Rodrigues-Ribeiro et al. BMC Palliative Care (2024) 23:37 BMC Palliative Care
https://doi.org/10.1186/512904-024-01368-9

Check for
updates

Impact of palliative care at end-of-life
Covid-19 patients — a small-scale pioneering
experience
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Abstract

Background In March 2020, the outbreak caused by the SARS-CoV-2 virus was declared a pandemic, resulting in
numerous fatalities worldwide. To effectively combat the virus, it would be beneficial to involve professionals who
specialize in symptom control for advanced illnesses, working closely with other specialties throughout the illness
process. This approach can help manage a range of symptoms, from mild to severe and potentially life-threatening.
No studies have been conducted in Portugal to analyse the intervention of Palliative Medicine at the end of life of
Covid-19 patients and how it differs from other specialties. This knowledge could help determine the importance of
including it in the care of people with advanced Covid-19.

Objectives The objective of this study is to examine potential differences in the care provided to patients with
Covid-19 during their Last Hours and Days of Life (LHDOL) between those who received care from Palliative Medicine
doctors and those who did not.

Methods This is a retrospective cohort study spanning three months (Dec 2020 to Feb 2021), the duration of the
Support Unit especially created to deal with Covid-19 patients. The database included clinical files from 181 patients
admitted to the Support Unit, 27 of which died from Covid-19.

Results Statistically significant differences were identified in the care provided. Specifically, fewer drugs were
administered at the time of death, including drugs for dyspnoea, pain and agitation, suspension of futile devices and
use of palliative sedation to control refractory symptoms.

Conclusions End-of-life care and symptomatic control differ when there’s regular follow-up by Palliative Medicine,
which may translate less symptomatic suffering and promote a dignified and humane end of life.
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Background

The Covid-19 pandemic is caused by the severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2) [1]. It
was first identified during an outbreak in Wuhan, China
in December 2019 [2]. Despite various containment
attempts, the virus spread to other areas of China and
subsequently around the world [3]. On 11 March 2020,
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measures [4, 5]. As of 9 May 2023, WHO has reported
over 760 million confirmed cases and 6.9 million deaths
globally. In Portugal, WHO has reported over 5.5 million
confirmed cases and 26,600 deaths as of 16 April 2023.
Worldwide, 13.3 billion vaccine doses have been admin-
istered [6].

Palliative care

Palliative care is a form of care that seeks to improve the
quality of life for patients and their families who are fac-
ing issues related to an incurable and/or serious illness.
This involves identifying and addressing physical, psy-
chosocial, and spiritual issues early on to alleviate suffer-
ing. Professionals in palliative care regard life as valuable
and death as a natural process that should not be has-
tened or delayed. It could be argued that there is a uni-
versal right to access palliative care [7].

Palliative care provides a support system that inte-
grates psychological and spiritual care components to
help patients live as actively as possible until death. Addi-
tionally, it assists families in coping with their loved one’s
illness and bereavement. The intervention is based on
interdisciplinarity [8].

In Portugal, the recognition of a Medical Competence
in Palliative Medicine is a recent development. Currently,
104 doctors across the country hold this qualification,
having undergone intensive practical and theoretical
training to meet all the necessary requirements [9].

In 2020, the Clinica Universitaria de Navarra pub-
lished guidelines for the palliative medicine approach
in Covid-19 patients. The document acknowledges that
dyspnoea, fever, agitation, pain and bronchorrhea are the
most prevalent symptoms in advanced disease [10, 11].

The severity of symptoms associated with the disease
can vary depending on its progression, ranging from eas-
ily manageable to highly painful [12-16].

If symptoms do not respond to optimised therapeutic
protocols, they are referred to as refractory symptoms. At
this point, palliative sedation may be considered [17].

It is important to clarify the concept behind the tech-
nique of intentional reduction of consciousness, known
as Palliative Sedation, as there is no universal definition
for it. This procedure is used to control intolerable suf-
fering caused by symptoms that are refractory to conven-
tional treatment in the terminal phase of incurable and
progressive diseases [18, 19]. This definition excludes
subjective evaluations unless clearly marked as such. Pal-
liative sedation is a practice employed by Palliative Medi-
cine Services for eligible patients, and the assessment of
these professionals is crucial in making the decision.

