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ABSTRACT 

COVID-19 patients incidence rate is constantly expanding world-
wide and the risk of mortality is extremely high among elderly 
population and those with acute or cronic disease and comorbid-
ities. The pandemic caused by the SARS-CoV-2 virus has strongly 
affected the functioning of healthcare networks around the world 
and changed many palliative care units in healthcare institutions 
into covid patients treatment units. Palliative care in many coun-
tries has insufficient number of resources and suitable legal and 
regulatory frameworks in order to guarantee the integration in 
the system in pandemic. Palliative care deals with the ways to pre-
vent diseases and how to treat some serious medical sequeae re-
sulting from any kind of disease that in a serious way affects the 
quality of life. The basic postulate of palliative treatment include 
providing immediate decrease or complete elimination of somatic 
symptoms, providing support psychological, spiritual and ensur-
ing empathic care for both the patient and the family. They all 
have come into focus during a pandemic. Grown-ups and children 
requiring palliative care, especially in low and countries with 
lower-middle income, oftentimes have to face with difficulties and 
problems in approaching necessary services. Society has recog-
nized their vulnerability during COVID-19 pandemic. The situa-
tion has been aggravated by their incompetence to have an ap-
proach to all necessary health accomodation, treatments, drugs 
and backing to manage hazardous diseases and medical agony. 
For all the above, palliative care is to be consolidated into na-
tional and international plans in response to COVID-19. It is ex-
pected that pandemic due to  COVID-19 will be a longlasting 
health problem, which emphaises the necessity to simultaneously 
health care for patients sensitive to COVID-19 and other patients. 
This obliges the medical professionals to constantly increase their 
knowledge by searching,  relevant literature and applying practi-
cal recommendations and guidelines. 
 
Keywords: COVID-19, coronavirus, pandemic, palliative care, 
telemedicine, lethal outcome.



INTRODUCTION 

The unprecedented scale of COVID-19 outbreak required 
an urgent response all over the globe, testing the resilience of 
all healthcare systems. Most responses to COVID-19, includ-
ing countries with good resources have neglected palliative 
care because they have been in a hurry to develop new strat-
egies to mitigate, combat and manage COVID-19 (1). To 
ease the pain and to support the complex decision on how to 
manage health incertitude are leading roles of palliative care. 
They are crucial items of the reaction to epidemics conditions 
(2). However, World Health Organization (WHO) guidelines 
for operational planning that support countries’ readiness and 
response have not included palliative care in strategies to 
maintain basic health services (3). 

The pandemic has the greates influence on the countries 
with low and middle-low income, many with the weak 
healthcare system with limited resources. They have proven 
to be more vulnerable because they have plan, organize and 
use all resources in order to minimize serious medical issues. 
The pandemic has exacerbated different sufferings at human 
body (physical and spiritual) provoked by the imminent con-
sequences of the illnes. All this have devastated communities 
and countries. It has dramatically modified the priorities of 
the health system by redefining certain resources, services, 
regulations and health security measures (4). 

When curative medicine exhausts all possibilities in the 
treatment of a patient with active, progressive and advanced 
disease, palliative medicine continues with an appropriate 
medical care. Thanks to the procedures and attitudes of mod-
ern palliative medicine, every person has the right to face ad-
vanced or terminal illness without pain and with as little spir-
itual suffering as possible. However, palliative care is the key 
to alleviate serious health suffering associated with both 
COVID-19 and other health conditions. In many countries 
with low- and middle-low income, palliative health care ser-
vices are being developing. Although some societies created 
national strategies it should be emphasized that additional re-
visions are necessary to ensure that they are in line with the 
purpose of the pandemic. Palliative care does not have suffi-
cient resources and there are no appropriate legal and regula-
tory frameworks to guarantee the integration in the system 
during pandemic. Palliative care services based on commu-
nity that can provide effective home care are in their infancy 
in these countries (5). Health policy makers and leaders in 
these countries cannot clearly see the value and the im-
portance of incorporating palliative care components in re-
sponses to COVID-19 without the human and financial re-
sources to integrate it. Health services in low- and middle-
low income countries do not have enough basic resources 
like personal protective equipment, intensive care units, res-
piratory support equipment including respirators. We can see 
that some health sevices that provide palliative care are mov-
ing to other areas of the health care system, leaving patients 
without palliative care. These vulnerable patients during the 
COVID-19 pandemic aggravated their position because they 
have not been able to entry all necessary health organisation, 

treatments line, medications and support to manage life-
threatening diseases and grave health sufferings.  

Pandemics like this one, triggered by COVID-19, could 
increase health care services utilizations, as well as palliative 
care and care for a person nearing the end of their life. Ac-
cording to present data it is clear that palliative care is re-
garded as a necessary segment of the general health insurance 
(2). The contribution of primary care and specialist palliative 
care is required now more than ever. To recommend institu-
tional and national policies that provide access to essential 
medicines to treat symptoms, promote the integration of pal-
liative care in clinical and educational settings, support per-
son-centered care during serious illness and times of death, 
death and grief, and encourage the delivery of safe, high-
quality and effective palliative care medicine, should be cru-
cial.  

The COVID-19 pandemic virus has changed the society 
at all levels. It has a negative impact on the treatment of many 
chronic conditions, the health of the mother and child, and 
increases the risk of co-infections, such as HIV and tubercu-
losis. The concerning question is the deterioration of mental 
health, gender-related violence and disruption of social cohe-
sion because of the economic upheavals and scarce re-
sources. It is obvious that the COVID-19 pandemic is to be 
one of the greatest challenges that we have to face with in 
contemporary times. 

Although it can be said that distancing, such as physical 
and also social, are basically the most helpful way to prevent 
the spreading of any infection, the isolation as an outcome 
undermines the basic need that people want to spend their 
time with friends and family. This lack of human relation is 
highlighted in patients who are critically ill, admitted to hos-
pital, or at the end of their lives at home. That is why pallia-
tive care with its holistic approach is the key element in this 
era of COVID. 

Palliative care definition 

The definition of palliative care has been developed over 
the years as this part of medicine has evolved. The World 
Health Organization has changed the definition several times, 
presenting palliative care as a holistic and active approach of 
the seriously ill patients, as well as providing psychosocial 
support to families (6) with the eternal goal of obtaining the 
highest possible quality of patient life for terminally ill and 
for popele in their enviroment, by controlling pain and con-
trolling other symptoms of patients. The newer definition 
highlights the way we can prevent sufferings: "Palliative care 
is an approach that improves the quality of life of patients and 
their families, facing the problems that accompany life-
threatening diseases, through prevention and alleviation of 
suffering through early detection and accurate assessment 
and treatment of pain and treatment of other symptoms of the 
disease: physical, psychosocial and spiritual” (7). 

