
Palliative care and COVID-19

• This webinar will start at 8.30pm IST / 4pm UK.

• You can watch the recording on the AHSN Network and SAHF YouTube 
channels afterwards.

• Please use the chat to submit your questions.

https://www.youtube.com/c/ahsnnetwork


Panellists





Welcome

The webinar is about to begin.



Professor Anoop Chauhan
Professor of Respiratory Medicine,
Portsmouth Hospitals NHS Trust



Overview of webinar

• Identifying needs in COVID end-of-life care and recognising the dying

• The pharmacologic toolbox in palliative care

• Management of breathlessness

• Agitation and delirium

• Hydration, infusions and loss of oral route

• Spiritual and psychosocial support

• Question and answer session



Dr R Rajasekar
Senior Consultant Physician – Chairman R R Charitable Trust, 
Tamil Nadu

COVID palliative care





DEFINITION

Palliative care in covid-19 is  a multifaceted integrated approach to 

improve the quality of life of the patients and their families facing the 

problem associated with life threatening covid 19. 



• Palliative treatment focusses on prevention and relief of suffering 
by means of early identification, assessment and treatment of 
physical, psychosocial and spiritual stressors.

• Palliative care includes but not limited to end of lifecare. Patient 
care should be integrated with curative treatment.



• Basic palliative care includes relief of dyspnea and other symptoms.

• Palliative care intervention should be made accessible at each 
institution  that promotes care for persons with covid 19

• In hospitals palliative care does not require a separate ward or 
department.

• Palliative care can be provided in any setting.



• To consider opiods and the pharmacologic and non pharmacologic 
intervention for relief of dyspnea that is refractory to the treatment 
of underlying cause and /or as apart of end of life care.

• The narrow therapeutic margin of opiods in the management of 
dyspnea requires that opiods are prescribed in accordance with 
evidence based treatment protocols and that the patients are 
closely monitored to prevent negative un indented effects due to 
inappropriate use of opiods.



Palliative therapy also includes 

• Managing pain and symptoms

• Ensuring comfort in dying

• Supporting patients and families to understand and decide 
treatment

• Interaction with patients, families collegues and community.

• Spiritual care, team support, and guidance of self care.    



Professor Anupam Prakash
Prof. Medicine, & Head of Acci. & Em., LHMC, Delhi
President, Delhi Diabetic Forum, Indian Society for Atherosclerosis Research
Editor-in-Chief, Indian Journal of Medical Specialities
Member, Governing Body of API

COVID palliative care



COVID Palliative Care – Delirium & Agitation

• Quiet room, Window side bed

• Avoid physical restraints

• Oral Haloperidol 0.5 mg BD (10-15 mg/d)

• Inj. Haloperidol 2.5 mg iv 6-8 hrly

• Inj Midaz 2mg iv 4h (10-15 mg/24h iv infusion)

(Phenobarbitone/Propofol in ICU setting)



COVID Palliative Care – Pain

• Mild pain - Oral PCM or if not taking orally, im

• Neuropathic pain - Gapapentin 100-300 mg HS and uptitrate to 3g/day

• Moderate pain - Morphine 2-3 mg 4 hrly or Fentanyl 0.2-0.5 mcg/kg/h

• Inj. Metoclopramide 10-20 mg for  vomiting

• Inj. Glycopyrolate 0.2 mg iv 6h for respi secretions



COVID Palliative Care – Psychosocial support

• Communication 
• Doctor-Patient

• Difficult

• Fear, panic, far from relations, future uncertain 

• Barriers

• Long time to recovery

• Dignity and compassion

• Doctor-Family
• When, where, How, state of denial



COVID Palliative Care

• Psychosocial support
• Ensure comfort

• Check emotions

• Reassure family and patients

• Assess need for information & elicit concerns

• Deliver information with empathy

• Acknowledge and validate emotions

• Address anger & explore reason



COVID Palliative Care

• Loss, grief and bereavement care

• Recognise distress

• Recognise grief

• Rule out psychiatric morbidity

• Intervention for grief management

• Seek mental health expertise if complicated/difficult grief



COVID Palliative Care

• Psychoeducation 
• Honest information in simple & accurate terms
• Avoid false reassurances
• Maintain calm behaviour

• Reassurance
• Catharsis
• Help normalize anger and grief
• Promote realistic hope & goal setting
• Relaxation techniques, yoga, meditation
• Pharmacotherapy for psychiatric morbidity



Dr Sabrina Bajwah
Clinical Senior Lecturer King’s College London,
Honorary Consultant Palliative Care, Palliative Care Lead NIHR 
South London CRN

Management of breathlessness in COVID





























Dr Iain Lawrie
Macmillan Consultant in Palliative Medicine
Immediate Past President, Association for Palliative Medicine

UK regional experience of first wave



Regional audit

• North West England

• wave 1 of pandemic (January – July 2020)

• 927 patients
Ø male 59% / female 41%

Ø mean age 80 (median 82 / range 37-105)

Ø SPC involved in last 5 days, but mostly in last day before death

Ø most deaths in April 2020

Ø individualised plan of care in 61%



Prescribing

• opioids
Ø prescribed 83%; used in 64%, mostly in last day of life; syringe driver 24%

• midazolam
Ø prescribed 82%; used in 58%, mostly in last day of life; syringe driver 21%

• haloperidol
Ø prescribed 11%; used in 26%; syringe driver 3%

• levomepromazine
Ø prescribed 54%; used in 10%; syringe driver 6%

• anti-secretory medication
Ø prescribed 78%; used in 32%; syringe driver 8%

v injections should be SC
v little place for IV at EoL
v IM injections hurt!



Someone with the patient

• interesting (and upsetting) findings …
Ø only 41% of patients had someone with them when they died

Ø in only 16% of cases was this a friend or relative

• where someone was with the patient
Ø they were more likely to be prescribed ‘anticipatory’ medications

Ø they were more likely to receive medications for pain or agitation



What does this tell us?

• patients only require low doses of medication at EoL with COVID

• ‘as required’ medication is used less than we may have expected

• syringe drivers were used in less than 25% of cases

• having someone sitting with the patient resulted in more use of 
medications … needs more exploration 

• involving palliative care services increases symptom control 
interventions



Thank you



Q&A session

Led by Dr Alison Tavaré, West of England Regional Clinical Lead for 
COVID Oximetry @home

Please ask any questions using the chat function.
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Thank you