Managing patients with chronic and progressive dis-
eases who are taking multiple medications is a recognised
challenge, including the issue of therapeutic futility [20].
In medical practice, recommendations for primary or
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secondary prevention often suggest initiating therapy, but
there are few indications for simplifying treatment [21].
Therapeutic simplification, also known as ‘deprescribing,
optimises a patient’s therapeutic regime by discontinu-
ing inappropriate or unnecessary drugs and considering
the individual care plan [22, 23]. Studies indicate that
inappropriate medication use is frequent in situations of
terminal illness [24, 25], prompting us to question our
actions in situations where ‘less can be more!

Objectives

The aim of this study was to assess and determine
whether there are any differences in the care provided to
patients admitted in a support inpatient unit who were
followed by palliative care doctors compared to patients
who were not.

Materials and methods

Framework

The increase in Covid-19 cases has required health ser-
vices to collaborate in order to expand and meet the
demands for care. Consequently, field hospitals, support
hospitals, and support units have been established [26,
27].

The Narciso Ferreira Hospital is a medical facility
owned by Santa Casa da Misericérdia de Riba D’Ave,
a town in the Portuguese municipality of Vila Nova de
Famalicdo, with an area of 2.83 km” and a population of
3,425 [28]. Between December 2020 and February 2021,
an agreement was made with ARS Norte (Northern
Regional Health Administration) to establish a support
unit for Covid-19 patients, resulting in an additional 20
beds being made available.

The new unit has formed a multidisciplinary team
consisting of doctors from General Practice and Family
Medicine, Internal Medicine, and Emergency Medicine.
Furthermore, Palliative Medicine doctors have been
included as an essential part of the team responsible for
Covid-19 patients, rather than just as support if neces-
sary. Patient distribution is random and depends on the
clinicians on duty each day. When a doctor specialising
in Palliative Medicine is on duty, they are assigned to
patients who are in an advanced stage. These patients
have already been identified in their hospital of origin as
not being candidates for Advanced Life Support (ALS) in
the event of cardio-respiratory arrest, as well as patients
who are considered to be in a terminal phase. Terminal
patients were classified, although controversial, as such
if it would not be a surprise if the patient died within 6
months [29]. Additionally, it was also the palliative care
specialist who categorized a patient as in LHDOL after
admission. It should be noted LHDOL is a clinical diag-
nosis, also denominated as Imminent Death Syndrome
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and consists of a set of signs/symptoms that generally
appear in 3 stages, as follows [30]:
Initial:

— Bedridden.
— Loss of interest or ability to eat/hydrate.
— Cognitive changes: increased sleep time, delirium.

Intermediate.

— Further decline in mental state until obtundation
(slow response to stimuli, short periods of
wakefulness).

Late:

— Terminal bronchorrhea (secretions accumulate in the
oral cavity which are not mobilised due to loss of the
swallowing reflex).

— Coma.

— Fever.

— Altered breathing pattern (Cheyne-Stokes pattern,
alternating between hyperpnoea and periods of
apnoea).

— Spots on the extremities.

In this way, it was guaranteed that all members of the
medical team, whether palliative care specialist or not,
had complete knowledge of the current status of their
patient.

Study setting and sampling

This is a retrospective observational cohort study that
analysed a sample of patients who passed away in a sup-
port hospital in northern Portugal which was in opera-
tion between 2nd December 2020 and 28th February
2021. The study was approved by the Ethics Commit-
tee of the Narciso Ferreira Hospital (CES-SCMRA
007/2021). The data was stored in an Excel database cre-
ated by the researcher, and only the researcher had access
to it. The study analysed all deaths that occurred in the
support hospital and followed the STROBE guidelines
for observational cohort studies. The deaths were cat-
egorised into two groups based on their follow-up at the
LHDOL: patients who received care from Palliative Med-
icine doctors (PM Group) and patients who received care
from doctors in other specialties (OS Control Group), as
determined by consulting the Sclinico files (the hospital’s
intranet system). The study analysed the following vari-
ables: age, number of drugs prescribed during hospitali-
sation until the time of death, medical devices used such
as 02, nasogastric tube, and bladder tube and use of pal-
liative sedation.
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Statistical analysis

