases of people
living alone.
In many public health centres with Palliative Care services, due to the poor conditions
of transportation for lack of petrol, appointments had been previously established
before the beginning of the quarantine. The same occurred in private institutions. This
appointment modality intensified telephonic assistance and communication through
social networks and electronic means of communication available, even when internet
service is deficient. Most of the attention is given to patients who, due to their
conditions are unable to go to the health centres where they are regularly assessed,
controlled and where they receive their medicines. Quarantine and social distancing
force people to stay at home, limiting their mobility to obtain food, supplies and
medicines. Unfortunately, other difficulties such as lack of or deficiency in basic public
services, or the low level or incomes and the increase in the cost of living should be
added to this grim context. This scenario has changed the conditions of assistance for
patients receiving Palliative Care. However, the increase of caregivers represented an
added value in most cases, a fact that also allowed a better understanding and
commitment for those who didn’t count previously with this experience among their
daily tasks.

The worldwide Pandemic situation, as well as the establishment of quarantine and
social distancing among the population, makes us rethink the assistance given to the
Palliative Care patient in Venezuela with a new perspective more focussed on
accompaniment, orientation and resolution. It is paramount to remember that
regardless the age the population is at risk, not only for the possibilities of COVID 19
infection, but also for the present conditions inherent to their base disease and to the
current conditions affecting Venezuela. The problems in the basic public services,
transportation, high cost of the family shopping basket, the lack and high cost of
medicines affect not only the patient, but also the family group in charge of providing
the patient’s care.

ABOUT ARGENTINA
We have chosen Buenos Aires since it is the city where we develop our professional career.
In order to provide an accurate description, we have checked the last analysis of the
health situation in the Autonomous City of Buenos Aires, where the population is estimated
in 3,059.122 inhabitants, with an aged and regressive population pyramid (21% > 60 years
old). In comparison to the rest of the provinces, Buenos Aires is the most aged jurisdiction, a
significant fact when we think that COVID 19 Pandemic exposes the elderly as risk
population.
The City of Buenos Aires counts with 1,161 private and public health establishments
where not in all cases Palliative Care services are offered. Only a small percentage of
people requiring Palliative Care actually receive it.
Nowadays, complex situations derived from the amount of people infected with
COVID 19 in settlements and vulnerable neighbourhoods in the City of Buenos Aires, require
answers to basic needs demands. For instance, the access to decent living conditions in
order to continue isolation requires generally the referral to hotels since the patients’ houses
do not comply with the sanitary measurements or the rest of the family is sharing the same
rooms as the infected patient. As regards food, it is necessary to assess if the person lives
alone. If that is the case, lunch bags are delivered to their homes, or handed to the
patients’ family in case they have nearby relatives or community networks assisting them.
Another situation of great importance is the necessity to urge that the compliance of the
Prevention and Assistance Protocol is fulfilled in suspicious cases of Coronavirus in Old
people’s homes and Residential homes for the elderly. Infringements in handling this
eventuality were registered in multiple institutions both private and public. These violations
to the protocol led to massive transmissions not only among the elderly population, but also
among the visitors and the health team, who became transmission agents since they also
work in other health institutions.
When taking into consideration the Palliative Care Team accompaniment of the patients
during the Pandemic, we observe that the caregivers acquire a vital role, even when it is a
family member or an external professional who is providing the care. This is so due to the
need of isolation suggested by the sanitary authorities. Patients are required to attend as
less as possible the health services and emergency rooms in order to avoid exposure to the
virus, since their health is already vulnerable. Therefore, families need to apply house care
strategies, many of which they are not prepared or willing to do. Considering that in
Palliative Care the main objective is assisting the sick person and his/her relatives and their
significant environment, it is crucial to take all these aspects into account in order to
strengthen them. Home care may generate anxiety and insecurity, even more so when
health policies do not guarantee caregivers essential support for involving them in the
caring process.
(2) Even though actions fostering the protection of caregivers are beginning to be
considered by the public policy and will be of great help in the future, in the current
situation, it is difficult to count with hospitalizations due to the isolation, family claudication or
the
need
to
free
spaces
for
patients
with
Covid19.

