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Palliative care in the context of a pandemic: similar  
but different
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Palliative care is an important component of the medical 
response to pandemics and other health emergencies. The 
principles of palliative care do not change, but the practice 
of palliative care has to change as a result of factors such as 
greater demand and infection control measures. This article 
makes suggestions for palliative care provision during a 
pandemic (in developed countries), based on a limited review 
of the literature and personal experience of the ongoing 
pandemic (COVID-19 infection).
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‘ to cure sometimes 
 to relieve often 
 to comfort always’
 Anonymous, 15th century AD

Introduction

The World Health Organization (WHO) has stated that 
‘humanitarian responses to emergencies and crises should include 
palliative care and symptom control’. Moreover, it has stated that 
‘responses that do not include palliative care are medically deficient 
and ethically indefensible’.1 It should be noted that the WHO 
defines palliative care as ‘an approach that improves the quality  
of life of patients and their families facing the problem associated 
with life-threatening illness, through the prevention and relief 
of suffering by means of early identification and impeccable 
assessment and treatment of pain and other problems, physical, 
psychosocial and spiritual’.2 

In ‘normal’ times, most palliative care is provided by non-
specialists (in palliative care), although research suggests that  
many more patients would benefit from input from specialist 
palliative care services. Similarly, in times of pandemics and other 
healthcare emergencies, most palliative care will need to be 
provided by non-specialists, with specialist palliative care services 
providing targeted support for patients, families and colleagues. 
However, applying the principles of palliative care at such times is 
extremely challenging, particularly in the context of strict infection 
control measures and healthcare professionals working to capacity 
in highly stressful situations. 

Principles of care

The guiding ethical principle of managing patients during 
pandemics and other healthcare emergencies is that ‘everyone 
matters equally’ (although ‘this does not mean that everyone 
is treated the same’).3 Patients who are not for escalation of 
treatment (or are for de-escalation of treatment) deserve adequate 
‘basic care’, and timely/appropriate management of symptoms and 
other end-of-life care problems. Moreover, they need empathy and 
‘safe’ personal interactions (especially in the absence of families) 
(Box 1). It is important that sufficient resources are ring-fenced for 
these patients in the same way that resources are ring-fenced for 
patients requiring intensive (interventional) treatments. 

Utilisation of resources

Human resources (specialist palliative care)

As discussed, specialist palliative care is a finite resource, and during 
pandemics and other healthcare emergencies, it is important that 
this resource is utilised appropriately to manage those patients 
affected by the pandemic as well as those patients who make up 
the ‘normal’ palliative care population (eg patients with life-limiting 
conditions, cancer patients requiring supportive care).

Everyone’s job plan/rota should be reviewed (and invariably be 
amended). Moreover, this needs to be an ongoing process, since 
the clinical situation will change as the pandemic progresses (and 
eventually subsides), and as workforce issues develop (ie isolation, 
illness, physical fatigue, psychological fatigue / ‘burnout’). Table 1  
outlines a ‘Yes, Maybe, No’ approach to job planning during 
pandemics and other healthcare emergencies.

It is important that job planning / task allocation reflects the person’s 
specific knowledge and skills, and it should not be unduly influenced by 
what the person wants to do (eg managing acutely unwell patients) 
or what other people don’t want to do (eg breaking ‘bad news’ to 
patients/carers). Nevertheless, everyone should expect to undertake 
activities outside their normal scope (including menial duties), and 
potentially outside their ‘comfort zone’. In the latter instance, it is 
essential that appropriate training/support is readily available.

Other resources

Pandemics and other healthcare emergencies often result in 
scarcities of drugs, equipment and consumables (eg personal 
protective equipment). Fortunately, the symptoms experienced by 
patients with COVID-19 are manageable with commonly available 
medications, and there are invariably alternatives to first-line 
options. For example, opioids are effective in managing shortness 
of breath, and while morphine is usually the first-line option, other 
opioids are equally effective.
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Box 1. Considerations when caring for palliative care 
patients during a pandemic (in the context of strict 
infection control measures).