The statistical analysis of the variables was conducted
using IBM SPSS Statistics 27 software. Descriptive anal-
ysis of the data was performed using absolute and rela-
tive frequencies for categorical data, and median with
interquartile range (IQR) for quantitative variables that
were identified as not normally distributed by visualis-
ing the histogram. The variables were compared between
the two groups using the Mann-Whitney test. The Chi-
squared test or Fisher’s exact test (in cases where at least
20% of the expected absolute frequencies were less than
5) was used to compare categorical variables between
the groups. A significance level of 0.05 was set a priori to
identify statistically significant differences.

Results

During the study period, 181 patients were admitted
to the support unit, and 27 of them passed away. The
median age of the patients was 84 years (ranging from 55
to 96). Out of these patients, 13 were followed up by Pal-
liative Medicine, with a median age of 83 years (ranging
from 69 to 89). The remaining 14 patients, with a median
age of 84 years (ranging from 55 to 93), were not followed
up. According to Fig. 1, the group monitored by palliative
care doctors took significantly less medication than the
group that was not monitored (median [IQR]=11[8;12]
vs. 4[3;4.5], respectively; p<0.001).

In relation to basic/preventive medication for con-
trolling expected end-of-life symptoms, the group fol-
lowed by palliative care specialist had significantly higher
usage rates for symptoms such as agitation (76.9% vs.
28.6%; X2(1)=6.312; p=0.006) and pain (100% vs. 42.9%;
p=0.001). There was no significant difference between
the two groups in terms of dyspnoea (100% vs. 85.7%;
p=0.481), fever (30.8% vs. 14.3%; p=0.385), and secre-
tions (40.2% vs. 14.3%; p=0.103) in the proportion of
patients medicated.

Statistically  significant differences were found
between the two groups for agitation (92.3% vs. 28.6%;
X2(1)=11.342; p<0.001) and dyspnoea (100% vs. 50%;
p=0.004) regarding the immediate prescription of SOS
(rescue medication) upon admission, with the aim of
using it immediately in the event of decompensation.
However, there were no significant differences found in
the use of rescue medication for fever (84.6% vs. 78.6%;
p=1.000), pain (100% vs. 71.4%; p=0.98), and secretions
(23.1% vs. 0.0%; p=0.98) (see Fig. 2).

As for therapeutic reconciliation, the proportion was
significantly higher in the palliative care group (100% vs.
7.1%; X2(1)=23.281; p<0.001).

The reason for using supplementary oxygen was
also evaluated, and it was found that the propor-
tion of patients with oxygen to target saturations was
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Fig. 1 Comparison of the number of medications in the Imminent Death Situation (IDS) between groups of patients followed by Palliative Medicine

doctors (n=13) and those followed by other specialties (n=14)
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Fig. 2 Comparison between basic medication and SOS medication by symptom for both groups

significantly higher in the group not followed by pallia-
tive care (78.6% vs. 30.8%; X2(1)=6.238; p=0.006).

The study examined the decision to simplify measure-
ments by removing devices. If oxygen did not provide
symptomatic benefit, the proportion of patients whose

support was deemed futile and consequently removed
was significantly higher in the palliative care group
(53.8% vs. 0%; p=0.003). A statistically significant dif-
ference was observed in the decision to withdraw NGT
(nasogastric tubes) in LDHOL situations (100% vs. 0%,
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p<0.001). Similar results were obtained for urinary
catheterisation.

The study also analysed the use of palliative sedation,
which was found to be necessary for 53.8% of patients
due to refractory symptoms. Our data revealed that the
proportion of patients who received palliative sedation
at the end of life was significantly higher in the palliative
care group (53.8% vs. 0%; p=0.002).