One of the aspects that this Pandemic has brought to light is the need of
contemplating the community notion of care. The City of Buenos Aires possesses the
Cohabitation characteristics of the great cities of the world: families growing less
numerous, distant neighbours and isolated people. Despite this reality, the answers of
the public policies are still to associate care to the private sphere (3), to the families
(and especially to women). Therefore, it is necessary to broaden the awareness of
community care. Even if the family is still a fundamental foundation for care, it is not
always available for this task. As it was already mentioned, due to the new scenarios of
social organization, a great percentage of elderly people live alone or with a partner,
but they do not always count with a bigger social or family network. They may be in a
dependable situation and may require in a Pandemic context the assistance of
external agents for the daily life activities (food, personal hygiene, etc.). Appealing to
communitarian care from a compassionate point of view that understands care as a
necessity, will be a challenge that involves commitment and support from all social
actors and that we need to face, regardless of the current times.

ABOUT COLOMBIA
The city of Medellín (Antioquia), counts with a population that up to 2018 was of
2,508.452 inhabitants, a figure that turns it into the second most inhabited city in
Colombia, according to figures presented by the National Administrative Department
of Statistics (DANE). As regards the amount of elderly people, projections carried out by
the National Study of Health, Wellbeing and Aging (SABE) from 2015, indicated that the
10 % of the country’s population was older than 60 years old and it was predicted that
for 2025 the figure may rise to 26%. This study also reported that 84.8% presents more
than one chronic health condition that requires care. (9)
Until June 2018 (9) according to Misalud, the city counted with 1048 health institutions, 986
private, 59 public ones and 3 of them mixed. The Colombian Observatory of Palliative Care
described an increase in the palliative care services authorized in Antioquia, from 36 in 2016 to
47 in 2018, being the second city in the country with more institutions that offer Palliative Care services (9).
The Antioquia department currently counts with a population of 6,378. 069 inhabitants, a fact
that turns it into the most populated department after Bogota, Capital City of Colombia. In
Bogotá, 47 palliative care services exist. That is to say, 0.74 services for every 100,000
inhabitants.

The coronavirus Pandemic deployed in the country, as from March 2020, many
restrictive actions and a permanent description for each department and municipality.
Medellin, currently on phase 3, stands out from the behaviour adopted in other
departments and cities because it has adhered to the norms and guidelines suggested
by the government, the Ministry of Health and of Social Protection. Hygiene measures
such as hand washing and the use of protection elements are being implemented and
people have been educated on the importance of self-care. However, apart from all
these national measures, Medellin has marked a difference because it has achieved
the correct implementation of technological and information tools within the global
strategic plan to control the Pandemic.
Nevertheless, the impact of the Pandemic in the daily, family and social life, with
almost total isolation for the population, brought about a shock in the economy that
caused severe distress within the sectors that are unable to operate due to the
restrictions imposed (11).
The closure of cities, the paralysis of the productive sector, the isolation of the elderly
with or without social support, the isolation of children, the urgency to increase and/or
strengthen the health resources have led to the following consequences:

Limited possibilities of access to food, housing and public services, especially for lower
class families.
Mental health experts warn about the increasing possibility of mental diseases such as
depression or anxiety (12)
An increase in cases of mistreatment, violence within the family and femicides in the
household environment.
Couple relationship issues with separation risks and parents having trouble exerting
authority over the kids during childhood, schooling and adolescence.
A rise in the vulnerability of elderly adults or disabled people, with a limited social and
family support, both in primary attention or hospital or household environments.
The risk of consumption of psychoactive substances, addictive behaviour and relapses
as a strategy to face the crisis leading to a tense and problematic family environment,
were also identified.
Health personnel, apart from fearing to become victims of COVID-19 and infect their
families with the virus, have also experienced social discrimination, verbal insults and
threats.

The Palliative Care assistance to patients with a positive COVID diagnosis or to those
who are suspicious of it, as well as their families, is crucial and has shown now more
than ever its contribution to the improvement of life and death quality.
Interdisciplinary teams have been concentrated on the one hand, on elaborating
assistance guides, helped by labour union associations and leading assistance
processes at a hospital level, and on the other hand, training the medical and nursing staff on how to
give bad news and how to handle communication in crisis situations.
The role of the Palliative Care community is crystal clear in this context. Therefore, the
“Compassionate network, social transformation for care and protection” project led by
the Universidad Pontificia Bolivariana is reactivating its activities, after having
suspended them for not complying with the requirement of having more than 5
participants. Nowadays, it contemplates a diagnosis of the needs perceived by the
institutions belonging to the network, the needs in which it has interfered and the needs
that managed to intervene. The chart reflects the response of half of the institutions that
answered the survey and shows part of the current situation.

What follows is to define interinstitutional strategies to broaden the social and
communitarian responses not only of palliative care needs but also of the great
percentage of unsolved needs, such as: economic needs (91.4%), care needs (74.3%),
information needs (71.4%) and listening needs (68.6 %).

