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Background: Palliative care is a person-centered approach aiming to relieve patient’s 
health-related suffering and it is often needed when caring for critically ill patients to manage 
symptoms and identify goals of care.
Aim: To describe the integration of palliative care principles in anesthesiology clinical 
practice, within and outside the ICU and to analyze the additional challenges that COVID- 
19 pandemic is posing in this context.
Methods: For the purpose of this review, PubMed database was searched for studies 
concerning palliative care and end of life care, in contexts involving anesthesiologists and 
intensivists, published in the last 5 years.
Results: Anesthesiologists and intensivists integrate palliative care within their daily prac-
tice providing symptoms management as well as family counseling. High-quality commu-
nicational skills are fundamental for anesthesiologists and intensivists especially when 
interfacing with surrogate decision makers in the ICU or with patients in the preoperative 
setting while discussing goals of care. Coronavirus disease 2019 (COVID-19) pandemic has 
challenged many aspects of palliative care delivery: reduced family presence within the ICU, 
communication with families through phone calls or video calls, patient–physician relation-
ship mediated by bulky personal protective equipment and healthcare workers physical and 
psychological distress due to the increased workload and limitations in resources are some of 
the most evident.
Conclusion: Anesthesiologists and intensivists are increasingly facing challenging clinical 
situations where principles and practice of palliative care have to be applied. In this sense, 
increasing knowledge on palliative care and providing specific training would allow to deliver 
high-quality symptom management, family counseling and end of life guidance in critical care 
settings. COVID-19 pandemic sets additional difficulties to palliative care delivery.
Keywords: palliative care, end of life care, intensive care unit, anesthesiologist, intensivist, 
COVID-19

Introduction
According to the World Health Organization, the aim of palliative care is the 
prevention and relief of health-related suffering of patients facing problems asso-
ciated with life-threatening illness and their families. Palliative care results in 
a comprehensive and person-centered approach, addressing physical, psychological, 
social and spiritual suffering.1 Goals of the intensive care are to reduce morbidity and 
mortality associated with critical illness, support organ function and restore health.2

The anesthesiologist job covers a broad spectrum of different tasks depending 
on countries and hospitals: perioperative risk assessment, intraoperative and 

Correspondence: Andrea Cortegiani  
Department of Surgical, Oncological and 
Oral Science (Di.Chir.On.S), University of 
Palermo, Palermo, Italy  
Tel +390916552730  
Email andrea.cortegiani@unipa.it

Journal of Multidisciplinary Healthcare 2021:14 2719–2730                                               2719
© 2021 Catalisano et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/ 
terms.php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing 

the work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. 
For permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Journal of Multidisciplinary Healthcare                                                 Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 15 May 2021
Accepted: 14 September 2021
Published: 27 September 2021

Jo
ur

na
l o

f M
ul

tid
is

ci
pl

in
ar

y 
H

ea
lth

ca
re

 d
ow

nl
oa

de
d 

fr
om

 h
ttp

s:
//w

w
w

.d
ov

ep
re

ss
.c

om
/

F
or

 p
er

so
na

l u
se

 o
nl

y.

http://orcid.org/0000-0002-4016-5534
http://orcid.org/0000-0001-9851-6301
mailto:andrea.cortegiani@unipa.it
http://www.dovepress.com/permissions.php
https://www.dovepress.com


postoperative management of patients, pain management 
of both hospitalized and out-patients, physicians of inten-
sive care units (ICUs) and medical emergency team are 
the most common. As such, anesthesiologists deal with 
palliative care in several aspects of their clinical practice. 
One of the main issues is providing palliative care to 
critically ill patients admitted to ICU to whom intensive 
treatments would not be curative. However, palliative care 
is not only related to the end of life care, and the concept 
has evolved over time, now focusing on patients’ needs 
more than on prognosis.3,4 Indeed, also patients with 
a full-code status may need palliation of suffering in its 
broader significance, from symptoms relief to psychologi-
cal assistance.3,5 Similarly, anesthesiologists may resort to 
palliative care measures also in the emergency setting, for 
patients whose admission to ICU is not being considered, 
in the management of pre and post-surgical patients or 
when treating outpatients for cancer and noncancer related 
pain.6

The ongoing Coronavirus disease 2019 (COVID-19) 
pandemic is having a considerable impact on healthcare 
systems organization and on daily clinical practice. 
Anesthesiologists and intensivists are among those who 
are most experiencing these changes, and therefore pallia-
tive care is expected to further mutate during this time.7

In this narrative review, we describe the integration of 
palliative care principles in anesthesiology clinical prac-
tice, within and outside the ICU, in light of evidence from 
the literature of the last 5 years and analyze the additional 
challenges that COVID-19 pandemic is posing in this 
context.