Discussion

Our data suggests the approach to a patient in LHDOL
is different depending on the previous training of the cli-
nician which is accordingly reflected in the therapeutical
plan drawn up for their patient. Palliative Care Specialists
opt for a more holistic approach, essential for a complete
and individualized care [31, 32]. It marks the transition
from the healing process to the caring process.

It is worth noting that many professionals may find it
challenging to achieve therapeutic reconciliation or sim-
plification [20; 22-25]. Defining which drugs are futile
and which ones will actually bring some benefit to the
patient, can lead to discussion and the need for meetings
with family members and/or other professionals to clarify
the changes in the therapeutical approach. In fact, involv-
ing patients, family members and other professionals in
the process can be beneficial for a better understanding
of the outcomes [33-35].

Palliative Medicine Physicians are trained in a thought-
ful and balanced exercise of pharmacological therapy to
use all the potential of each single drug. This approach
comprises utilizing side effects and potential interactions
to achieve the desired effect. The goal is to do the most
with the least, in a stage where extending life or prevent-
ing disabilities becomes secondary [36] and the major
outcome becomes the best quality of life possible with
the less drugs possible and avoid polypharmacy [37-40].

Our study demonstrated a significant difference in the
number of drugs prescribed in the LHDOL between
patients who received a palliative approach compared
to those who did not. Given the context, during the
pandemic, this disparity could be explained by limited
human resources, differences in background training,
LHDOL survival prognostication or follow up by pallia-
tive care specialists, all of which are in line with existing
literature [41-46], and could be grouped in two barrier
types: organizational and professional, as suggested by
Paque et al. [43].

Futility or therapeutic zeal can become a slippery slope,
either by the professionals themselves, through their
desire and commitment to “not give up” on the patient,
or through the pressure of family members or carers who,
often, if they are not properly informed, can create resis-
tance to discontinuing a drug that the patient has taken
throughout their lives for diseases such as hypertension
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or diabetes [47]. Perhaps comparing the economic bur-
den of palliative and non-palliative approaches on the
management of LHDOL patients at the health care and
individual levels and correlating it with gain in quality
of life would prove beneficial to guide both health care
professionals and family members or caretakers in their
decision making.

Covid-19, like any disease, presents characteristic signs
and symptoms that provide essential clues for a cor-
rect diagnosis. The palliative medicine approach aims
not only to control existing symptoms, but also to pre-
vent any potential suffering of the patient by administer-
ing basal and controlled doses of drugs, assessed on a
case-to-case base, that can even prevent symptoms from
appearing [8]. Per example, the importance of palliative
care intervention in tracheostomized Covid-19 patients
is consensual although there are still lack of guidelines for
this cooperation [48].

We observed no difference in the baseline administra-
tion of drugs for dyspnoea and fever between the two
groups, while there was a significant difference in base-
line drugs for agitation, as these were more frequently
not prescribed by non-palliative care professionals. This
difference in the management of agitation is particularly
worrisome due to the high prevalence of this symptom in
Covid-19 patients in LHDOL [48-51]. It should be noted
that certain drugs, particularly benzodiazepines, can be
used to manage dyspnoea as well as agitation, by taking
advantage of their double effect [52, 53].

By contrast, when evaluating the prescription of SOS
drugs by Support Unit professionals, our data found
statistically significant differences in agitation and dys-
pnoea, but not in fever, pain, and secretions. In Pallia-
tive Medicine, physicians often choose drugs based on
their effects on predictable acute suffering resulting from
decompensation of the underlying disease [54]. System-
atic search and treatment of the most frequent symptoms
is crucial for patient management, but prevention should
also be prioritised. However, and although the most
commonly reported symptoms in the last days of life of
Covid-19 patients are agitation, dyspnoea, fever, pain
and secretions [55-60], non-palliative specialists do not
appear to adjust their prescriptions aiming at prevention.
In the future, it would be beneficial to evaluate specific
drugs and their intended purpose as well as the impact
of training of non-palliative professionals in their use in
specific contexts.