OFFERING KEY

FAMILY ASPECTS
THE NEW FAMILY SCENARIO
“Now is no time to think of what you do not have.
Think of what you can do with that there is.”
ERNEST HEMINGWAY “THE OLD MAN AND THE SEA” (8)

This phrase makes us reflect upon the resilient aspects that a family group may have
and that in time of crisis will be even more prominent to be able to face a pandemic.
Why is it that human beings organize socially in family groups?

Every person, whether he/she has a family or not, possesses an internal geography that
orients health professionals on what should or should not be done and which are the
expected behaviours towards an illness that threatens life, death and bereavement.
This system of beliefs will partly build the adaptive or non-adaptive coping mechanisms
that the family develops.
Even when there are endless types of families, the most flexible ones tend to possess
better adaptive resources to the crisis situation.
To take into consideration:
The family constitutes the main environment of affective reference and belonging of all human
beings.
It represents a privilege space of transmission of values and beliefs.
As every system, it is dynamic and it permanently generates coping mechanisms that
guarantee its survival.
The family may not count with practical or emotional resources to apply care. In this case, it
will be necessary to assess and eventually promote its openness to external help.

Generally, families are built up based on the most idealized and dreaded models.

Relying on certain negotiations, sometimes explicit and sometimes implicit, the family
scheme is being built up. When a disease appears to destabilize a family, the scheme is
broken and needs to be rebuilt and a new dynamics able to content and soften this
stage needs to be recreated.

LOOKING AFTER AN ILL PATIENT DURING PANDEMIC TIMES:
All crisis situations and, in particular, the “sudden” outbreak of the Pandemic and its
spreading all along the world, as well as the implementation of a quarantine and social
distancing policy, exhibit the individual characteristics and conditions of each family
group and of the families as a whole, when they are forced to face an unexpected
condition.
Characteristics, feelings, emotions that were not put into words or were not even
perceived before, come now to light. This happens especially in the family groups
where the routine established in the caring of a family member undergoing a chronic
or terminal disease, is now threatened by the Pandemic. It is of outmost importance
that the Social Worker specialized in Palliative Care bases his/her job on the sociofamily assessments carried out with each family group, since this will demonstrate the
characteristics and location of the patients and their present conditions determining if
they have been assessed according to the protocol to determine any possible virus
infection. Counting with this information will help to decide and establish which
protocol to be followed.
Having a person with a chronic or terminal disease in the family generally leads to a
crisis in the family stability. The economic, affective and internal dynamics are altered.
Every family member may react in ways that influence the group and the wellbeing or
suffering state of the patient. Therefore, the Palliative Care objectives should be aimed
at offering proper conditions so that, given the current situation, the fewer possible
complications for the patient and his/her family group may exist. And, if any patient
turns out to be COVID positive, he/she could be treatedwiththeexistentprotocolsbutwithoutignoring
his/herbased pathology.

ADVISING THE HEALTH TEAMS FOR THE CORRECT FAMILY
FOLLOW UP WITHIN THE DIFFERENT POSSIBLE SCENARIOS:

HOSPITALIZATION,
BEREAVEMENT

HOUSING

AND

HOSPITALIZATION IN A GENERAL EMERGENCY ROOM
Generally, in the above mentioned countries, hospitals have restricted the medical
assistance only to strict emergencies, not only due to the Pandemic presence, but also
because of the limitation of resources for the proper attention. Sentinel hospitals exist in
the capital cities that count with specific areas for the attention of COVID 19 cases.
The Palliative Care patients are treated within a contingency plan and the Units
continue working safeguarding the compliance of the distancing protocols established
by the sanitary authorities, as well as the patient and health staff protection measures according to
the available resources at the time of the consultation. It is important to mention that
none of the public hospitals count with exclusive areas for the hospitalization of
palliative care patients. Therefore, given the current situation, it is paramount to assess the
decisive need of hospitalization, especially to avoid nosocomial risks.
Taking into consideration the daily (but also in contingency plan) presence of Social
Workers in the hospital institutions, it is necessary to coordinate a permanent contact
with the team treating the patient in the different hospitalization areas, especially
because in most cases access may be restricted, so counting with the most accurate
information about the evolution of the patient, will allow the relatives to receive
explanations and an orientation that may favour the connection between them. This will
allow them to canalize doubts, uncertainties and distress as much as possible, as well as
counting with the proper access to the necessary supplies that should be provided by the
family. I f t h e p a t i e n t i s u n k n o w n b y t h e U n i t , i t i s n e c e s s a r y t o
establish and decide with which family member the direct
contact will be handled and which wi ll be the communication
channels.
It is essential to keep contact with the colleagues of the different health centres since,
during quarantine, the patients that may require hospitalization, due to an emergency
related to his/her based pathology, or due to a COVID19 positive result, are only
allowed to go to the nearest centres to their place of residence and many of them
have their palliative care consultations in institutions far away from their homes.
Therefore, communication between social workers is valid to provide all the information
that may be important and to transmit to the families the certainty that they will receive
timely, convenient and accurate information about the condition of their relative. It will
be necessary to contemplate the extreme complexity for the accompaniment and
family presence that this situation presents. Distress and anxiety caused by the
hindrance of generating a direct contact, not only with the loving ones, but also with
the medical team should be considered. This impediment adds uncertainty and
insecurity to the critical event that hospitalization carries per se.