A recent definition based on consensus describes pallia-
tive care as "active holistic care for individuals of all ages 



with serious health suffering caused by serious illness and es-
pecially those near the end of life." This attitude and acess to 
palliative care wants to make some improvements in the way 
patients live their lives, how it affects their families and their 
carers (8). If we focuse on this definition, we can see that the 
world starts to change its view on palliative care. Society 
feels that palliative care does not focuse on only individual 
patients with a poor prognosis or on patients nearing the end 
of life. They feel it is a holistic approach that can help to ease 
health sufferings and as such should be implemented early 
into development of disease. 

According to all state members of WHO: 

„... palliative care is the ethical responsibility of 
healthcare systems, and [...] it is the ethical duty of healthcare 
workers to alleviate pain and suffering, whether physical, 
psychosocial or spiritual, regardless of whether the disease or 
condition can be cured […] care for individuals at the end of 
their life is among the critical components of palliative care 
” (9). 

Palliative care is capable to (10): 

 relieve pain and other symptoms of the disease 
 affirm life and all its values, but sees death as a normal 

process of life 
 it does not hasten or delay death, 
 incorporate psychological and spiritual aspects of patient 

care, 
 offer support to patients so that they can live as actively 

as possible until the moment of death, 
 offer a system of support and assistance to the family in 

dealing with the situation during the patient's illness and 
later in the period of grief over the loss of a loved one 

 use a team approach in identifying the needs of patients 
and their families, including counseling during periods 
of mourning, if necessary, 

 it can be used at an early stage of the disease, along with 
a number of other therapies in order to prolong life 
 

Patients requiring palliative care encompass those with  
life-limiting, life-threatening, infectious with acute or 
chronic course, which may include conditions such as malig-
nancy, HIV / AIDS, cardiac or respiratory conditions, meta-
bolic disorders, disorders of a neurodegenerative nature (in-
cluding dementia); advanced neuromuscular diseases, insuf-
ficiency of terminal organs, liver, COVID-19 and others (11). 
Patients requiring palliative care are often not recognized by 
community and "abandoned" by health care advocates and 
policy makers. Such patients have a fear that society consid-
ers that their lives are not worth saving. Limited resources 
impose difficult clinical decisions at the forefront, which can 
mean that many patients with preceding palliative care re-
quirement are going to be deprived of intensive or medical 
procedure that can have life-prolonging effects if they get 
COVID-19 infection or they develop another life-threatening 
disease throughout a pandemic. We can see that some health 
care systems apply commands named DNACPR (Do not 

attempt cardiopulmonary resuscitation) as a recommended 
protocol with no even taking into account individual cases 
(11). Solving dilemmas and making the right medical and 
ethical decisions requires medical knowledge and skills, as 
well as understanding and accepting basic moral values and 
ethical principles. As professionals, we have a duty to ask 
ourselves whether our decisions are in accordance with the 
patient's will (autonomy) and in his best interest (well-being) 
and whether we will in any way harm the patient (primum 
non nocere) or society (justice) (7).  The issue of enormous 
clinical interest is the difficult ethical issue of health care ra-
tionalization if we take into account the unprecedented pres-
sure on the whole healthcare system by increasingly diffuse 
infection with increased strain on intensive care units at the 
height of the SARS-CoV-2 pandemic (12). 

Precisely the primary goal of planning the advanced care 
in the context of COVID-19 is to avoid unwanted hospitali-
zations in intensive care units, which would unnecessarily 
burden this healthcare service and make the need for ration-
alization more difficult. Based on newly published triage cri-
teria of SAMS (Swiss Academy of Medical Sciences) (13), 
patients currently monitored by palliative care teams, as well 
as most patients in nursing homes, will not be in a position to 
be treated in intensive care organisations if they have ap-
proved infection of COVID-19 virus. It is important that res-
idents / patients and families are informed that althought if 
they are in the mood for hospitality and intensive treatment 
unit in case of disease caused by COVID-19, this does not be 
the case if there is not real medical indication for it, especially 
in a case of resource scarcity. Challenging decision should 
not be made according to one person thinking, but should be 
based on decision from interdisciplinary medical team in-
cluding, for example, an physician from intensive treatment 
unit, an cardiologist and specialist of palliative care. Espe-
cially in the COVID-19 era, the elderly and vulnerable pop-
ulation that have cognitive disorder may not be sutibale sub-
ject for mechanical ventilation due to clinical evaluation, 
even if that is their wish (14). Sometimes it is not easy to 
assess whether a procedure is futile or just ineffective (low-
yield). Situations in which the question of the futility of treat-
ment arises include: interventions aimed at maintaining the 
life of patients in a permanent vegetative state (artificial ven-
tilation); resuscitation of patients with advanced, incurable 
diseases; chemotherapy in advanced cancer or the use of an-
tibiotics or parenteral rehydration in a patient in the later 
stages of the disease (7). Considering that neither successful 
cure nor recovery is expected in the seriously ill, the question 
arises, what can palliative care offer? Control of pain and 
other physical symptoms are basic interventions, because it 
is important that the patient feels as comfortable as possible, 
which means that the sensation of pain is stopped and re-
duced, that there are no unpleasant symptoms, that he can 
sleep, drink  and eat (depending on the stage of the disease) 
and maintain hygiene. Knowing and understanding ethical 
principles and acting in accordance with them not only con-
tributes to improving the quality of life of patients and their 
families, but also contributes to the satisfaction of profession-
als during their hard work, stress prevention and prevention 



of burn out syndrome (7). Clinicians do not pay enough at-
tention to the fact that a large part of what clinicians offer 
does not cure the disease - but manages it. This is especially 
true when it comes to elderly patients and those with a num-
ber of severe chronic diseases, to which some of the medical 
interventions bring much more harm than good. Generally 
speaking, palliative care offers specialized medical care for 
anyone living with a serious illness, with a focus on profes-
sional symptom management, skillful communication and 
support for patients and their families. Palliative care is pro-
vided together with other medical services and aims to alle-
viate the symptoms and stresses of the disease, improving the 
quality of life of both patients and families (15). It is proven 
that during a pandemic, healthcare professionals have had the 
leading role in providing care. This has been a perfect oppor-
tunity for them to demonstrate their years of learning, edu-
cating, acquiring skills, and their committment to work in or-
der to provide exceptional care based on evidence. In this 
pandemic, the society has become aware of the challenges 
that medical staff have to face with. We can mention relocat-
ing to areas that require current or various working charac-
teristics, the possibility of infection or contaminating others, 
overburdening and often doing job without proposed indi-
vidul work accessories that can protect them. Healthcare pro-
fessionals are also essential figures in the global fight to the 
COVID-19 pandemic. During a pandemic, they have had the 
opportunity to show and apply their unique and innovative 
skills, especially the holistic approach to care that is a back-
bone of palliative care. It seems that this contribution to so-
ciety is insufficientlly recognized or even minimized, limi-
tary chances for development of leadership. They have used 
their best working characteristics in tackling with complex 
health requests and resolutions and were just one instrument 
in coordinating between the holistic needs of patients, their 
families and caregivers, sadness and grief. 

