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Background
 
Due to the rapid spread of SARS-CoV-2 infection,
the COVID-19 pandemic has resulted in hospital
surges, strain on care systems, and increasing
demand for health professionals. The overwhelming
demand for care led to rationing practices among
resources and personnel [1,2]. For emergency
hospital admissions, patients were triaged based on
the likelihood of their survival due to resource
shortages [1,2]. The duration and scope of this
pandemic exposed gaps within the global health
system, notably in the field of palliative care [1,3].
During the COVID-19 pandemic, barriers for health
professionals, ethics at the end of life, differential
access to palliative care, and integration of culturally
informed patient support have become apparent.

Health professionals and palliative care

The COVID-19 pandemic has introduced barriers for
health professionals supporting patients at the end
of life.  These include challenges due to work-
related restrictions, staffing redeployments and
workers’ deteriorating mental health.  
Prior to the pandemic, multi-disciplinary teams
sought to reduce the fragmented care that patients
experienced at the end of life [4,5]. Their goal was to
clarify ambiguous definitions and integrate
experiences at the end of life across diagnoses, age,
and culture and improve fragmented care delivery
between health providers [4,5]. By addressing these
components, health professionals were taking steps
to improve communication, to include families in  

care delivery through the grieving process, and to
prioritize spiritual, cultural, and psychosocial aspects
at the end of life [4,5]. However, the COVID-19
pandemic compounded many existent issues in the
palliative care system. Safety protocols, which aimed
to limit transmission of the virus, had the
consequence of restricting families and allied health
from supporting loved ones and patients,
respectively. Consequently, this impacted patient
well-being, which reduced the quality of care
delivered at the end of life.
Many health professionals who were re-deployed to
support patients in critical condition lacked the
education and skills fundamental to palliative care:
knowledge of symptom management, experience
communicating updates to family members, and
insight to guide loved ones through the grieving
process at the end of life [6]. In some instances,
palliative care specialists were recruited to provide
education on symptom management and
communication strategies to physicians and nurse
practitioners [7]. Given the high volume of critical
condition patients, palliative specialists who ought
to be caring for patients were suddenly focusing
their efforts on training other health professionals,
who could not provide the same level of care as
specialists [10]. 
Additionally, front-line workers experienced
psychological ramifications from the lack of
palliative specialists needed to support
departments and admitted patients [7,9]. Stressful
conditions and traumatic experiences in the
workplace led to deteriorating mental health
among healthcare workers, including post-
traumatic distress, 
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depression, and anxiety [7,8]. Integrating palliative
care knowledge across all hospital departments and
disciplines has taken on a renewed urgency [7,10].

The ethics of palliative care

The COVID-19 pandemic has brought attention to
the topic of ethical dying, and what is considered an
acceptable death [11]. While the World Health
Organization emphasizes the importance of
incorporating palliative care in response to global
humanitarian crises, reality differs from best practice
[12,13]. Due to the pandemic, palliative care looks
different than it did before.
Discussions regarding what constitutes an
acceptable death, and the ethics of dying are
important when preparing and responding to
pandemics. A variety of academics in bioethics
argue that although maintaining population health
is critical during pandemics, oversight of individual-
level care and of personal health must be avoided
[14]. Specifically, Sheahan and Brennan (2020) argue
that although utilitarianism is commonly used to
make population health decisions based on cost-
benefit analyses, other ethical theories, like “virtue
ethics”, must be considered to promote
individualized care. If the virtue ethics model is
integrated into palliative care, qualities like empathy
and trust would then be central considerations for
decision-makers and dying patients could be
guaranteed an “ethical death” [14]. Due to strains on
healthcare systems, the COVID-19 pandemic has
exposed how the lack of access to appropriate
palliative resources exacerbates grief for patients,
families, and professionals [15]. Thus, it is imperative
that ethics be considered by health policy makers to
maintain quality end-of-life care during pandemics
and to mitigate undue harm. 

Differential accesses to palliative care

There are several institutions that facilitate and
provide palliative care options, including hospitals
and community-based hospices [16]. Current
approaches to palliative care emphasize quality of
life, with practitioners aiming to address physical,
psychosocial, familial, spiritual, and prospective 

dimensions of end-of-life care [17]. At a global scale,
individuals residing in low- and middle-income
countries, however, are more likely to face barriers
that hinder their access to end-of-life care, such as a
scarcity of palliative care resources. At national and
sub-national levels, individuals from marginalized
groups—including those experiencing homelessness,
displacement, and adverse mental health outcomes
—often face poor access to quality palliative care [18].
Globally, many healthcare systems were ill-
equipped to manage rapid influxes of COVID-19
patients requiring end-of-life care, due to the
already strained staffing [20]. As a result, many
patients experienced solitary deaths or did not
receive symptomatic care [18]. Overall, it is evident
that some populations were afforded better access
to quality palliative care than others, especially those
in marginalised groups.

Culturally competent palliative care 

During the COVID-19 pandemic, the need for
palliative care increased while its delivery and the
ethics of dying were seemingly overlooked.
Understanding and acknowledging a patient’s
wishes in relation to their cultural beliefs and
traditions has generally played an important role
during the provision of palliative care. However,
cultural aspects of care have not been adequately
incorporated throughout the pandemic [21]. Safety
protocols such as visitation restrictions resulted in
isolated end-of-life care, which perpetuated distress
for both patients and families, who were unable to
perform cultural and traditional rituals associated
with death, promoting feelings of anguish [22]. 
Moreover, studies have indicated that patients from
culturally diverse communities, such as New York
City, generally face barriers and disproportionate
health outcomes in end-of-life care, further
exacerbated by the COVID-19 pandemic [23]. This
includes challenges such as limited English
proficiency and or the lack of cultural mediators
between patients and the healthcare system. As
such, systemic gaps in healthcare need to be re-
examined to improve access to culturally
competent palliative care.
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Future implications 

There is an urgent need to address the gaps and 
weaknesses in the palliative care system that have
been compounded by the COVID-19 pandemic to
strengthen the quality and accessibility of our global
health systems. As outlined, it is important to
address the gaps that limit care delivery, in addition
to those that cause undue harm among health
professionals, patients, and their families. Globally,
differential access to care is evident and the
provision of care across the world has often
disregarded cultural considerations within palliative
care, despite its vitality and necessity. Although
efforts have been made within the public health
realm to address the physical, biological, and social
aspects of illness, end-of-life care has frequently
been disregarded [19]. Integrated efforts across
public health domains that include specialists, those
with lived experience, and culturally diverse voices
would be highly beneficial for health systems in
addition to patient and family quality of life and
satisfaction [24].
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