Another difference between Covid-19 in LHDOL
patient management between palliative and non-pal-
liative professionals was observed in the use of medical
devices, with the former resourcing less often to their
use. Oxygen therapy, largely used in ICU Covid-19 inpa-
tients [61], solely for the purpose of achieving target
oxygen saturation levels, at the expense of user comfort,



Rodrigues-Ribeiro et al. BMC Palliative Care (2024) 23:37

should not be considered an effective treatment [62, 63].
While supplemental oxygen therapy should be used only
to improve comfort by addressing signs and symptoms, it
should not be used to achieve target saturations without
regard for the individual’s current clinical condition. The
philosophy of Palliative Medicine is to treat people rather
than numbers. Therefore, the use of oxygen will primar-
ily relieve dyspnoea rather than achieving normal satura-
tion levels observed on a saturation meter [64]. In some
cases, this difference may even justify the decision to stop
oxygen therapy permanently [61]. In this context, deci-
sions relating to: (1) the withdraw of nasogastric tubes
(NGTs) should be carefully considered, since its useful-
ness in the management of patients in LDHOL is ques-
tionable [65-70]; (2) resourcing to subcutaneous route
in order to route rotation and avoid unnecessary venous
catheterisation, should be prioritised [71], and; (3) blad-
der catheterisation should be avoided due to increased
risk of discomfort and infection [72-74]. It is important
to highlight that professionals in Palliative Medicine
receive specific training in recognizing IDS signs [75],
which can aid in decision-making, particularly regarding
device removal.

As expected, palliative sedation was significantly higher
in patients followed by palliative care specialists, proba-
bly due to their experience in the use of drugs to preserve
well-being while managing the level of consciousness.
Our results differ from those of Ramos-Rincon et al. [51]
as in their work palliative sedation was also administered
by non-palliative specialists, however it is not possible to
explore this disparity as the authors did not examine this
subject.

Despite our findings, it is important to acknowledge
certain limitations in this work. The study was conducted
during the Covid-19 outbreak, but it is important to
note that the pandemic is ongoing. Palliative medicine
and symptom control are valuable not only for manag-
ing Covid-19, but also for addressing other diseases and
conditions that can significantly impact quality of life.
The study’s sample size was limited not only due to the
short three-month duration of the support unit, but
also to the unique nature of this support unit care which
integrated a Palliative Medicine Specialist as part of the
primary team. Consequently, the findings may not be
representative of the entire population. Importantly, the
fact that our data didn'’t include the assessment of symp-
toms or quality of life is also a limitation, because these
evaluations are the primary aim of palliative care and not
the removal of devices, reduction of medication or low-
ering of consiousness as might have transpired from our
assessment. On the other hand, these latter decision are
an important and controversial points of care that need
to be discussed and clarified when working in a multidis-
ciplinary team. Finally, the study’s retrospective nature,
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based on clinical records, may have resulted in less accu-
rate findings. Further and larger studies are required to
validate these exploratory results. Therefore, we hope
that this study can serve as a catalyst for improvement of
palliative patients and future research in this field.

Conclusion

The main target of Palliative Care will always be provid-
ing the best comfort and dignity to our patients, using
only interventions that really contribute to target it. Pro-
longing life with the aid of devices and polymedication is
not part of good practices in caring for the terminally ill.
The comparison between measures undertaken, with or
without specialists, in palliative care showed that these
were less frequent in palliative care specialists. A team
specialising in Palliative Medicine could bring significant
benefits if it were to participate actively in the front line,
rather than just as consultants. Death is a challenging
process, and every individual should have the right to a
dignified death that honours the life they lived. Investing
in training in Palliative Medicine could bring long-term
benefits in dealing with patients at the end of life and
their families, leading to a more dignified end for each
individual. This could also alleviate suffering in Covid-19
patients through targeted therapies and individualised
care.

Abbreviations

ALS Advanced Life Support
DS Imminent Death Situation
LHDOL  Last Hours or Days of Life
NGT Nasogastric Tube

WHO World Health Organization
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