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Collateral Damage: How the COVID-19 Pandemic Has Affected the Dying 
Process of Palliative Care Patients in Hospitals—Our Experience  

and Recommendations

Letter to the Editor

Dear Editor,
On 2 January 2020, Singapore implemented  

preventive measures to minimise importation of  
COVID-19 cases after China reported its first case to 
the World Health Organisation on 31 December 2019,  
in what was to become a global pandemic. After  
confirming its first local case of COVID-19 on 23 January 
2020, Singapore has adopted increasingly stringent 
containment measures, moving into mitigation mode  
when the number of cases escalated.1, 2  Local hospitals 
have also instituted progressively stricter restrictions  
on visitation hours and the number of visitors. As of 
28 May 2020, there were 33,249 confirmed cases of 
COVID-19, with 14,925 cases under observation, 18,294 
cases discharged, 7 patients in critical condition and  
23 deaths attributed to COVID-19.3 

To date, there have been no studies on the needs of  
families of palliative care patients who do not have 
COVID-19 but are dying in the hospital during this 
pandemic. One local study done years before this  
pandemic had found that the families of dying patients 
wished to be present for the final moments to bid a last 
farewell.4 Palliative Care is an approach that improves 
the quality of life of patients and their families facing 
problems associated with life-threatening illnesses, 
by treating symptoms such as pain, and addressing 
other physical, psychosocial and spiritual issues.5 As a  
palliative care consult team in a 1,000-bed general  
hospital, we seek to highlight our experience  
and recommendations.

Two Vignettes on Dying Patients in the Palliative  
Care Service

Mrs A had multiple co-morbidities on a background 
of end-stage renal failure and had been undergoing 
haemodialysis for more than 10 years. She was delirious 
and in septic shock, and was unable to tolerate further 
dialysis. Due to the pandemic, COVID-19 negative  
patients like her could no longer have visitors unless the 
medical team granted special permission. Even then,  
only one visitor was permitted within restricted  
hours. As Mrs A became terminally ill with her life 

expectancy whittled down to days, her son and daughter 
took turns to see her while wearing surgical masks.

Mr B had terminal cancer of the colon complicated  
by pneumonia who was negative for COVID-19, and  
he was severely hypotensive. He was only allowed 1 
visitor. His family opted to terminally discharge him 
home so that he could be surrounded by his loved  
ones at his deathbed. However, as most of the  
ambulances in the country were diverted to ferry  
suspected or COVID-19 patients, his ambulance took 
longer to arrive. Mr B passed on while waiting in the 
hospital, accompanied by only 1 family member. 

Dying in the Time of COVID-19
Patients and their relatives were unhappy in hospital 

during the Severe Acute Respiratory Syndrome  
(SARS) crisis because of restrictive rules and stringent 
visitor limitations.6 

Separation
In a pandemic where only 1 visitor or none is 

allowed into the hospital, many palliative care patients 
are anguished by the lack of visitors. They display  
emotional pain which sometimes manifests as “total  
pain”. Some adapt by making video calls to their loved 
ones. Those who are technologically challenged or too 
weak remain unconnected. 

Families express frustration when they cannot  
contact or visit the patient. Family members who have 
COVID-19 or are quarantined cannot visit even if the 
patient turns ill. They have to rely on verbal reports 
by the healthcare team or the designated visitor.  
Most remain worried that the patient’s physical, mental, 
emotional and spiritual needs will be unmet without  
their presence. Some fear that the patient will be unable 
to convey needs or discomfort to nurses who do not  
speak their language. Many panic whenever they  
receive calls from the hospital.

Masking
Visitors have to wear surgical masks and patients  

can no longer see the entire face of their loved ones.  
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Those with altered mental state have difficulty  
recognising their family members in masks.

During the SARS crisis in 2003, families expressed 
dismay at the gulf created by the use of personal  
protective equipment.7 Currently, families still feel 
that the mask creates a communication barrier. They  
perceive a loss of intimacy and are upset when the  
patient fails to identify them. Some of them  
surreptitiously remove their mask, increasing the risk 
of an infected visitor passing COVID-19 to the patient. 

Preferred Place of Death 
In many countries, patients prefer to die at home.8,9  

In Singapore, home is also the preferred place of  
death for both cancer patients and their relatives.10  
A recent study showed that patients and caregivers  
felt that patients on cancer treatment should not  
receive palliative care,11 implying that they are only open 
to palliative care options such as terminal discharge 
when treatment is not feasible. Terminal discharge is 
done when death is imminent and the patient is given 
a fast-track discharge from the hospital to be conveyed 
home via ambulance. Our team coordinates with the  
home hospice team to visit the patient and provide  
support on an urgent basis.

During this COVID-19 pandemic, some patients and 
families who previously wanted to die in an institution 
change their minds, triggered by the severe limitation 
of visitors allowed while dying. They now wish for  
terminal discharge so that more visitors can see the  
patient at home. Thus, the number of terminal discharges 
have risen and home hospice teams have more urgent 
cases to see. 