Methods
Search Strategy
For the purpose of this review, PubMed database was 
searched for studies concerning palliative care and end of 
life care, in context involving anesthesiologists, published 
from 2016 up to the 29th of March 2021. The search 
included the following keywords: “anesthesia”, “anesthe-
siologist”, “ICU”, “intensive care unit”, “palliative care” 
and “end of life care” as exact phrases and as combination 
of broad subject headings according to database syntax. 
Three authors (GC, MI and CM) independently screened 
the retrieved records for relevant articles. The process of 
inclusion and exclusion is detailed in the PRISMA flow 
diagram, provided as Figure 1.

ICU and Palliative Care
Background and Models
Even though intensive care units (ICUs) see a great varia-
bility regarding physicians’ area of specialty ranging from 
internists, pulmonologists, anesthesiologists to surgeons, 
physicians specialized in anesthesia and intensive care 
may often have a leadership role in the ICU medical 
teams, especially in Europe.8–10

According to the Lancet Commission report, the alle-
viation of the burden of pain, suffering, and severe distress 
associated with life-threatening conditions and with end of 
life is a global health and equity imperative.11 Still, a high 
prevalence of unmet palliative care needs is registered in 
countries such as the United States (US), especially in 
acute care settings.12 Since the ICU setting is burdened 
by high mortality and high suffering, providing palliative 
care to critically ill patients and their families is a major 
goal of ICU care. Teno et al in a retrospective cohort study 
among Medicare decedents, observed that in 2015 up to 
the 29% of decedents accessed an ICU during the last 30 
days of life.13 Moreover, many ICU patients present unre-
lieved and distressing symptoms that could be addressed 
through early palliative care assessment.5,14

A prospective, observational study investigating the 
symptoms experienced by 171 ICU patients at high risk 
of death over a 14-day period, concluded that in more than 
half of the 405 symptom assessments performed, patients 
reported the presence of tiredness (74.7%), thirst (70.8%) 
and anxiety (57.9%).15 Data suggest that integration of 
palliative care in the ICU improves quality of life, care-
giver burden and might lead to decreased hospital and ICU 
length of stay, although this last point is controversial.16–19

There are two main models to provide palliative care in 
ICU.5,16 The consultative model is based on the fixed 
presence of palliative care specialist physicians consulted 
by intensivists upon patients meeting triggers for initiation 
of palliative care.5,20 Even though the number of palliative 
care specialists is increasing, their availability is not suffi-
cient to cover the raising need for palliative care in the 
ICU population.4,5 The lack of specialized palliative care 
teams within healthcare structures might hinder the inte-
gration of palliative care approach for ICU patients.21

The integrative model seeks to address the existing 
need for palliative care interventions within daily practice 
of ICU clinicians for all patients and families facing cri-
tical illness.5 As such, intensivists and the whole ICU team 
take responsibility for primary palliative care needs of 
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patients and address the complex setting of end of life, 
also interfacing with family and surrogate decision 
makers.3

Ideally, a mixed model would probably benefit 
patients’ care the most, having intensivist managing 
daily primary palliative care needs and consulting pallia-
tive care specialists upon most difficult cases.4,22 

Moreover, palliative care consultants are more prone to 
offer spiritual support and manage documented symp-
toms, instead of performing symptoms assessment them-
selves. This aspect highlights the specific competencies 
of consultative palliative care which, in order to ensure 

high quality comprehensive care, need complementation 
by ICU clinicians.20

Either way ICU clinicians need knowledge, skills and 
systems to support their essential role in palliative care.3 