PALLIATIVE CARE DURING PANDEMIC 
COVID-19 

If we take a look at some similar public health crises 
throughout history, we can see that medical staff have been  
the first to respond, even in the COVID-19 situation. They 
have combined modern and scientific solutions and sugges-
tions which focuse on evidence with the competence of tak-
ing medical care for ill subject, their nearest and the commu-
nity. They care for people all around the world. The diagnosis 
of COVID-19 and deaths continue to increase in number, em-
phasizing the signifficance of palliative care, especially in the 
light of scarce budget (16). As Dovnar described: "we need 
things (supplies of medicines), staff (education, expertise), 
space (special departments and units) and systems (triage 
systems, updated plans of care) to provide comprehensive 
palliative care during crises" (17). When we are facing some 
complex medical situations or there are times of great uncer-
tainty, clinicians should consult specialized palliative care 
teams to provide necessary additional support. Recommen-
dations for palliative health approach in the context of 
COVID-19 are given. The most important principles of pal-
liative care were not deployed, involving recommendation 

for holistic approach and therapy of existing symptoms and 
the end of life needs (including medicine procurement), train-
ing of health professional on palliative care (especially for 
assistants who provide most practical care), reference to pal-
liative care unit or hospital, connection in pre-planned care, 
support to the nearest people, encompassing suffering man-
agement, and maintance to health proffesional (18). The ex-
isting protocol moreover did not produce guidelines on the 
efficent use of health professional such as the relocation (pal-
liative care) of health professional from acute settings to the 
community where necessary (16, 19). 

By declaring a pandemic in 2020, we have learned the 
value of being prepared for unpredictable medical events and 
the real need for quality health care. The principles and prac-
tices of palliative care are only one example that provides 
many answers. Palliative care clinicians consider that we all 
deserve the best possible quality of life without paying atten-
tion to our social circumstances and health status. The term 
“palliative care” explains the role of healthcare professionals 
and their fundamental and universal responsibility to allevi-
ate pain of the patients through the management of symptoms 
(20). 

Many studies have proven that mortality from COVID-19 
is higher in the elderly and patients with concomitant dis-
eases (21, 22). Current estimates of COVID-19 mortality 
rates are below 0.2% for people under 60 and up to 9.3% 
among people over 80 (23). Severe diseases with uncertain 
outcome require good palliative care of patients. Despite hos-
pitalization and intensive unit treatment, death rate is ex-
tremely high: according to the data of intensive care health 
proffesionals, extremely low percentage of patients elder 
than 65 years on mechanical ventilation with developed acute 
respiratory distress syndrome (ARDS) survive. This is the 
reason why we should focus on the question about the en-
trance of elderly subject with infection of COVID-19 with 
multimorbidity to hospital. This is a tough question and 
should be addressed very seriously. It can only be suitable in 
case of complications of concomitant diseases. It is probable 
that communities that provide paliative health care can re-
duce the admission and hospitalization of people at terminaly 
state due to COVID-19 infection who would choose to stay 
at home or under their care at home condition. Accelerated 
development of dyspnea in subject with infection of COVID-
19 who expand acute respiratory distress syndrome can make 
this a challenge towards the end of life (24). Therefore, plan-
ning care in advance is crucial prior to, or no later than, when 
viral disease is verified. "Open, adequate communication 
with patience is an important aspect of palliative care and 
nursing. An understandable, repeated and gradual explana-
tion enables the patient to develop realistic expectations, to 
express his own wishes and to make decisions ” (25). 

From this point of view, it is difficult say wheather palli-
ative care in long-term care facilities is adequate or not in the 
context of COVID-19. Bauer describes in his study that a 
most of subjects at the end of their lives may haven't took 
palliative care treatments in the days of COVID-19, 



especially the poor community living in permanent care fa-
cilities (26). As members of the vulnerable category of the 
population with a higher number of comorbidities, the occu-
pant of permanent care homes accounted for a large percent-
age of patients and deaths related to COVID-19, (27, 28). If 
necessary, teams are also invited to long-term care homes to 
ensure optimal treatment. If patients are take medical care at 
home, support from nurses and from moving palliative health 
care professional teams is necessary. In some serious and 
mutiplex situations, regional palliative care health medical 
doctor should be contacted (29). 

Most residents of long-term care homes have samo neu-
rogical disease, most often dementia, and the current medical 
condition create many difficulty for them (30). They are seen 
as a particularly vulnerable group of patients. They are highly 
at risk of negative health outcomes of COVID-19 (23, 31). 
Even if considered as an unconstrained risk factor, research 
conducted by Atkins and colleagues observed that pre-exist-
ing dementia has the highest influence for occurrence of se-
rious COVID-19 symptoms in population older than 65 years 
who living in the community (32). It is reported that residents 
with dementia are in a risky situation to contract and spread 
COVID-19 because they have some difficulties to under-
stand, remember and implement regulations and recommen-
dations for infection prevention. This may imply that they 
hardly understand isolation measures, social distancing, and 
general hygiene recommendation, like hand disinfection for 
example (33). 

As we have seen, it has been extremely complex to insure 
palliative health treatment during the actualy COVID-19 
pandemic to palliative care users who had diagnosis of de-
mentia (with or without COVID-19). The pandemic is partic-
ularly challenging for medical staff employed in palliative 
care. They are the key factors in supplying palliative treat-
ment to patient with dementia and support to their nearest. 
This type of health professionals are in a position to give care 
to current standards, but at the same time they are expected 
to resume with human contact, to save the dignity of the pa-
tients and to provide adequate circumstances for patients with 
dementia with or without COVID-19. It has become obvious 
that physical contact and social connections are essential in 
order to improve the well-being of patients with severe form 
of dementia, especially if other forms of information transfer 
have become inapplicable (23). Adopted regulations on so-
cial measure and personal safeguard equipment make that pa-
tients with diagnosis of dementia at the end of life do not have 
enough intimacy and gentle touch by their family members 
or guardians (34). Even, personal safeguard equipment can 
be intimidating and mystifying for mentioned patients (34, 
35). It is especially difficult to respond to some symptoms 
such as anxiety and depression, and to tackle with challeng-
ing behaviors, because people with dementia are likely to 
have difficulty understanding their current situation (35). 
Current literature highlights specific challenges during 
COVID-19 regarding advance health planning, nearest pe-
pople involvement, and management of psychosocial needs 
that may be aggravated by exclusion. 

Palliative care plays a key role in caring for the elderly 
affected by COVID-19 (36). It is an approach that aims to 
improve the human quality of life and the lives of their fam-
ilies, faced with the problems associated with a serious ill-
ness. This includes not only impeccable management of 
symptoms, including respiratory distress, but also psycholog-
ical, social, and spiritual care and support in medical and eth-
ical end-of-life decisions which are very difficult (37). It is 
not surprising or unexpected that we have not had guidelines 
due to the quick spreading of the pandemic and the lack of 
palliative care and end-of-life care in long-term care homes 
even before this pandemic (38). However, we as society need 
to struggle to meet the call for high-quality palliative care for 
patients with COVID-19. We have to focuse on the high-risk 
population of long-term care residents (1). 

