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"How people die lives on in the memories of those who live on."

Dame Cicely Saunders, founder of the modern hospice movement (1918 - 2005)

Introduction

Over the course of last several months, coronavirus disease 2019 (COVID-19) has significantly altered the
landscape of clinical medicine. As of mid-April 2020, over two million people have been infected worldwide and
over 130,000 people have died.1 The spectrum of disease severity is quite variable, ranging from asymptomatic
to seriously ill, with approximately 5% of patients requiring intensive care unit (ICU) support.2 Treatment is
mostly supportive, with many potential therapies currently being investigated.3 The overall mortality rate is on
the order of 2 to 4%, however the mortality rate for older patients and those with comorbidities is much higher.2,4

Residents of long-term care facilities are particularly vulnerable, with many of the deaths occurring in this patient
population.

Many patients who become infected will choose to remain in their current residences, be it home or long-term
care, as their goals of care are non-resuscitative and there is likely little meaningful clinical value with transfer to
hospital. In turn, many of these patients will succumb to their illnesses. It is important that these patients remain
comfortable. Many times, these patients will be managed by family physicians in the community. Some of these
family physicians may be unfamiliar with the management of end of life symptoms observed in the COVID-19
patient population, particularly severe dyspnea. Outpatient consultative palliative care services may be
overwhelmed and hence all physicians must be prepared to provide at least initial palliation of common end-of-
life symptoms.

How Good is The Data for Symptom Management Near the End of Life

Palliative care does not have the evidence base of many of its clinical counterparts (e.g. oncology). There are
several reasons for this, including a general apprehension with carrying out research on patients near the end of
life, as well the fact that many of the symptom interventions employ older medications that many researchers
are no longer interested in studying. In addition, many clinical trials have intentionally excluded patients very
near the end of life. This notwithstanding, we are continually seeing many new high-quality trials being carried
out. An example of this is a study looking into whether anticholinergics should be given prophylactically prior to
the development of secretions near the end of life5. Regardless, there are still many knowledge gaps and
therefore treatment recommendations tend to be based on prior clinical experience.

No One Should Die Suffering with Dyspnea or any Other Symptoms6

The sensation of breathlessness can increase significantly before death.7 This can be very distressing for
patients as well as for family members and caregivers.8 Physicians tend to be reluctant to treat dyspnea.9 A
study showed that only a very small fraction of family members of patients dying in the ICU believed that
patients were breathing comfortably at the end of life10, despite being in a setting in which these patients are
receiving one-on-one nursing care. Physicians need to be proactive in treating dyspnea and other end of life
symptoms. Box 1 provides a summary of end of life management principles for dyspnea as well as agitation and
increased secretions which many times are seen in conjunction with dyspnea.
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Conclusion

The COVID-19 pandemic is taking a significant toll, particularly on our most vulnerable patients. These patients
deserve the best care we can offer, irrespective of whether they are in hospital, at home, or in long-term care
facilities. This includes being attentive to the management of dyspnea and other end of life symptoms. This
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paper contains a concise resource for some of the most commonly observed symptoms.
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