ICU physicians’ training, knowledge, self-confidence and 
attitudes towards palliative care and end of life care have 
been surveyed in several countries.23–26 A descriptive, 
cross-sectional and correlational study was conducted 
through a web based voluntary survey answered by 101 
physicians working in Colombia’s ICUs. The study 
reported that over 60% of the participants did not have 
the possibility to work with a palliative care specialist in 
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Figure 1 PRISMA 2020 flow diagram for new systematic reviews which included searches of databases and registers only. 
Note:Adapted from Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, et al. The PRISMA 2020 statement: an updated guideline for reporting 
systematic reviews. BMJ 2021;372:n71. doi: 10.1136/bmj.n71.92
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the ICU and that the hours of ICU physician’s training in 
palliative care influenced positively palliative care percep-
tion and negatively barriers perception, which resulted in 
an increased interaction with palliative care specialists, 
especially in relation to emotional and family issues.26 

Likewise, 805 anesthesiologists working in Italian ICUs 
responded to a web-based survey endorsed by the Italian 
society of anesthesia, analgesia, resuscitation and intensive 
care (SIAARTI).23 The study found that in about 70% of 
the cases there was no palliative/supportive care team in 
the hospital. Even though systematic symptoms’ recording 
is pivotal in palliative care, the same survey noted 
a general lack of it, with up to 20% of the respondents 
affirming that none of the symptoms among pain, dyspnea, 
thirst, nausea, anxiety and depression was systematically 
recorded. Interestingly, in the same study 84% of respon-
dents stated they did not receive a specific training in 
palliative/supportive care.23 In line with this aspect are 
also a survey-based study held in India to which 202 
ICU physicians responded of which 66.8% were 
anesthesiologists24 and a multicenter prospective observa-
tional study on 192 ICU physicians (71.8% were anesthe-
siologists) from ten different German hospitals which 
found that physicians’ self-confidence was not necessarily 
related to their level of knowledge specifically in palliative 
care, while the few physicians having an additional certi-
ficate in either pain (6.6%) or palliative medicine (5.8%) 
had a positive correlation both with self-confidence and 
knowledge.25

Palliative Care Integration for Critically Ill 
Patients
The conception that palliative care is purely associated 
with end of life may lead to reticence for early referral.17 

In a retrospective cohort study including 78 hospitals in 
Pennsylvania, Ashana et al found that the availability of 
ICU end of life resources was not associated with 
increased in-hospital mortality, mortality up to 90 days 
after hospital admission or increased resources utilization 
at end of life. On the other hand, they found an increased 
likelihood of discharge to hospice (OR= 1.58; 95% CI= 
1.1 to 2.24).27 According to a systematic review about the 
impact of palliative care consultation in the ICU on length 
of stay the patients with a palliative care consultation, 
when compared to those who did not, showed a trend 
toward reduced length of stay, while mortality was similar 
in both groups.19 These findings may encourage ICU 

clinicians, surrogates and patients to start palliative care 
interventions to alleviate pain and other symptoms without 
hastening end of life.17 Therefore, palliative care should be 
part of the standard of care of all critically ill patients.

ICU Family-Centered Care
Palliative care should be patient tailored and family cen-
tered. Family involvement has a pivotal role in patients 
care and recovery. Healthcare teams should provide sup-
port for families of seriously ill patients. According to the 
recommendations published on 2017 guidelines for 
family-centered care in ICU, relatives of critically ill 
patients should be offered open flexible family presence 
at the bedside (Figure 2).28 Open doors ICU models 
require the transformation of family members from ICU 
visitors to partners in care, if they wish so.29 It is also 
recommended to offer family members of critically ill 
patients the option of participating to interdisciplinary 
team rounds.28 According to a multicenter observational 
study on family participation to ICU rounds in 7 Canadian 
ICUs, family attendance during ICU rounds fosters rela-
tionship building, facilitates shared decision-making and 
enhances communication. Moreover, it was found that the 
duration of rounds would only modestly increase, with no 
impact on trainee teaching and willingness to discuss 
sensitive information.30 The positive role of family pre-
sence in supporting the patient’s care and recovery is 
underlined by a before and after study comparing an 
extended visitation model (12 hours per day) with 
a restrictive visitation model (4.5 hours per day) in 286 
patients of a medical-surgical ICU. In this study, the 
extended visitation model was associated with 
a reduction in delirium occurrence and its length.31 

Delirium prevention is particularly relevant, especially in 
the elderly patients, who are most vulnerable to functional 
decline and cognitive impairment.32 Family presence and 
protocolized family support interventions for enhanced 
communication also influence ICU length of stay, reducing 
it.31,33