In countries with developed palliative care services, spe-
cialized palliative care teams have rapidly upgraded their ca-
pacity and used all their skills and knowledge to meet the 
needs of the most complex patients. They set up certain in-
patient units for the critically ill, organized 24/7 lines for 
long-distance patients and concerned family members, cre-
ated "briefing sessions" for anxious colleagues working un-
der stress from different levels of health care, participated in 
discussions at the system level regarding the resources of al-
locating and integrating palliative care teams into emergency 
services and intensive care teams to provide support at the 
right time (20, 39, 40). In the Netherlands, palliative care pro-
grams and specialist palliative care teams in hospitals during 
a pandemic vary depending on their level of integration and 
development. Appropriate staff, dedicated clinics, education, 
and research appear to be means to improve the penetration 
of their services and the referral time of patients with ad-
vanced disease (40). Palliative care, where it is available, is 
activated in emergencies with severe COVID-19 infections 
to make an assessment, to apply some measures for control-
ling the symptoms,to make patients and their family mem-
bers more relaxed, to set up discussion on goals of nursing, 
to make virtual communication between patients and families 
easier if they want and finally to give support to the families 
of the bereaved, if necessary (2).  

PREVENTING SCREENING OF PATIENTS 
WITH COVID-19 INFECTION USING 
CHECKLISTS FOR REFERRAL FROM 
INTENSIVE CARE UNIT TO PALLIATIVE 
CARE UNIT 

 It is of extreme importance that palliative care teams are 
active and engage their intensive care colleagues on time to 
identify, see and recognize patients in the COVID-19 inten-
sive care unit who may benefit from early referral to pallia-
tive care. And that is why it is signifficant that palliative treat-
ment teams are once for all, incorporated into COVID inten-
sive care (41) (Table 1). Important criteria that may be the 
most relevant for patients with COVID-19 are (41, 42): 

 



(1) condition after cardiopulmonary arrest, 

(2) multiorgan dysfunction which involves ≥2 organs, 

(3) consideration of withdrawal from a mechanical venti-
lation with the expected development of a fatal outcome. 

 

Table 1. Checklist for referral from intensive care unit to palliative care unit 
 

Indicators CRITERIA 
Weak candidate for intensive care 
 
Continuation of intensive care will not 
give general benefit 

 Status after cardiac arrest 
 Active stage of malignancy IV 
 Advanced dementia (FAST scale stage 7) * 
 End valve heart disease / heart failure, ie. New York Heart Associa-

tion (NIHA) Class III or IV, EF <20%, repeated admissions, no sur-
gery 

 The final stage of kidney disease and the patient is not for a kidney re-
placement therapy 

 Assessment of clinical weakness ≥ 7 
 

        
Weak response to treatment 
 
The basic condition is irreversible or  
the desired outcome cannot be achieved 

 Multisystem organ dysfunction syndrome ≥ 2 organ systems 
 Considering withdrawal from a respirator after which death is ex-

pected 

Extremely bad expected 
Quality of life 
There is the expected poor 
Neurological recovery or 
Long-term dependence on respirators 
 

 Extensive intra-cerebral / subarachnoid hemorrhage with poor neuro-
logical prognosis 

 Massive ischemic stroke with poor neurological recovery 
 Hypoxic ischemic encephalopathy / anoxic encephalopathy 

Conflicts of decisions / 
Special considerations 

 Physical symptoms that are difficult to control despite common ap-
proaches to treatment 

 After initiation of extracorporeal membrane oxygenation (ECMO) 
 Complex family dynamics that influence decisions about using life 

support treatments 
 Conflicts between staff or between staff and patients / surrogates over 

the prognosis and / or use of livelihoods 
 Patients / surrogates want to explore non-intensive care support op-

tions, such as hospice services 
 

*The FAST scale refers to the Functional Assessment Test (FAST)  
 

The current crisis highlights two principles of palliative 
care that need to be integrated into overall health care, even 
outside active crises. First principle deals with discussing and 
documenting the usual preference for palliative care known 
as the advance care planning necessary for everyone, regard-
less of age or health condition. As we have seen in this global 
pandemic, human life is so fragile and unpredictable. We wit-
nessed the universal need for "true care" (20). Second princi-
ple of palliative care is to understand the entire patients, in-
dividuals interwoven with their lives, their loved ones and the 
community. Here is also integrated the understanding of 
medical and non-medical sources of strength and distress, re-
lated to some factors like social, cultural, spiritual, financial, 
and emotional. To give palliative treatment is an ethical im-
perative for patients who have small chances to have positive 

outcome and may have the primacy of redirecting patients 
who die far from overcrowded hospitals. Essential palliative 
care ensures that the patients get the care they want (2).  

It is expected that COVID-19 is to be a long-term world-
wide concerne related to health which emphasizes the obli-
gation to simultaneously give care and ensure support for pa-
tients who are sensitive to COVID-19 and care for other pa-
tients. If we want to facilitate the professional primary care 
and specialist provision of palliative care at this time, we 
should focus on forming guidelines and recommendations 
based on consensus under the guidance of experts in the treat-
ment of typical COVID-19 symptoms (43, 44).  



RECOMMENDATIONS FOR SYMPTOM 
CONTROL IN PATIENTS WITH COVID-19 
INFECTION BY THE PALLIATIVE CARE 
TEAM 

COVID-19 is treated as an acute health condition with a 
clinical picture of pneumonia and concomitant pulmonary 
failure. Some of the typical symptoms are dyspnea (difficulty 
breathing), coughing, exhaustion and increased body temper-
ature. Additional symptoms such as anxiety, mental uneasi-
ness, unrest and delirium have also been stated. Indivualds 
with progressively worsening pulmonary problems who do 
not get necessary intensive care usually develop stage called 
acute respiratory distress syndrome (ARDS) which goes to-
gether with severe shortness of breath, anxiety and panic. 
They require prompt health steps in order to have symptoms 
under control. 

 
 

Symptoms and recommendations (45): 

1. Dyspnea as one of the most common symptoms that ac-
companies COVID infection, if maintained with optimal 
treatment, it should be applied non-pharmacological and 
pharmacological measures to control symptoms. 

a. Non-pharmacological interventions include the following 
activities: body positioning (leaning position, pillow sup-
port); cooling the face with a cold towel (without hand fans 
to prevent spreading of aerosols); oxygen or high-flow oxy-
gen (with an oxygen tank) can alleviate shortness of breath. 

b. If despite medical approach of the main disease, dyspnoea 
persists, pharmacological treatment should be given by oral 
or parenteral opioids. In acute dyspnoea and patients with 
rapid exacerbation, rapid dose titration with immediate re-
lease formulations is desirable (Tables 2, 3). 