Since many ambulances have been deployed to  
handle COVID-19 patients, terminal discharge cases  
have to wait longer for the ambulance transport home. 
Some die without reaching home and without family by 
their side.

Disrupted Bereavement
Many patients wish to receive support from family 

at the end of their lives.12 Given the visitor restrictions, 
families can no longer bid farewell to the dying  
patient in hospital.7 As only one visitor is permitted,  
this visitor will be left to grieve alone should the  
patient die on his watch. During the transition between 
visitors, the patient risks dying alone. Only 1 visitor  
can claim the body after death, which compounds the 
grief and bereavement.

Recommendations for Palliative Care Teams 

Early Discussion of Discharge Planning
Terminal discharge is logistically complex, involving the 

procurement of equipment such as oxygen concentrators 
or hospital beds at short notice. Arrangements also have 
to be made for services such as private nursing aides. 
Therefore, early discharge planning is essential for a 
smooth transition home. This also minimises distress to 
the family.

New Terminal Discharge Protocol Expedited
Although terminal discharges were usually effected 

within 1 to 2 hours, the COVID-19 pandemic introduced 
new impediments. We designed a new protocol that  
comes with separate checklists for the doctors and 
the nurses (Fig. 1), and collaborated with the hospital  
pharmacy to issue a pre-packed box of standby  
medications and medical supplies when required. 

Preparing for Care of the Patient at Home
Caregivers undergo training for medication  

administration before the patient is discharged, and  
are given printed instructions with diagrams on the  
use of the medications. 

We offer pre-filled syringes of prescribed amounts of 
standby subcutaneous medications, negating the need 
to break ampoules of medication to draw into syringes 
for injection. This reduces psychological stress, risk 
of needlestick injuries and medication errors. Some  
patients are discharged with a subcutaneous cannula. 
Subcutaneous medications can be administered by the 
caregiver without puncturing the patient’s skin.

We brief the home hospice team—summarising 
the inpatient stay, highlighting potential symptoms, 
psychosocial problems or anticipated complicated 
grief. This ensures timely follow-up on issues  
(e.g., psychological care) for a seamless transition  
between the acute and community care teams.13

Planning Ahead for the Ride Home
During this pandemic, our patients wait longer for 

unplanned ambulance transport home. Therefore, 
we suggest planning at least one day in advance for  
terminal discharge to secure the ambulance booking.

Strategies to Improve Communication Between Patients 
and Families

Electronic devices such as mobile phones, electronic 
tablets and laptops are helpful aids in communication  
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Figure 1: Legend
AIC: Agency for Integrated Care; AICD: Automatic Implantable Cardioverter Defibrillator; CCOD: Certificate of Cause Of Death; DDIL: Terminally Ill;  
GP: General Practitioner; HCA: Hospice Care Association; ICA: Immigration and Checkpoints Authority; PEG: Percutaneous Endoscopic Gastrostomy;  
MWS: Methodist Welfare Services; NGT: Nasogastric Tube; PR: Per Rectal; RX Manager RX: a software program for electronic prescriptions for discharge 
medications; S/C: Subcutaneous; SCM: Sunrise Clinic Manager (a software platform for holding electronic medical records)
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while in hospital. Hospitals should be equipped with  
good Wi-Fi connection to enable tech-savvy patients  
and their families to tap on to these tools, and keep a 
supply of chargers and cables should the patients need  
to borrow them. Hospital staff can volunteer to  
facilitate the use of these devices in less savvy patients 
and families to enhance the quality of life for patients.14

Teaching Healthcare Workers and Families how to  
Communicate Despite a Mask

Families perceive a barrier to communication with 
the dying patient while wearing masks. There also is 
a negatively perceived lack of empathy from masked 
healthcare workers.15 We suggest harnessing other  
means of communication by use of body language, 
expressive eye contact, physical touch with clean  
hands (with reminders not to touch one’s face, followed  
by good hand washing), and tonal changes in verbal 
expression to make up for the concealed facial  
expression. We also propose allowing family members 
of patients with altered mental state to wear transparent 
face shields during their interactions. Being able to 
see a familiar face will help to re-orientate the patient  
and improve communication with their loved ones.

Complicated Grief
Families of patients who die in hospital during these 

troubled times are prone to complicated grief. Palliative 
care teams can support the families by having earlier 
end-of-life-care discussions, and equip them with  
knowledge of what to expect in a dying patient. 
Multidisciplinary teams involving medical social  
workers, psychologists and religious leaders should be 
called upon to follow up on grieving families.

Conclusion
In the midst of caring for patients with COVID-19,  

we must not forget the needs of the families of  
non-Covid-19 palliative care patients who are dying 
in hospitals. They face a unique situation of having to  
manage their bereavement while trying to navigate  
through various obstacles from fast-changing hospital 
policies brought on by the pandemic. Our role as  
palliative care clinicians is to support them during  
this crisis.
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