INTERVENTION CHALLENGES OF SOCIAL WORK
Latin-American Social Work has been fighting many battles in order to achieve
interventions that rely not only on the assistance but that also reach the transformation
and autonomy of the subjects. Achieving a resilient point of view that allows us to
transform this critical moment into a learning and overcoming instance for health
professionals and patients, will be another challenge to face.
An active insertion of Social Work towards this new hospital context invites us to think of
work environments that favour an effective intervention usually exerted in the presence
of the patients’ relatives. Therefore, considering the need of isolation, interviews start
being carried out by telephone. This turns out to be the most suitable way to proceed,
but it requires a new organization and framework in order to achieve the proposed
objectives likewise. G i v e n t h e a d v e r s e s i t u a t i o n i n w h i c h u n c e r t a i n t y a n d
emergency prevails, it will be crucial to strengthen our professional
role and deploy creative strategies for the individual, famil y or
community level that allow us to reach an accompaniment for the
joint resolution of the needs that the Pandemic installs.
P AL L I AT I V E C AR E T E AM S (P C T ) S H O U L D I N T E R V E N E T O :





As s e s s t h e n e e d a n d , u n l e s s t h e r e a s o n i s i n e v i t a b l e , a v o i d v i s i t i n g
the Emergency Guard.
Limit the extra diagnosis tests and only perform the indispensable
ones in order to avoid unnecessary moves.
PCT: Carry out daily visits to the patient, but with the minimal
number of professionals.
Generate joint follow up with professionals and participating team s,
strengthening telephonic direct attention with the responsible
professional reducing the in -person visits.

DESDE LOS EQUIPOS DE CUIDADOS PALIATIVOS
SERÁ FUNDAMENTAL INTERVENIR PARA:
Evaluar la necesidad y que el motivo sea inevitable, evitando el paso del paciente por la
Guardia de Urgencias.
Limitar las pruebas diagnósticas complementarias a las que sean imprescindibles, a fin de
evitar traslados innecesarios.
ECP: realice visitas diarias al paciente, pero con el mínimo de profesionales posible, lo mismo,
en caso de necesitarse IC.
Seguimiento conjunto con profesionales y equipos intervinientes, fortaleciendo la atención
telefónica, directa con el profesional responsable, reduciendo las visitas presenciales

HOSPITALIZATION IN INTENSIVE CARE UNITS: A BIOETHICAL
PERSPECTIVE.
Hospitalization in ICU usually implies anxiety due to the fact that looking after the loved
ones becomes difficult because of the reduction of visitors, the 24 hour monitoring, the
constant professional presence, and the critical and life-threatening current situation.
The Pandemic context comes to reinforce the regular exclusion that the
family/environment lives, reducing it to the minimum, or in many cases, nullifying
directly the daily visits. In this context, the need to communicate daily the patient’s
health emerges, as well as the need to contemplate the emotional aspects (sadness,
anger, fear and distress) that may arise together with the needs of adaptation that the
family will go through when a relative is hospitalized in an isolation context. It will be
crucial to pay attention and work towards easing the stress and burnout that may be
observed among the health professionals, who are not used to this working modality.
An aspect that will be worth considering will be the entry of patients to the ICU; some
dilemmas are expected to arise among the health professionals and with the family,
who will need accompaniment to process the information received. The decision of
hospitalizing a patient undergoing a Palliative Care follow up into ICU may be
questioned if another emergency requiring the assistance of this critical unit arises and
there is not enough space for both. Even if it will be necessary to understand that the
answer to the COVID-19 Pandemic should not hinder the allocation of resources to
treat other serious illnesses, and that the health of patients with coronavirus is a priority,
the same policy should be applied to patients suffering from other pathologies, since
the health system has the same ethical and legal duty of assistance.
The efficient use of resources, allocating and prioritizing their need should be horizontal,
including every patient, and it should establish fair and equal parameters so that the
whole population has access to sanitary resources. However, lucid patients and their
families will need clear explanations and specific psychosocial approaches to undergo
the frustration and impotence that this context-related situation, external to their power
of decision, may suppose.