 

Table 2. Recommended treatment for patients who have not used opoids (naïve to opoids) 
 

Oral morphine  (or alternative opoids) 
Morphin slow release 

2,5-5 mg every 4 hours 
10-0-10 mg** (8.00 - 0 - 20.00) 

Lactulosa (or alternative laxatives) 
Antiemetic supplement if necessary: Haloperidol 0.5-1 mg at 
night for up to 2 hours 

10-0-0 ml 

Morphine solution 
alternatively, morphine i.v. short infusion / s.c. 

2.5-5 mg** (= 2-4 drops of Morphine solution 2%) 
1-3 mg** 

** rapid titration according to symptom intensity 
The recommended treatment for patients already taking opioids is to increase the opioid dose by 20%. 

 

Table 3. Recommended treatment for patients who cannot take oral medications 
 

Patients who did not use opioids **1 - 2 mg i.v./s.c. 4 hours or 
**Morphine  5-10 mg/24 h i.v./ s.c. via an infusion 
pump 

Example: 50 mg *Morphine and  50 ml NaCl 0,9%, concentration 1 mg/ml, **Initial dose 0,4 ml/h 

Patients who are already taking opoids: 
Conversion of previous opioid dose to continuous par-
enteral administration (i.v. or s.c.) 

 

Example: 60-30-60 mg of Morphine per equivalent  aprox. 50 mg i.v./24 h 50 mg *Morphine in 50 ml NaCl 0,9%, 
concentration 1 mg/ml, **initial dose 2 ml/h 
*or alternative opoids 
** rapid titration according to symptom intensity 

 

2. Cough: Dry or productive cough (as a consequence of 
bacterial superinfection) is a frequent companion of COVID 
infection. 

a. Non-pharmacological treatment includes maintaining of 
adequate wetness, intake of oral fluid, throat rinsing with sa-
line or upright of the upper body during sleep, as well as the 



use of some home remedies (ie ginger and honey, thyme so-
lution for cough). 
b. Pharmacological treatment includes the use of Morphine 
(3-5 mg p.o./4 h or continuous s.c./i.v. 5-10 mg / 24h) with 
the indication that patients with productive cough should not 
receive cough medicines during the day. 

3. Respiratory tract secretion: The production of increased 
amounts of respiratory secretions may occur in the final 
stages of life of patients with COVID-19. Early administra-
tion of antisecretory drugs may decrease secretions in the re-
gion of hypopharynx and trachea also. But, the existing se-
cretion will not be reduced. Healthcare professionals should 
take care because repeated sucking as well as parenteral flu-
ids will escalate secretion in terminaly ill patients. 

Medical treatment involves continuous administration of 
hyoscinebutylbromide (s.c./i.v. 20 mg prn up to once per 
hour) or glycopyrronium (s.c./i.v. 0.2-0.4 mg 2-5o every 4 
hours). 

4. Restlessness and anxiety: frequent companions of dysp-
nea. Patients with acute COVID-19 infection, respiratory 
failure and the decision to limit invasive ventilation therapy 
require frequent assessment and prompt treatment. 

Pharmacological treatment of anxiety and restlessness in 
patients with shortness of breath, supplementation with opi-
oid drugs involves the administration of Lorazepam 1 mg 
p.o./s.l. (solution with 2 ml of water if necessary) prn, up to 
once in 30 min or Midazolam 2.5-5 mg i.v. short infusion / 
s.c. prn, up to once in 30 min. Pharmacological treatment of 
anxiety that show a refractory character and restlessness in 
patients with shortness of breath involves the use of Midazo-
lam through infusion pumps (in combination with morphine) 
(e.g. 10 mg Midazolam ad 50 ml NaCl 0.9%, rate 2 ml / h or 
Midazolam 2.5-5 mg short infusion / sc 4 hours). 

5. Acute agitation and delirium: Healh sign such as agita-
tion feelings or symptoms of delirium caused by infection, 
hypoxemia or isolation requires timely intervention. Poten-
tial causative factors, including pain, constipation or a full 
bladder, must be assessed and treated. 

a. Non-pharmacological treatment include approach and 
therapy of potential causal constituents, verbal exchange, 
providing of adequate surrounding (bright and peacefully 
room) and patient orientation towards himself and others 
(also and orientation according to the actual situation). 

b. Pharmacological treatment of anxiety involves the admin-
istration of Midazolam (2.5-5 mg iv short infusion / s.c. prn, 
up to once every 30 min or continuous iv or sc 10 mg / 24 h) 
or Lorazepam (0.5-1 mg sl / per prn, up to once in 30 min). 
While in this type of approach of hallucinations and confu-
sions, the administration of Haloperidol (1-2 mg s.c. prn, up 
to once in 30 min or s.c. continuously 2-5 mg / 24 h) is rec-
ommended. 

 

6. Delivery type: 

 All handlings in the area of nasopharyngeal cavity is not 
recommended, due to the high concetration of virus in 
this region. 

 Individuals with cough that is uncontrolled or secretion is 
not candidate for oral drugs, transmucosally or intrana-
sally (45). 

APPROACH TO PALLIATIVE CARE 
CONCEPT- THE ROLE OF TELEMEDICINE 

The COVID-19 pandemic has created some new models 
(forms) of palliative care. Telemedicine (the use of electronic 
communication technologies) has spread very quickly in net-
working patients, carers and health professionals (46). Tele-
medicine implies that we use telephone, software and video 
to speed up and make easier communication between patients 
and carers, or patients of healthcare professionals. Of course, 
provided that everyone has mastered modern technologies. In 
the conditions of an apondemic, replacement is valuable 
when personal contacts are reduced to a minimum and re-
duced to emergencies. Of course, similar consultations are 
still invaluable for palliative patients, but telemedicine can 
help manage symptoms, reduce the number of patients in the 
hospital, and reduce patient mortality. It can also facilitate 
and improve the patient's quality of life, as well as provide 
valuable advice to the family caring for the patient in the pal-
liative phase. Communication technologies enable virtual 
visits of doctors to patients, caregivers to patients, relatives 
of patients in the hospital, doctor's consultations. And as 
such, moral and psychological support to the end-of-life pa-
tient (and who may be in isolation due to the pandemic) may 
be significant. Therefore, the issue of networking (primarily 
limited access to technology and connectivity) should be re-
solved, patient privacy should be preserved, healthcare pro-
fessionals should be trained to use the necessary platforms 
and finally funds should be provided for their uninterrupted 
use. Health resources should also be harmonized according 
to the needs of society (20,47).  Also, telemedicine can play 
a vital  role in the post-pandemic environment and period. 

PALLIATIVE CARE - AN ETHICAL 
IMPERATIVE 

According to ethical principles, palliative care should be 
provided to all patients in need. During a pandemic, drugs, 
equipment and human resources must be properly distrib-
uted. This requires a high level of personal, social and insti-
tutional solidarity and responsibility, which is even more pro-
nounced at the time of COVID-19. According to interna-
tional list of human rights, governments cannot deny or re-
strict equal access to preventive, curative or palliative ser-
vices (48).  Human rights activists warn that denying access 
to internationally controlled painkillers is cruel and inhu-
mane treatment (49). 