Engage as much as possible with patient:

 > verbal communication, ie explanation, general ‘chit-chat’
 > non-verbal communication, eg ‘thumbs up/down’ 
 > appropriate (safe) touching, eg hold their hand

Ensure that basic care needs are met
Ensure that symptoms are controlled
Facilitate remote contact with family, eg using mobile phones
Facilitate direct contact with family for end-of-life care patients
Communicate regularly with family 
Consider modifications to environment (to improve patient experience)
Manage expectations, eg preferred place of care/death

Syringe pumps (‘syringe drivers’) are often used to give 
medication to patients at the end of life. However, syringe pumps 
are not essential to providing good end-of-life care, and patients’ 
symptoms can potentially be managed by either intermittent 
subcutaneous injections or the use of other routes of administration 
(ie intravenous, transdermal, oral transmucosal, intranasal, rectal).4,5 
Indeed, syringe pumps only became established in the early 1990s, 
although they had been in use for a decade or so beforehand.6

Guidelines

The symptoms/problems experienced by patients with COVID-19 
are not unique, and the management of patients should be based 
on the available evidence from analogous cohorts of patients (with 
necessary adjustments). Unfortunately, some promoted guidance 
is lacking in evidence (eg benzodiazepines to manage shortness 
of breath per se) or is impractical in many COVID-19 patients (eg 
breathing/relaxation techniques for shortness of breath). 

The Palliative Care Formulary is a reputable source of information 
about symptom control (and end-of-life care management).5

An alternative is the British National Formulary.7 Table 2 gives 
an overview of symptom control in patients with COVID-19 
infection.8–13 Patients with difficult-to-control symptoms / other 
problems should be referred to / discussed with the local specialist 
palliative care team in a timely manner (and advice from these 
teams should be available 24 hours per day / 7 days per week).

Learning the lessons

Lessons from previous pandemics

The medical literature contains a number of articles about the 
potential role of palliative care in healthcare emergencies,14,15 
although there are limited reports about the actual role of palliative 
care (or specialist palliative care services) in previous healthcare 
emergencies.16,17 Indeed, there is no evidence to support any specific 
model of palliative care in these circumstances.18 
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Fig 1. ‘Iceberg scenario’ (potential consequences of  
COVID-19 pandemic).

Pandemic

Complications of COVID-19 infection
COVID-19 patients (and families)

Repercussions of pandemic 
Non-COVID-19 patients (and families)

Complications of working during pandemic 
Healthcare professionals, other ‘front-line’ workers

Complications of living through pandemic 
General population

Table 1. A ‘Yes, Maybe, No’ approach for job planning for specialist palliative care healthcare professionals during pandemics 
and other healthcare emergencies.

Category Yes Maybe No

Description ‘Specialist palliative care’ – activities 
related to specialist training   

‘General medical care’ – activities 
related to general medical training

Non-essential ‘usual’ activities

Examples Symptom control – difficult cases
End-of-life care – difficult cases
Education and training – symptom 
control, end-of-life care

[Audit and research]

Medical management of patients

[Decision making around escalation/
de-escalation]
[Breaking ‘bad news’]

Generally non-clinical activities

Role of other 
healthcare 
professionals / 
other staff

Many activities can be shared within 
specialist palliative care teams

Some activities can be delegated to 
other healthcare professionals (with 
appropriate training/support)

Medical management overseen by 
medical/support teams (eg ITU team).

Some activities can be delegated to 
administrative staff and/or volunteers 

Apply ‘3-D’ approach:

> Ditch – the activity doesn’t need  
doing at all 

> Delay – the activity needs doing,  
but it doesn’t need doing now 

> Delegate – the activity needs doing now

Population  
of patients

Pandemic patients:

 >  patients for escalation 
(full, limited)
 >  patients not for escalation 

‘Normal’ palliative care patients

Pandemic patients
(‘Normal’ palliative care patients)

(‘Normal’ palliative care patients)
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Paladino and colleagues reported on the consequences of the 
Ebola outbreak in Africa in 2014–16:19 they highlighted high levels of 
psychological distress in Ebola survivors (eg depression, post-traumatic 
stress disorder (PTSD)), in the general population (eg abnormal grief 
response, PTSD) and also among healthcare professionals (eg burnout, 
PTSD). Moreover, they reported ongoing physical health problems in 
Ebola survivors (eg insomnia, short-term memory problems). 

We need to anticipate similar problems following the COVID-19 
pandemic. Moreover, we need to anticipate problems arising from 
the cancellation, postponement or modification of treatment given 
to other groups of patients during this period. For example, some 
patients with cancer may have gone from being ‘curable’ to only 
‘treatable’, and some from being ‘treatable’ to only suitable for 
palliative care. Indeed, we suggest that a national strategy should 
be developed to manage the potential ‘iceberg scenario’ of the 
current pandemic (Fig 1).

Lessons from current pandemic

At the time of writing, the peak of the COVID-19 pandemic was 
expected in 1–2 weeks (in the UK). We have all learned lessons 
during this pandemic, and will surely learn further lessons over the 
coming weeks and months. We need to reflect on our experiences, 
and importantly share these experiences (both positive and 
negative). Moreover, we should not go back to doing things ‘the 
old way’, if contemporary initiatives have been successful (eg 
telephone/video consultations).
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