Still, ICU mortality and 6 months mortality after 
admission remains high, especially in elder population 
often burdened by low long-term recovery of functional 
status.34,35 A relevant number of patients discharged from 
the ICU may experience the post intensive care syndrome 
(PICS) with physical, cognition and mental impairments, 
affecting the quality of life of patients and families.29 

Moreover, according to a prospective cohort study on 
125 patients discharged from the ICU after mechanical 
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ventilation aged 65 or more, older ICU survivors have 
a high burden of palliative care needs that persist at 1 
month after discharge, fatigue being the most prevalent 
symptom.36 Family engagement is one of the many impor-
tant interventions that ICU staff can apply in order to 
prevent PICS.29,37 Lastly, it is also important to consider 
that family members themselves may also experience psy-
chological and physical risks when caring for critically ill 
patients.38,39 The creation of opportunities for closeness 
and family care rituals for relatives involved with provid-
ing care for a loved one in the ICU was associated with 
a reduced occurrence of symptoms of post-traumatic stress 
disorder (PTSD) in family members at 90 days after 
patient’s death or ICU discharge.40

End of Life Decision Making
The assessment of patient’s condition with the aim of 
looking for palliative care needs and assessing patient- 
centered goals of care is a core part of the intensive care 
medicine. When the full-code status may not benefit the 
patient anymore, the process of care may converge 
towards end of life care and withholding or withdrawal 
of non-beneficial treatments.41 Ethicus-2, a prospective 
observational study of 22 European ICUs previously 
included in the Ethicus-1 (1999–2000) study, collected 

data about patients who died or had any limitation of life- 
prolonging therapies in the 2015–2016 comparing it to the 
1999–2000 cohort. Limitations in life-prolonging therapies 
occurred 21.4% times more frequently (1601 patients 
[89.7%] in 2015–16 vs 1918 [68.3%] in 1999–2000; dif-
ference, 21.4% [95% CI, 19.2% to 23.6%]; p<0.001) in the 
recent years, suggesting an increasing adherence to end of 
life practices in European ICUs.42 Other studies reported 
that early triggered palliative care consultation was asso-
ciated with transition in code status (DNR/DNI) and with 
hospice referral.18,43 There is considerable worldwide 
variability in decisions to withhold/withdraw life- 
sustaining treatments44 which might be influenced by cul-
tural, religious and social factors as well as by the ICUs 
ethical climate.16,45 Even so, an intensivist should avoid 
disproportionate and non-beneficial treatments. Decisions 
surrounding end of life care should be made by the entire 
ICU team of clinicians, and not by a subset of members.14 

Consensus among the entire clinical team is one of the first 
and most important steps in withholding/withdrawal of 
non-beneficial treatments for ICU clinicians, who are at 
higher risk of moral distress and burnout.41,46–48

Patients admitted to ICU are usually not able to express 
their preferences about end of life care directly.16 

Therefore, intensivists have to acknowledge any advance 

Figure 2 The illustration shows an example of interaction and cooperation between family members and clinicians at the patient’s bedside.
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directive and interact with patient’s surrogate decision 
maker and family. During patient’s stay in ICU, physicians 
are recommended to use routine interdisciplinary family 
conferences to receive directives, discuss goals, assess 
family needs, cultivate mutual trust and reduce conflicts 
between the treating clinicians and the family members.28 