According to international law, the elderly, wherever they 
may be (at home, in homes, prisons, shelters, refugee 



accommodation), have the right to palliative care and basic 
medicines that accompany it. Taking into account the in-
creased risks that the elderly face during the pandemic, as 
well as the limited health capacities, more attention should be 
paid to palliative care. The elderly have the right to a digni-
fied death without pain (50). Although UN members have 
committed themselves in the World Health Assembly Reso-
lution COVID-19 (51) to provide palliative care as a basic 
service with prevention, treatment and rehabilitation, some 
countries have not yet done so. Implementation requires a se-
rious campaign. The current crisis could serve to provide ad-
ditional funding and reform existing health systems. 

RECOMMENDATIONS TO MEMBER STATES 
OF THE UNITED NATIONS 

Recommendations given to the member states of the 
United Nations:   

 Holistic national strategies for COVID-19 should be de-
veloped with prevention, medical, palliative and psycho-
social care. Education is needed to break the stereotypes 
about COVID-19. 

 Include palliative care as a form of combating COVID-
19. Linking palliative care services to health systems 
would develop a new practice to support colleagues, pa-
tients and their families. By including telemedicine, fu-
ture pandemics would be better prepared to welcome and 
provide timely assistance to patients. 

 It is necessary to train health workers in the necessary 
protocols (on infection control, use of protective equip-
ment), as they continued to provide palliative care with-
out fear of infection. 

 Continuous provision of health services, including palli-
ative care, maintains the health of the population, em-
phasizing ethics. 

 The list of models of essential drugs of the World Health 
Organization (WHO) from 2019 also includes formula-
tions of opioid analgesics. They are most commonly 
used to control felling of pain and distress of respiratory 
tract, as well as sedatives and anxiolytics (example of 
that drugs are midazolam and diazepam). The Model 
List (EML) exists at electronically form and can be 
found at list.essentialmeds.org. 

 The directive of the International Narcotics Control 
Board (52) needs to be adopted. This maintains constant 
approach to opioid drugs and controlled s by simplifying 
procedures such as export, transport and delivery. Ac-
cess to basic medicines, even those that are internation-
ally controlled, such as morphine, is a "basic obligation" 
that all states must provide. 

 Palliative care teams need to be formed to respond 
quickly. It is necessary that everything is well planned, 
that the teams have the necessary guidelines, resources 
and medicines, which would diminish the negative influ-
ence of the pandemic. 

 Training (and online training) of clinicians on the use of 
opioids and benzodiazepines to control COVID-19-

related symptoms should be accelerated. It is also neces-
sary to train specialist medical staff to deliver opioids to 
patients who receive palliative care at home. 

 Each country needs to adjust and adopt the basic package 
of palliative care services contained in the Lancet Com-
mission's report on a global approach to palliative care 
and pain relief. This will provide (1): 

- Training of doctors and medical staff for triage 
in order to provide the necessary care in a timely 
manner during a pandemic. 

- Appropriate access to equipment and medicines 
needed 

 Connect existing digital health platforms. This would fa-
cilitate communication between patients and doctors, as 
well as health teams. In this way, comprehensive, timely 
and high-quality care would be created. 

 It is necessary to ensure the involvement of society and 
the public, in order to set priorities and guarantee pre-
vention, treatment and palliative care for all who need it. 

 We should pay attention to vulnerable populations - 
groups at high risk of COVID-19 (53): 

- First of all, there is the care of patients who are more 
vulnerable due to destitution, homelessness, isola-
tion from social heppenings or discrimination. Tak-
ing care of them can also include appropriate psy-
cho-social services. 

- Caring for patients who are particularly susceptible 
to infection because they have a chronic illness or 
are disabled. Sometimes, due to their life situation, 
increased protective measures are needed. 

- Minor patients will be cared for according to the 
principle of "superior interest of the child" (4, 54, 
55, 1). 

CONCLUSION 

The COVID-19 pandemic triggered numerous social and 
health problems that we have to tackle with. When the health 
systems have become tense under the onslaught of COVID-
19, providing safe and efficient care, and end-of-life care be-
comes particularly difficult.We are witnesses that infection is 
spreading and mortality rates are escalating and as a result all 
health systems are increasingly relying on primary care and 
services provided by specialist palliative care .Contribution 
of palliative care in the midst of COVID-19 is necessary to 
be appropriately discussed. We should focus on pain and 
worsen symptoms; urgent pre-planned care and objectives, 
discussion of care given the rapid decompensation of 
COVID-19 patients; ethical issues related to end-of-life deci-
sions and discontinuation of treatment. The attention should 
also be paid on recognition of anticipatory grief for family 
members and caregivers and managing complex care needs 
which are required by high-risk patients, especially the el-
derly, those with main diseases and the immunocompro-
mised. The COVID-19 pandemic presents new, stressful or 
even traumatic situation for healthcare professionals and so-
cial workers. They tackle with making decisions of resource 
allocation, multiple deaths and fear of death or endangering 



one's own families. By providing palliative care, managing 
symptoms and pain, providing comfort in dying and spiritual 
care it is obvious that the supporting health teams must be 
part of the response to COVID-19. If we want to sum up, we 
can say that palliative care is essential, vital and crucial part 
of healthcare system and we can compare it to mechanical 
ventilation. All this leads to the conclusion that palliative care 
is to be integrated into national and international plans. 

Palliative care proves to be not a luxury but it can be 
said that it is a crucial human right and an essential,  
far-reaching response to COVID-19. 

REFERENCES 

1. The Lancet. Palliative care and the COVID19 pan-
demic. Lancet. 2020; 395(10231): 1168. 

2. Etkind SN, Bone AE, Lovell N, Cripps RL, Harding R, 
Higginson IJ, et al. The role and response of palliative 
care and hospice services in epidemics and pandemics: 
a rapid review to inform practice during the COVID-19 
pandemic. J Pain Symptom Manage. 2020; 60(1): e31-
e40. 

3. World Health Organization (2020). COVID19: opera-
tional guidance for maintaining essential health ser-
vices during an outbreak. Available at: 
https://apps.who.int/iris/bitstream/handle/10665/3315 
61/WHO-2019-nCoV-essential_health_services-2020. 
1-eng.pdf?sequence=1&isAllowed=y (accessed 11 
January 2022). 

4. Bhadelia A, Grant L, De Lima L, Knaul F, Pettus K. 
How pandemics affect health systems and resource al-
location: impact on palliative care. In: De Lima L, Pet-
tus K, Downing J, Connor S, Marston J, editors. Pallia-
tive care and Covid-19 series - briefing notes compila-
tion. Houston: IAHPC Press; 2020. p. 5-7. 