Some tools about assistance by telephone, thought especially for the health team,
regardless of the type of service or assistance unit they belong to, are suggested
below. The aim is to favour the security and confidence feeling for those of us who
have the task of communicating news by telephone, so that we may do it
empathically to be able to adapt to the challenge that this new work framework
presents.

Foster a favourable space for communication, as silent as possible in order to support
since the conversation will surely be intense and extended (between 25 and 40
minutes).
Consider that, for those who have a family member who is hospitalized, whatever the
reason may be a “state of alert” behaviour will be present. Therefore, receiving any
type of call, may suppose a stress and anxiety increase. In this scenario, an instance of
normalization to clarify the reason of the call will be needed.

It is important to be aware of the identity of the person being called: verify if you are
calling the right person. Identify vulnerable members (kids,
elderly people, disabled
people, etc.)
Use a slow-pace and clear tone.
Introduce yourself (name, service).
Explain that we are aware that telephone conversations convey difficulties, but that they
are the only available way to reach communication at present.
Be informed of the health condition of the hospitalized patient. Even when the
interview objective is another one, it is important to have in mind that, regardless of our
function, we represent to them the voice of the hospital institution so we should at least
know what the patient is going through in health terms.
Handling accurate information about the prognosis and possible evolution will be
necessary in order to make progress.
Explain the objective of the interview.

3) DEVELOPMENT OF THE INTERVIEW
It is important to assess that what we are saying is being understood. It may happen
that, even when the objective of the call has been achieved, the conversation may
cause the need of the family to express how they are feeling and the emotions that
uncertainty produces.

It is essential that to validate the interviewee’s emotions, we should also pay
attention to our own emotions and know how to differentiate them.
It is crucial to use language and terms that the interviewee knows and to respond
to any question there might be.
Despite the limitations that the telephone conversation may suppose, it is
important to remember that silence is a great ally to foster the expression of
emotions.
It will be basic to listen (and listen to yourself) in order to recognise and legitimise
communication, so that it may cause a therapeutic and comforting sense.
If an emotional breakdown occurs, it is important (9) to react in the following ways: If the
interviewee speeds up the rhythm of the conversation due to logical anxiety, keep calm
and reduce the tone of voice.
Help the interviewee to concentrate again and to be resume control.
Help to plan and order the moments and the consecutive days in case that the
objective of the interview requires an administrative organization.

4) CLOSURE:
Provide the telephone numbers, references and timetables of the Services involved. Leave
an open space as an institutional reference, clarifying that due to the current situation and
Service organization, they may not be able to contact us again but another professional
will be available to accompany them, clarifying any need that may arise during the
intervention process.

It is important to be aware that this situation causes professionals high levels
of stress and helplessness, while it supposes a challenge to carry out our
tasks in an unusual way.
An aspect that helps to mitigate the tension caused by it is to share with
colleagues every feeling that may appear in the encounters.

The health team will try by all possible means that the assistance during Pandemics is
preferably carried out at home. Once the family will of carrying out home assistance is
confirmed, we will initiate the process.
The following will be necessary:
- Readapt the socio-family assessment via zoom or through another virtual platform.
- Keep telephone communication by other follow up means during the sickness and
bereavement process.
- Follow up adaptation during bereavement.
Family interview has a therapeutic value in itself, first as a listening and containment
space, but also as an educational intervention where the family may contemplate their
doubts in relation to the organization of care and progress of the disease. A feeling of
relief and control is experienced and follow up is initiated according to the social
symptoms requirements that the intervention may demand.
However, due to the current Pandemic situation it is impossible to keep this framework
and virtual reality assistance and telephone conversations predominate.