The quality of these conferences is even more important 
when end of life care becomes the main topic to discuss. 
Surrogate decision makers often are not prepared for this 
role, and struggle with decisions related to goals of care, 
experiencing higher levels of distress compared to the 
other family members.49,50 A secondary analysis of 
a prospective, multicenter cohort study of audiorecorded 
clinician-family conferences enrolling 249 patients and 
involving 450 surrogates and 141 clinicians found that 
a quarter of all clinician-family conferences about prog-
nosis and goals of care for critically ill patients lacked 
important elements of communication about patient’s 
values and preferences, of note only 5.4% of the clinicians 
involved were anesthesiologist and 2.7% had internal med-
icine and anesthesiology as specialty.51 Interestingly, 
a prospective multicenter cohort study in 12 ICUs located 
in 5 different states of the US found that 45% of the 245 
surrogate decision makers enrolled had physician- 
surrogate discordance about patient’s prognosis. The dis-
cordance was associated both with misunderstandings of 
physicians’ assessment of prognosis (48% of cases) and 
with surrogates holding more optimistic beliefs compared 
with what they perceived to be the physician’s assessment 
of prognosis. Interestingly, in this study the 7.3% of the 
physicians were anesthesiologists. This study underlines 
the need for improvement of communicational skills sur-
rounding prognosis discussion and the need to attend to 
the emotional and psychological factors that influence 
surrogates’ prognostic expectations.52 Low quality com-
munication may be a contributing cause for surrogate- 
clinician disagreement about appropriateness of treatment. 
According to Wilson et al, who conducted a prospective, 
observational study in 6 adult ICUs in the US and Hungary 
with 151 patients enrolled, surrogate-clinician disagree-
ment may arise in one-third of ICU patients and was 
associated with prognostic discordance, lower satisfaction 
and trust in the ICU team.53 Being aware of factors that 
may impair communication and influence end of life deci-
sion making can facilitate interventions aiming towards 
high quality, compassionate and culturally sensitive deci-
sion making.54 For example, a retrospective cohort study 
of 779 ICU patients with limited English proficiency found 

that these patients have significantly lower rates of do not 
resuscitate (DNR) orders, advance directive completion 
and palliative care before death. Decision to limit life- 
support treatments also takes 3.8 days longer than in gen-
eral population.55 Clinicians interviewed on this topic 
identified elements of additional difficulty such as less 
frequent and modified communication, impaired ability to 
assess patients’ and families’ understanding of serious 
topics and impaired patient/clinician relationship 
building.54

In light of this, high quality communication and 
attention about surrogate’s psychological wellbeing 
should be enhanced. A pre-post intervention study on 
80 primary family members interviewed between the 
third and the fifth day of admission of the patient to 
the ICU, compared structured communication with 
usual communication between ICU staff and family. 
Families enrolled in the structured communication 
group reported higher satisfaction regarding ease of 
obtaining the information, and the consistency of the 
information provided. Moreover, ICU staff and family 
expectations about hospital survival were better corre-
lated in the intervention group.56 White et al structured 
a cluster-randomized trial involving patients with a high 
risk of death and their surrogates in five ICUs, in order 
to compare a family-support intervention delivered by 
the interprofessional ICU team with the standard care. 
The study showed no significant difference between the 
two groups regarding surrogates’ burden of psychologi-
cal symptoms at 6 months. Conversely, surrogates rating 
of communication and the centeredness of patient and 
family were better rated in the intervention group. 
Additionally, the intervention group registered a shorter 
ICU length of stay.50

An evaluation of the overall experience of family 
members of patients who died in the ICU may give useful 
feedback to ICU clinicians as to which area of their work 
should be improved and help them identify families who 
are at higher risk for difficult bereavement. CEASAR 15- 
item questionnaire investigates several core aspects of ICU 
care, from palliative care needs to communication and 
general satisfaction rating. The CEASAR score 21 days 
after the patient’s death is strongly correlated with the 
presence during the following months of symptoms of 
anxiety, depression, PTSD and complicated grief.57 

Knowing how well we take care of our patients and their 
families is the basis for future interventions apt to 
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ameliorate the difficult experience of having a loved one in 
the ICU and to diminish relatives burden after their loss.

Palliative Care Outside the ICU
Anesthesiologists encounter patients that would benefit from 
receiving palliative care also outside the ICU. Palliative care 
team consultations, including goal of care conversations, may 
help avoiding disproportionate life sustaining treatments.58 

Since not all hospitals provide such services, calls about 
critically ill patients with poor prognosis are often directed to 
the medical emergency team (MET). METs can be staffed by 
physicians with various specialties (anesthesiologists, inter-
nists or doctors without a specific specialty) and nurses. In 
several cases the MET has to initiate discussions surrounding 
treatment limitations, therefore needing training in palliative 
care in order to recognize patients who would benefit from it 
and are not suited for ICU admission.59 Screening and referral 
for palliative care when consulting on wards or ED patients is 
feasible and palliative care interventions should be implemen-
ted especially when transfer of terminally ill patients to hos-
pice care cannot be done for practical reasons.60,61