5. Ali Z, Bates J, Chandra L, Connor S, Hamzah E, 
Luyirika E, et al. Response to the COVID19 pandemic 
in low- and middle-income countries. In De Lima L, 
Pettus K, Downing J, Connor S, Marston J, editors. Pal-
liative care and Covid-19 series - briefing notes compi-
lation. Houston: IAHPC Press; 2020. p. 8-10. 

6. World Health Organization (2002). Palliative care. 
Available at: www.who.int/cancer/palliative/en (ac-
cessed 11 January 2022). 

7. Downing J, Milićević N, Haraldsdottir E, Ely J. (2012). 
Palijativna medicina: priručnik za studente medicine. 
Beograd: Medicinski fakultet Univerziteta u Beogradu. 

8. Radbruch L, De Lima L, Knaul F, Wenk R, Ali Z, 
Bhatnaghar S, et al. Redefining palliative care - a new 
consensus based definition. J Pain Symptom Manage. 
2020; 60(4): 754-64. 

9. World Health Assembly (2014). Strengthening of pal-
liative care as a component of comprehensive care 
throughout the life course. Available at: 
https://apps.who.int/gb/ebwha/pdf_files/WHA67/A67 
_R19-en.pdf (accessed 11 January 2022). 

10. Bogićević M. (2020). Palijativno zbrinjavanje, vodič za 
zaposlene u socijalnoj zaštiti. Beograd: Deutsche 

Gesellschaft für Internationale Zusammenarbeit (GIZ) 
GmbH.  

11. Watts L, Davies H, Gupta H, Thompson S. How people 
with pre-existing palliative care needs are affected by 
the COVID19 pandemic. In: De Lima L, Pettus K, 
Downing J, Connor S, Marston J, editors. Palliative 
care and Covid-19 series - briefing notes compilation. 
Houston: IAHPC Press; 2020. p. 34-36.  

12. Curtis JR, Kross EK, Stapleton RD. The importance of 
addressing advance care planning and decisions about 
Do-not-resuscitate orders during novel Coronavirus 
2019 (COVID-19). JAMA. 2020; 323(18): 1771-2. 

13. Swiss Academy of Medical Sciences (2021). Intensive 
care medicine: triage under resource scarcity. Available 
at: http://www.sams.ch/en/coronavirus (accessed 12 
January 2022). 

14. Parsons JA, Johal HK. Best interests versus resource 
allocation: could COVID-19 cloud decision-making for 
the cognitively impaired? J Med Ethics. 2020; 46(7): 
447-50. 

15. Rosa WE, Davidson PM. Coronavirus disease 2019 
(COVID-19): strengthening our resolve to achieve uni-
versal palliative care. Int Nurs Rev. 2020; 67(2): 160-
3. 

16. Etkind SN, Bone AE, Lovell N, Cripps RL, Harding R, 
Higginson IJ, et al. The role and response of palliative 
care and hospice services in epidemics and pandemics: 
a rapid review to inform practice during the COVID-19 
pandemic. J Pain Symptom Manag. 2020; 60(1): e31-
e40.  

17. Downar J, Seccareccia D. Palliating a pandemic: "all 
patients must be cared for. J Pain Symptom Manage. 
2010; 39(2): 291-5.   

18. Gilissen J, Pivodic L, Unroe KT, Van den Block L. In-
ternational COVID-19 palliative care guidance for 
nursing homes leaves key themes unaddressed. J Pain 
Symptom Manage. 2020; 60(2): e56-e69. 

19. Group of Belgian geriatricians: University Hospital 
Leuven, University Hospital Gent and Crataegus 
(2020). COVID-19 guideline regarding symptom man-
agement and clinical decision-making in nursing 
homes. Available at: https://www.endoflifec-
are.be/covid-19-guideline-for-symptom-management-
and-clinical-decision-making-for-nursing-homes (ac-
cessed 12 January 2022). 

20. Kamal AH, Casarett DJ, Meier DE. Compassion in a 
crisis: the role of palliative care during the COVID-19 
pandemic. Mayo Clin Proc. 2020; 95(11): 2325-6. 

21. Soosaipillai G, Wu A, Dettorre GM, Diamantis N, 
Chester J, Moss C, et al. Specialist palliative and end-
of-life caren for patients with cancer and SARS-CoV-2 
infection: a European perspective. Ther Adv Med On-
col. 2021; 13: 17588359211042224. 

22. Jordan RE, Adab P, Cheng KK. Covid-19: risk factors 
for severe disease and death. BMJ. 2020; 368: m1198. 

23. Bolt SR, Van der Steen JT, Mujezinovic I, Janssen 
DJA, Schols JMGA, Zwakhalen SMG, et all. Practical 
nursing recommendations for palliative care for people 
with dementia living in long-term care facilities during 



the COVID-19 pandemic: a rapid scoping review. Int J 
Nurs Stud. 2021; 113: 103781. 

24. Wu C, Chen X, Cai Y, Xia J, Zhou X, Xu S, et al. Risk 
factors associated with acute respiratory distress syn-
drome and death in patients with coronavirus disease 
2019 pneumonia in Wuhan, China. JAMA Intern Med. 
2020; 180(7): 934-43. 

25. Swiss Academy of Medical Sciences (2006). Medical-
ethical guidelines: palliative care. Available at: 
www.assm.ch/dam/jcr:0676cb80-e902-4634-ae54-
91f2bfc679c6/guidelines_sams_palliative_ 
care_2012.pdf (accessed 12 January 2022). 

26. Bauer A, Dixon J, Comas-Herrera A (2020). End-of-
life support for people in care homes in the context of 
COVID-19: international report. Available at: https: 
//ltccovid.org/wp-content/uploads/2020/05/Palliative-
care-in-care-homes-and-COVID-1-May-2020.pdf (ac-
cessed 12 January 2022). 

27. Shahid Z, Kalayanamitra R, McClafferty B, Kepko D, 
Ramgobin D, Patel R, et al. COVID-19 and older 
adults: what we know. J Am Geriatr Soc. 2020; 68(5): 
926-9. 

28. The Guardian (2020). Half of coronavirus deaths hap-
pen in care homes, data from EU suggests. Available 
at:https://www.theguardian.com/world/2020/apr/13/ 
half-of-coronavirus-deaths-happen-in-care-homes-
data-from-eu-suggests (accessed 12 January 2022). 

29. Roland K, Markus M. COVID-19 pandemic: palliative 
care for elderly and frail patients at home and in resi-
dential and nursing homes. Swiss Med Wkly. 2020; 
150: w20235. 

30. Wang H, Li T, Barbarino P, Gauthier S, Brodaty H, 
Molinuevoet JL, al. Dementia care during COVID-19. 
Lancet. 2020; 395(10231): 1190-1. 

31. Clarfield AM, Dwolatzky T, Brill S, Press Y, Glick S, 
Shvartzman P, et al. Israel ad hoc COVID 19 commit-
tee: guidelines for care of older persons during a pan-
demic. J Am Geriatr Soc. 2020; 68(7): 1370-5. 