Some aspects to take into consideration and share with the family:
Emphasize the importance of staying at home. Before going to an Emergency
Guard, use the telephonic assistance and only visit a Guard if it is essential.
On many occasions, quarantine has transformed this caring scenario (home) into
a coarse and irritable environment where bad humour may appear. Those who
accompany tend to be the visible representation of fear and insecurity, which is why it
is important to develop the understanding and compassionate capacity since the
family knows that in these extremely hard circumstances it is difficult to have access to
hospitalization.
Allow the entrance of visitors who are considered necessary. Do not exclude
everyone. When facing a Pandemic, it is essential to highlight that, taking the caring
measures, the entrance of companions should be permitted.
Regulate the information that the media offers since it might be catastrophic and
might only add uncertainty. Show availability to check and compare information.

Keep communication through social networks with the loved ones. It is crucial to
increase the supporting networks by these means.
Reinforce the hygiene measures of the physical space as well as of the
caregivers, especially in the case of the professionals that have another job in other
health institutions. It will be essential that in case of presenting any breathing difficulty
they may be substituted.
Guarantee to count with all the necessary supplies and medicines in order to
avoid shortage and be able to manage them accordingly and in an exceptional way.
Beawareoftheassistancemodalityandsuppliesofferedbythemedicalinsurancesystemsinthisisolationcontext.
Count with reference telephone numbers (participating teams, emergencies,
significant relatives and family members) that may assist the patient when needed.
Take advantage of the communitarian instances that, due to this pandemic context
have been implemented such as voluntary services, supportive actions, etc.
Foster leisure activities to diminish the isolation impact.
Try keeping a daily routine that includes rest as a fundamental instance.
Keep at least by telephone or technological channels, a spiritual support,
whatever it may be, so that it may favour calm and wellbeing of patients and
caregivers.
Foster farewell rituals: through words, letters or shared family videos, and take
advantage of the possible instances that this context may offer.
A thought to share with the participating team….
This forced cohabitation might be an opportunity for the family to share topics that
need to be dealt with, and that make their story particular. In order to approach these
issues, communication needs to reach an open level that will allow sharing a sincere
dialogue.
Looking after a relative undergoing at the same time quarantine due to Pandemics will
highlight those differences that were usually performed out of home.
The teams participating in home assistance may also be afraid and insecure and
possess a biased view of the caring abilities of the family.
This scenario invites us to rethink that the families, even when they share love and a joint
project, are not perfect.

“we will never be the perfect couple, the postcard, if we are unable to accept that only
in arithmetic two comes from one plus one”. J. Cortazar
Adaptation of Bereavement Follow Up
The current Pandemic conditions make us question and rethink many aspects in order to:
Offer tools for interviews with specific needs related to bereavement due to COVID-19
Give assistance about bereavement rituals
Redesign the bereavement brochure that usually accompanies the condolence letter that the
relatives usually receive by mail and now, due to Pandemics, is shared by virtual means (see Annex 1).
The Mandatory Social and Preventive Isolation due to the growing and devastating COVID 19 Pandemic is
a determinant factor in the bereavement process both for those who died due to this disease or due to
other causes or conditions.
In Latin America, these losses are probably accompanied by other concurrent crisis such as economic
loss, job loss and relationship or housing loss that may add difficulties to the bereavement process.
In this social context, and based on our experience, we may affirm that it is likely that people that
assist with a first need issue, and are undergoing a bereavement process due to death, even if they
are referred to a specialist, they do not turn up because of scarce adherence.
It is necessary, therefore, to count with some basic tools to approach the interview, even when the
professional is not specialized in the field.

Some issues to be considered:
A loss situation implies being in contact with strong and moving emotions, which may be
worsened by the collective and critical Pandemic situation within the isolation context.
If in the interview you detect anxiety, sadness, excessive rage, substances abuse or suicidal
ideation, be ready to refer the interviewee to a mental health specialist for its corresponding
psychotherapeutic follow up.

Practical tools for interviews related to COVID 19 bereavement
•

If you are consulted about a bereavement:

It is important:
To safeguard the frame of the interview and not to lose track of the objective, it should
always be focused on an openhearted listening. The main aim is to achieve that the relatives put
into words their feelings and emotions and that you are able to recognize them. Those who suffer
are not expecting a concrete or guiding answer, but they expect to be listened, supported and
validated in their suffering.
Allow relatives to express their emotions and feelings freely, using productive silence and
offering space without judging or suggesting what to do.
Take into account that the most common feelings and emotions that may appear are sadness
and anger. The person undergoing a bereavement process usually feels that his/her pain is unique and
that nobody in his/her environment will understand their emotions. Despite the fact that in a
Pandemic context we may talk about collective losses, it will be important to validate individual
feelings.
Demystify the generalized idea that the duration of a normal bereavement process will last
approximately from 6 months to one year. It is preferable (if the question arises) not to stratify the
process so as not to add more anxiety to the encounter, bearing always in mind that each
bereavement is unique.
Understand that there might be feelings that may seem crazy, like feeling still, empty or
unreal for a while. Believing that the sufferer hears voices or sees the loved one, or that he/she
wakes up in the middle of the night while experiencing vivid dreams, are all expectable perceptions
during a bereavement process.
Legitimize that when a relative dies it is frequent to undergo difficulties and feel tired or with
loss of appetite or unable to get to sleep.
Crying may be comforting, and it is a way of handling the pain.
It is important to share that in the bereavement process there will also be anger, with other
relatives and with God for having taken away the life of the loved one and for not understanding
the reason of such suffering. When the anger is with one self, there is remorse for what is being
said, done or not done at all.