In preoperative settings, the anesthesiologist can recog-
nize triggers for primary palliative care interventions such as 
optimization of symptoms management or goals of care 
discussions. This is important when dealing with frail 
patients who are going to undertake surgery and are at 
increased risk for major post-operative morbidity and short- 
and long-term mortality. Anesthesiologists should therefore 
carefully assess patients aged over 60 for frailty. In this type 
of patient, discussing goals of care in relation to the intra and 
post-operative time (code status, preferences about post- 
surgery level of care and life-prolonging interventions) may 
be of relevance.62 Pursuing enhanced recovery after surgery, 
there are ways for the anesthesiologist to guide post- 
operative care including multimodal pain management, delir-
ium prevention, optimization of complicated patients after 
surgery and nausea management.6 Regional anesthesia and 
analgesia techniques may play a role in this scenario as well 
as in treatment and management of cancer-related pain.6,63 

All in all, the anesthesiologist’s skill set could make him/her 
an engaged partner in palliative care also in the context of 
hospice care.64

Palliative Care and COVID-19
Coronavirus diseases 2019 (COVID-19) pandemic posed 
an additional challenge to palliative care, due to the surge 
in the number of critical care patients.7 Moreover, the 
increased workload, the high mortality and the general 

pandemic setting saw healthcare workers report symptoms 
of psychological and physical distress.65–67

Inside the ICU
Since the beginning of COVID-19 pandemic many ICUs 
have witnessed a transition from the much-advocated 
family centered and open doors ICU model to the almost 
complete closure of ICUs to non-clinical staff. The limita-
tions put into place to prevent the spread of SARS-CoV-2 
changed the clinical practice in all healthcare facilities and 
especially in ICUs.28,68

Families were prevented from visiting their hospita-
lized relatives because of the high risk of infection and, 
especially at the beginning of the pandemic, also due to 
personal protective equipment (PPE) shortage.69 

Limitations in family access to ICUs are still common 
even though some institutions are allowing visits to some 
extent, especially when dealing with end-of-life 
situations.70,71 This aspect appears to be burdensome for 
all the people participating to ICU care: patients may 
experience depression and anxiety; relatives do not have 
the chance to physically interact with their loved ones and 
personally observe and assist in treatment and caring pro-
cess. The effect of these limitations may increase the 
development of anxiety, post-traumatic stress and compli-
cated grief for families (Figure 3).68,72,73 The constant 
wearing of PPE hindered the possibility of clinicians to 
communicate in a satisfactory and empathic way with 
patients.74 Semi-structured interviews of 27 members of 
ICU staff report that clinicians, being the only ones 
allowed person to person contact with patients, felt 
a strong responsibility to compensate for the absence of 
relatives. This scenery worsened even more towards end 
of life when the absence of rituals was perceived as poten-
tially harmful for families.75

Intensivists had to resort to other means of communi-
cation given the scarcity of opportunity for face-to-face 
meetings with relatives. Phone calls and video calls were 
used to keep contact with families, provide updates on the 
health state of patients and to better understand their 
values, wishes or advanced directives for end-of-life 
care.74 Telephone communication precluded non-verbal 
clues increasing the difficulty to deal with families’ 
emotions.75 Also communicating with patients’ relatives 
through phone calls might elicit a lower number of con-
versations concerning goals of care.75,76 Moreover, in 
hospitals with the most overwhelmed conditions, the pos-
sibility to hold such communications routinely may have 
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been scarce or null. Clarifying patient’s code status among 
the treating professionals also is particularly important, 
especially during COVID-19 pandemic, to ensure all the 
members of the treating team have a clear idea of the goal 
of care for each patient. For example, disproportioned 
cardiopulmonary resuscitation (CPR) could be harmful 
both for families, who are at risk of psychological distress 
and may rely on unachievable goals or improvements, but 
also for healthcare workers performing advanced life sup-
port maneuvers with augmented risk of aerosolization and 
strain of PPE resources.77 Additionally, there is a large 
debate on the outcomes of COVID-19 patients undergoing 
CPR.78 Consultation of palliative care teams, when avail-
able, helped clarifying advance directives and minimize 
futile resuscitation efforts.79,80 Some institutions registered 
an increase in palliative care consultations during COVID- 
19 outbreak81 even though it is reported that palliative care 
consultations often happened late during hospitalization 
and in a minority of patients.76,82 When a specialty pallia-
tive care team was not available strategies of integrative 
primary palliative care delivery were adopted by anesthe-
siologists trying to optimize patient’s comfort while mini-
mizing staff exposure to infection.7,83