32. Atkins JL, Masoli JAH, Delgado J, Pilling LC, Kuo 
CLC, Kuchel G, et al. Preexisting comorbidities predic-
ing severe Covid-19 and mortality in the UK Biobank 
community cohort. J Gerontol A Biol Sci Med Sci. 
2020; 75(11): 2224-30. 

33. Livingsto G, Weidner W; Alzheimer’s Disease Interna-
tional (2020). COVID-19 and dementia: difficult deci-
sions about hospital admission and triage. Available at: 
https://www.alz.co.uk/news/adi-releases-position-pa-
per-on-covid-19-and-dementia (accessed 13 January 
2022). 

34. Lapid MI, Koopmans R, Sampson EL, Van den Block 
L, Peisah C. Providing quality end of life care to older 
people in the era of COVID- 19: Perspectives from five 
countries. Int Psychogeriatr. 2020; 32(11): 1345-52. 

35. Velayudhan L, Aarsland D, Ballard C. Mental health of 
people living with dementia in care homes during 
COVID-19 pandemic. Int Psychogeriatr. 2020; 32(10): 
1253-4. 

36. Radbruch L, Knaul FM, De Lima L, De Joncheere C, 
Bhadelia A. The key role of palliative care in response 

to the COVID-19 tsunami of suffering. Lancet. 2020; 
395(10235): 1467-9. 

37. Macleod RD, Van den Block L. (2019). Textbook of 
Palliative Care. Switzerland: Springer Nature. 

38. Pivodic L, Smets T, Van den Noortgate N, Onwuteaka-
Philipsen BD, Engels Y, Szczerbińska K, et al. Quality 
of dying and quality of end-of-life care of nursing home 
residents in six countries: an epidemiological study. 
Palliat Med. 2018; 32(10): 1584-95. 

39. Wentlandt K, Cook R, Morgan M, Nowell A, Kaya E, 
Zimmermann C. Palliative care in Toronto during the 
COVID-19 pandemic. J Pain Symptom Manage. 2021; 
62(3): 615-8. 

40. Boddaert MS, Stoppelenburg A, Hasselaar J, Van der 
Linden YM, Vissers KCP, Raijmakers NJH, et al. Spe-
cialist palliative care teams and characteristics related 
to referral rate: a national cross-sectional survey among 
hospitals in the Netherlands. BMC Palliat Care. 2021; 
20(1): 175. 

41. Poi CH, Koh MY, Neo HY, Hum AY. Palliative care in 
a COVID-19 Intensive Care Unit (ICU): challenges and 
recommendations for palliative care teams in a pan-
demic ICU. Ann Acad Med Singap. 2020; 49(7): 517-
22. 

42. Walker KA, Mayo RL, Camire LM, Kearney CD. Ef-
fectiveness of integration of palliative medicine spe-
cialist services into the intensive care unit of a commu-
nity teaching hospital. J Palliat Med. 2013; 16(10): 
1237-41. 

43. National Coalition for Hospice and Palliative Care 
(2022). COVID-19 resources: open letter to hospice 
and palliative care professionals - COVID-19 vaccine. 
Available at: https://www.nationalcoalitionhpc.org/ 
COVID19/ (accessed 13 January 2022). 

44. International Association for Hospice and Palliative 
Care (2020). Resources relevant to palliative care and 
COVID-19. Available at: http://globalpalliativec-
are.org/covid-19/ (accessed 13 January 2022). 

45. Radbruch L, Chan KS, Ali Z. Recommendations for 
symptom control of patients with COVID19. In: De 
Lima L, Pettus K, Downing J, Connor S, Marston J, ed-
itors. Palliative care and Covid-19 series - briefing 
notes compilation. Houston: IAHPC Press; 2020. p. 20-
23. 

46. Allsop M, Zakhem E, Garrigue N, Namisango E, Os-
man H, Piriz G, et al. The role of tele-medicine: remote 
access to patients, caregivers and health workers. In: De 
Lima L, Pettus K, Downing J, Connor S, Marston J, ed-
itors. Palliative care and Covid-19 series - briefing 
notes compilation. Houston: IAHPC Press; 2020. p. 59-
61.   

47. Casarett D, Teno J. Why population health and pallia-
tive care need each other. JAMA. 2016; 316(1): 27-8. 

48. Lohman D, Brennan F, Gwyther L, Kiyange F, Rakhan-
skyi A. The COVID19 pandemic: palliative care and 
human rights. In: De Lima L, Pettus K, Downing J, 
Connor S, Marston J, editors. Palliative care and Covid-
19 series - briefing notes compilation. Houston: IAHPC 
Press; 2020. p. 11-13. 



49. Nowak M, Hunt P (2008). Special Rapporteurs on the 
question of torture and the right of everyone to the high-
est attainable standard of physical and mental health. 
Letter to Mr D. Best, Vice-Chairperson of the Commis-
sion on Narcotic Drugs. Available at: 
http://www.ihra.net/Assets/1384/1/SpecialRapporteurs 
LettertoCND012009.pdf (accessed 13 January 2022). 

50. United Nations (2020). Policy Brief: The Impact of 
COVID19 on older persons. Available at: 
https://unsdg.un.org/sites/default/files/2020-05/Policy-
Brief-The-Impact-of-COVID-19-on-Older-Persons. 
pdf (accessed 13 January 2022). 

51. World Health Assembly (2020). COVID-19 response. 
Available at: https://apps.who.int/gb/ebwha/pdf_files/ 
WHA73/A73_CONF1Rev1-en.pdf (accessed 14 Janu-
ary 2022). 

52. International Narcotics Control Board (2020). The In-
ternational Narcotics Control Board calls on govern-
ments to ensure continued access to controlled medi-
cines for pain relief and palliative care and for mental 
health and neurological conditions during the 
COVID19 pandemic. Available at: https://www.incb. 
org/incb/en/news/press-releases/2020/incb-calls-on-
governments-to-ensure-continued-access-to-con-
trolled-medicines-during-the-covid-19-pandemic.html 
(accessed 15 January 2022). 

53. World Health Assembly (2014). Strengthening of pal-
liative care as a component of comprehensive care 
throughout the life course. Available at: 
https://apps.who.int/gb/ebwha/pdf_files/WHA67/A67 
_R19-en.pdf (accessed 15 January 2022). 

54. UN Committee on Economic, Social and Cultural 
Rights (2000). General Comment no. 14. The right to 
the highest attainable standard of health. Available at: 
https://digitallibrary.un.org/record/425041 (accessed 
14 January 2022). 

55. Ahmed E, Mattfeld E, Pettus K, Radbruch L, Rajagopal 
MR. Global availability of internationally controlled 
essential medicines. In: De Lima L, Pettus K, Downing 
J, Connor S, Marston J, editors. Palliative care and 
Covid-19 series - briefing notes compilation. Houston: 
IAHPC Press; 2020. p. 17-19. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 


