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Frail elderly patients with multimorbidity are at high risk of serious illness and death in
cases of corona virus infection. Unlike ‘normal deaths’ in nursing homes with time to
prepare, the condition can change rapidly and cause organ failure. In this article we
describe palliative non-invasive and invasive interventions for frail elderly patients in
nursing homes who are dying due to COVID-19.
COVID-19 (SARS-CoV-2) is communicable and may cause infections in all age groups of the
population, but frail, elderly and multimorbid patients are vulnerable and at high risk of
serious illness and death (1–3). Data from Norway show that the average age of those who die
from the disease is 84 years (Norwegian Institute of Public Health, 14 April 2020). Wang and
colleagues highlight that in people over 70 years of age, the course of illness develops faster
than in other age groups (3). However, most of the older people in whom a coronavirus
infection is detected recover. For people over 80 years of age, figures from Italy indicate a
mortality rate of 20.2 %, and from China 21.9 % (3, 4). Among people over 90 years of age, a
mortality rate of 22.7 % has been observed in Italy (5). A study from the United States found
that 33.7 % of nursing home residents infected with COVID-19 died from the disease (2).
The vast majority of Norwegian nursing home residents are frail, vulnerable and
multimorbid. More than 80 % of them have dementia (6). The coronavirus pandemic gives
rise to major challenges for the healthcare system and healthcare personnel, as well as to a
number of ethical issues and dilemmas (7). Norwegian health authorities recommend that
nursing home residents who fall ill with COVID-19 be treated in the nursing home and not
admitted to hospital unless there are ‘strong reasons to believe that hospitalisation will
clearly help prolong life and give improved quality of life’ (8).
Furthermore, the Norwegian Directorate of Health underscores that persons with serious
illness at the end of life must be provided with appropriate palliative treatment and care
that maintain the dignity of the patients and their families (8). In this article we will
describe non-invasive and invasive interventions for frail and elderly nursing home patients
who are dying from COVID-19. The article is based on guidelines, clinical experience and
research literature.
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Is the patient dying?
Frail older patients can have vague, diffuse and atypical symptoms of coronavirus infection,
such as diarrhoea and nausea, headache or fatigue (3), which make it difficult to diagnose.
Atypical symptoms are not uncommon, and acute functional impairment in the form of
loss of ADL function (activities of daily living), acute disorientation, falls or incontinence
can represent symptoms of serious illness in older people (9). Common symptoms of
COVID-19, such as cough, fever or dyspnoea (3), may also frequently occur without being
caused by the coronavirus.
The condition of frail older patients, such as those who have severe forms of dementia, often
fluctuates, and it may thus be difficult to determine when the person is dying (10). To be
able to establish that death is imminent, all reversible causes must have been considered,
and the patient must have been thoroughly examined to rule out all other causes of the
condition (11). Signs indicating that the patient is dying are shown in Box 1. When a person
has been infected with COVID-19, other signs such as dyspnoea and respiratory failure may
also be prominent, and the condition may change quickly (15).

Box 1 Signs indicating that the patient is dying (11–14)
The patient has:
significant weakening and is increasingly bedridden
need for a lot of sleep and may have a varying level of consciousness
lack of intake of food and drink, or can take only small sips of fluid
irregular respiration or Cheyne-Stokes respiration
reduced circulation with cold, bluish extremities, sometimes a cold nose
reduced urine production
agitation/delirium
nausea/vomiting
secretions in the upper respiratory tract
a characteristic facial expression, pallor around the nose and mouth

Advance care planning and clarification of treatment level
For the patients, their families, the doctor and other healthcare personnel it is essential to
consider treatment intensity before an acute situation arises, such as a coronavirus
infection. For nursing home residents, the nursing home doctor is responsible for ensuring
that the patient’s values and wishes regarding life-prolonging treatment are made clear
through advance care planning. For persons with dementia, it is recommended that the
doctor responsible for treatment, preferably the patient’s GP, undertake advance care
planning at an early stage of the dementia, thereby allowing the person him-/herself to take
an active role. Such advance care planning should be repeated if the patient’s health
situation changes. For persons with cognitive impairment, it will often be natural to
include the next of kin (16, 17).
The Decision-making processes in the limitation of life-prolonging treatment manual from the
Directorate of Health may help healthcare personnel make appropriate decisions that also
respect the patient’s rights. Patients with a moderate to severe degree of dementia may also
participate in a discussion of treatment options. If the patient is not competent to give
informed consent, the doctor’s decision must be based on a medical assessment of the
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patient’s best interests and an assumption of what the patient would have wanted (18).
Before limiting life-prolonging treatment for patients who are not competent to give
informed consent, other qualified healthcare personnel must be consulted for qualityassurance of these difficult and discretionary assessments (18). Family members should also
be consulted to elucidate what they assume that the patient would have wanted (19).
For various reasons, no advance care planning has yet been undertaken for some
COVID-19 patients in nursing homes. Even though the discussion must now be undertaken
by telephone or video call, it is essential that it be held.