COVID-19 patients are at greater risk of developing 
delirium due to the possible direct effect of SARS-CoV-2 
on central nervous system, the induction of inflammatory 

mediators and iatrogenic factors such as prolonged 
mechanical ventilation, the use of sedation and muscular 
blocking agents to minimize asynchronies during prone 
positioning and hindered communication with both family 
members and healthcare professionals wearing PPE. 
Intervention on environmental factors like reorientation, 
family video calls, in-bed mobility and psychological sup-
port may prevent and help manage delirium and may also 
lead to a shorter ICU length of stay.84

Lastly, in order to guarantee high-quality palliative care 
in the context of COVID-19 pandemic a multistep strategy 
has been proposed which adjusts palliative care services to 
hospitals’ capacity level (conventional, contingency and 
crisis capacity).85

Outside the ICU
The prolonged lockdowns that many countries adopted to 
contain the spread of SARS-CoV-2, the decreased capacity 
of healthcare structures and the strong fear of already 
fragile patients to get infected changed the practice of 
palliative care and pain management. Palliative care phy-
sicians initially saw a decrease in the number of outpati-
ents’ access to pain and palliative care clinics, with 
foreseeable effects to cancer and non-cancer pain manage-
ment such as withdrawal and reappearance of symptoms. 

Figure 3 The illustration shows how communication between patient, family and clinicians takes place during COVID-19 pandemic, using digital devices (tablet and laptop).
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The use of telemedicine was suggested as an alternative to 
clinic appointments in selected cases.86–88

In the pandemic context physicians are advised to 
engage in discussions about goals of care and advance 
care planning with patients suffering from severe chronic 
diseases who are among the high risk population for 
hospitalization or ICU admission in case of severe 
acute illness.7,77 The presence of advance directives 
may help the clinician during triage for ICU admission 
in order to best allocate resources and provide proper 
cures for each patient. One of the issues at the beginning 
of the pandemic was the possibility of reaching full 
hospital capacity, with consequent lack of ICU beds 
and ventilators. Even before the pandemic breakout it 
was shown that ICU occupancy was negatively asso-
ciated with the odds of ICU admission89 so, due to 
possible resource-limited circumstances, clinicians were 
given ethical and practical recommendations to face this 
scenario especially during triage for ICU 
admission.71,90,91 On the other hand, other physicians 
report that in spite of the increased number of critical 
patients the triage admission criteria to ICU had not 
changed.75

Strengths and Limitations
Our review gives an overview of the several contexts 
where an anesthesiologist may confront his/her work 
with the necessity of palliative care interventions. It also 
stresses the need for anesthesiologists to implement clin-
ical knowledge in the field as well as good communica-
tional skills to use with patients and families, especially 
when dealing with end-of-life situations. There is a huge 
variability in the composition of ICUs’ physician staff and 
medical emergency teams, therefore studies held in differ-
ent countries may include a different proportion of 
anesthesiologists within their sample. Moreover, studies 
including physicians with different specialties do not 
always give specific data for each specialty. Investigating 
further physicians’ approach to palliative care in ICU 
depending on their specialty might be of interest for future 
studies.

Regarding limitations, although we perform 
a systematic review of the literature, the nature and struc-
ture of this review is narrative. Thus, no formal quality 
assessment or quantitative synthesis of available evidence 
were performed. Moreover, we did not specifically discuss 
the pivotal role of other medical specialties (eg surgeons) 
or other healthcare workers in the care of critically ill 

patients and their relatives (eg critical care nurses, psy-
chologists) in the context of our review topic.

Conclusion
Anesthesiologists and intensivists are increasingly facing 
challenging clinical situations where principles and 
practice of palliative care have to be applied. In this 
sense, providing specific training to increase knowledge 
on palliative care would allow to deliver high-quality 
symptom management, family counseling and end of 
life guidance in critical care settings. COVID-19 pan-
demic is setting additional difficulties on several levels. 
Interaction between patients, clinicians and families is 
hindered by the limited opportunities for face-to-face 
meetings with physicians and family visiting chances, 
with possible ethical questions arising especially when 
faced with hospital full capacity. Increasing knowledge 
on palliative care and providing specific training to 
physicians would allow to deliver high-quality symptom 
management, family counseling and end of life guidance 
in critical care setting.
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