Within a pandemic context other self-reproaches may appear:
-

Why has this virus appeared?
Could it have been avoided with more extreme or drastic measures?
Why haven’t I realized before what was going on…?
What would have happened if we had been able to bring him/her back home?
Did he/she suffer?

Legitimize the family disagreement. If there is remorse that makes the person disagree with
his/her loved ones, remind him/her that we are humans and that misunderstandings and
disagreement are inevitable in our relationships. It is expected that many questions arise and it is
important to remember that due to the Pandemic evolution, interventions transform and adapt as
knowledge is acquired and relatives may feel that everything is out of control.
Try to make the person undergoing a bereavement process understand the difficulties that the social
environment presents to be able to accompany them during sadness. It is important that the person may
express to his/her friends the need of listening, of talking about the dead relative and the need to tolerate
crying. In this way, isolation may be avoided, fostering the importance of the social bonds with the close
people that may be of support.

Some of the phrases we suggest using are:
“What you are saying is really
hard to handle”
“It must be really difficult”
“It is completely understandable
how you feel”
“I cannot find the words to
express…”
“I cannot imagine being in your shoes, but here I am to support you”
“What an important moment this must be for you”
“I am really touched by what you
are saying…. “
“It is comprehensible, it is really
hard…”

What we do not advise using is:
Avoid comparing, every
bereavement is unique: “There are many people
undergoing the same situation”.
Avoid giving advice about how to live this moment, every person will find its own personal
way of dealing with the pain: “The best
thing to do is….you have to be strong…life goes on… he/she is not
suffering any more…..he/she was already old”.
Do not distract
yourself or lose focus: “Sorry, what
were you saying?”.

BEREAVEMENT IN CHILDREN AND ADOLESCENTS
“I already know many things about dinosaurs, what I want to know now is why my grandpa has died”
María del Carmen Diez Navarro”, Pedagogy Notebooks
When a family experiences a loss, one of the regular behaviour patterns that adults adopt (with the aim
of protecting the younger ones from suffering) is to exclude themselves and not to generate spaces to
share crying and suffering. But the little ones and the youngsters are part of an interweaving bond that
the family forms. Although they do not express pain or sadness in the same way as adults, they
completely understand what is going on and sometimes express it in dreams, fantasies or through nonhabitual behaviours. (3)
Inciting dialogue, non-exclusion and accompaniment may contribute at this stage. The adults who
are close to them (who will also be vulnerable) should try to listen and share the sadness, crying
and pain.
Every child or adolescent will also be going through this period in a singular and personal way and
will process bereavement according to the adaptive mechanisms that he/she counts with.
BEREAVEMENT IN DISABLED PEOPLE AND ELDERLY PEOPLE
Bereavement among the elderly and disabled people need to be validated because in that way we
are helping them to support and overcome this and other possible future difficult situation. The
most suitable thing to do is to offer them information so that they are able to take decisions to the
outmost extent. It will be important to show availability to accompany and be receptive to the
expression of emotions and needs, generating spaces where they may feel safe and protected,
especially facing the abandonment that a loss implies and the emotional impact that we are all
undergoing at present.
FAREWELL RITUALS: USEFUL TIPS FOR FUNERAL RITUALS
Funeral rituals are symbolic acts that help us to express our feelings towards a loss. They allow us
to give some order to our chaotic emotional state, establishing a symbolic order for vital events
that permits us to perform the social construction of shared meanings.
Rituals make us be more conscious of the bereavement process. Whether it is alone or shared with
the closest social environment, or in a religious ceremony or a secular ritual, the important thing is
that funerals help to make losses real and to ease their grief. However, due to the isolation
situation and the infection risks that the COVID 19 Pandemic supposes, funerals will be drastically
conditioned.
It will be necessary to find out how ceremonies are being carried out at present according to each
jurisdiction or to the rules imposed by the funeral homes, both for those who have died due to COVID
19 as well as from other causes (amount of people allowed, optimal distancing, security rules, etc.)
Likewise, knowing if the family counts or not with solid financial resources to face the ceremony and,
when necessary articulate with the specific social resources in order to perform a farewell ritual.

Therefore, it will be crucial to work on a concrete possibility: if due to the circumstances it was not
possible to pay tribute to the dead relative, this could be performed in the future. Their memory and
love demonstration will be present on many occasions where the family may honour the dead relative.
This is why, you will find below a series of suggestions to take into consideration related to the practice
of personal and social rituals (11)

FAREWELL PERSONAL RITUALS:
Allow yourself to experience the feeling of not wanting to share this moment with others and to
have the desire of undergoing the process alone. However, it is important to let yourself be
accompanied for those who care and want to protect you.
Think about the possibility to postpone, for the time being, the type of ritual you would like to
carry out and be ready to perform it in a future time.
Prepare a video or write a note for the moment when you could be reunited with your loved
ones to pay respect to the dead relative. The electronic devices and social networks may be of
great help in this moment.
Use narrative resources such as writing letters, poems, songs, where your feelings, emotions,
memories, anecdotes and things unsaid can be expressed.
Techniques such as drawing and painting may act as facilitators to express in a symbolic way
emotions and feelings.
Keeping a bereavement journal is a highly recommended resource for registering extended
periods. It is useful to be able to contrast moods and emotions, related to your own bereavement
process along the days, months, etc.
Finding a physical space in the house where a tribute may be carried out, either with a picture or
a significant element that reminds you of the dead relative, where you may connect and be at peace
with him/her is also recommended. If you wish so, this space may be shared with other partners.

FAREWELL RITUALS WITH SOCIAL DISTANCING:
The isolation situation invites to think of new instances to carry out farewell rituals with others. Given
the complexity of the situation, it will be necessary for its proper organization to be aware of the needs
of the participants in order to unify criteria and for everyone to achieve some kind of relief with the
practice.
It is important to suggest the participation of all the relatives affected by the loss, including
children, elderly and disabled people; everyone who needs to feel loved and give love, to be
protected, safe and supported, understood, accompanied and respected in their vital processes.
(12)

Foster and organize virtual encounters. Taking advantage of technological devices and virtual
platforms (zoom, skype, etc.) every participant may bring to the virtual meeting an object or
anecdote to share about the dead person.
Pay respect to your relative in your social network through the publication of photos or texts. It is
a good way of socializing the loss and receiving social support.
Organize at a specific time a symbolic ceremony with your friends and relatives, such as a balloon
release, a lightning up of candles, an offering of prayers according to the faith you practise, etc.
Create a web page (for example in Facebook) or WhatsApp group, etc., where family
members, friends and close relatives may express their condolences and pay tribute to the dead
person.
Rituals as therapeutic instances not only permit the farewell but also create new traditions. They
offer support and containment of intense emotions and facilitate social coordination.

GUILT IN

PANDEMIC TIMES
When the professionals assisting the bereavement process detect that the guilt feeling is intense
and lasting in time, it is necessary to think about the referral to a mental health specialist.
One intervention strategy towards guilt is the confrontation with reality. By means of questions it is
possible to confirm that even when things could have gone different, death was unavoidable. So it
is important to work with the concept that it is impossible to have everything under control.
But in the exceptional circumstances of losses due to Covid19, guilt may appear for not being near the
relative during their last moments. If the interviewee shows flexibility and willingness, remind them
that the limitations were requested by the sanitary authorities and not by them as a family.

CONCLUSIONS
In Latin America, the social context acquires similar characteristics as regards how to face the impact of
a pandemic and the social confrontation of the crisis. From the Social Work perspective, and with our
vast experience in approaching sick people, families, caregivers and the community in general, we
pretend to offer tools that may be of great help for the health team. Our profession is now adapting
itself to the specific Pandemic situation we are going through. However, in a continent that has always
appealed to creativity, and that differs hugely from the most developed countries, Latin America lacks in
general for the socio-sanitary resources that contemplate the social needs and increase the vulnerability
of the caring networks.
Within this framework, the health team and the social worker in particular should develop all their
experience and skills in the follow up of the Palliative Care cases, in order to give an ethic,
empathic and quality answer, mitigating as much as possible the impact that the patient and the
family receive in a health crisis context of quarantine and Pandemics.
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