Palliative interventions when the patient is dying
On the basis of international experience, we may assume that 20–30 % of all nursing home
patients with COVID-19 will die from the disease (2, 5). When the patient is dying, the goal of
all approaches is to ensure well-being, maintain the patient’s dignity and provide relief. All
inappropriate medication and interventions that cause the patient discomfort are to be
discontinued. Comfortable positioning, regular mouth care and physical care to regulate
the body temperature and alleviate discomfort are key interventions to prevent issues such
as pain, respiratory problems, anxiety and respiratory secretions (11, 20).
Symptoms and interventions must be based on each individual patient’s disease course,
underlying diseases, wishes and needs. Observations from the interdisciplinary team are
crucial to clarify symptoms and afflictions in dying patients. Care interventions should
always be attempted, but if these fail to provide relief, medications should be used (21). The
Directorate of Health has developed recommendations for treatment of COVID-19 patients
in nursing homes, and it is important to become familiar with these (8). Table 1 provides a
summary of non-invasive and invasive interventions.

Table 1
Non-invasive and invasive interventions for dying patients (11, 13, 14, 22, 23)
Symptom
Upper
respiratory
secretions

Anxiety,
agitation,
delirium

Non-invasive
interventions
• Frequent change of
recumbent position
• Side positioning with
raised upper body,
avoiding backwards tilt of
the head
• Placing cushions under
both forearms
• Ensuring fresh air
• Informing that upper
respiratory secretions,
which may induce anxiety,
are a well-known and
treatable symptom
• Avoiding leaving the
patient alone
• Regulating the
environment (light, noise
and temperature)

Invasive interventions
• Treatment with anticholinergic drugs is
recommended, despite known adverse
effects such as mouth dryness, increased
heart rate,
delirium, increased tiredness/sleep,
confusion and hallucinations

• Tranquillisers (benzodiazepines) are well
tolerated by persons with dementia, have
few adverse effects and are best
administered subcutaneously.
• Neuroleptics are effective in reducing
anxiety, especially when the patient is also
suffering from confusion or hallucinations.
• When the anxiety is caused by pain or
dyspnoea, these symptoms should be
treated with opioids, and the patient
should be given anxiety-reducing
medication in addition as required.
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Symptom
Pain

Dyspnoea

Cough

Non-invasive
interventions
• Change positioning in
the bed
• Avoid specific positions
that cause discomfort
• Establish a sense of
security and calm
• Do not leave the patient
alone
• Use Fowler’s position
• Reduce fluid intake
• Establish a sense of
security (see above)

Invasive interventions
• Peripheral and/or central analgesics
prior to nursing care, as a regular
prescription, and as needed.

• For dying patients with dyspnoea, the
main treatment is morphine.
• 1–2 l/min O2 for dyspnoea and/or
reduced SpO2 (oxygen saturation). This
procedure is discontinued if the desired
palliative effect is not achieved.

• Use Fowler’s position

The clinical picture of a COVID-19 patient can change quickly and be complicated by acute
respiratory failure, heart failure, sepsis and possibly renal failure (8, 24). This differs
significantly from ‘normal deaths’ in nursing homes, for which there is time to prepare (Box
1). Special attention needs to be paid to symptoms such as rapid exacerbation of dyspnoea
or worsening general condition, respiratory rate ≥ 22 per minute, hypoxia, newly occurring
confusion and reduced general condition (8).
Multiple concurrent symptoms, so-called symptom clusters, are common in these patients.
The combination of fever, cough and shortness of breath is mentioned by many sources (3,
25–31). Respiratory problems may be especially challenging for frail, older people with weak
muscles. Moreover, the combination of cough, increased mucus production, dyspnoea,
fatigue and headache may cause major challenges regarding the positioning of the patient
in bed and the need for attendance by personnel.
Shortness of breath, rapid breathing, high mucus production and cough may each cause
anxiety in the patient. In combination, these symptoms may cause a real fear of not having a
sufficient oxygen supply. The experience of being unable to breathe has been described for
COPD patients in particular (32), but also among patients with pneumonia (33). Most
studies published to date report that bilateral pneumonia, high respiratory rate and poor
oxygen saturation frequently occur (2, 25–31).
Subcutaneously administered morphine is the main treatment for dyspnoea at the end of
life. This relieves anxiety, helps economise on the respiratory effort, lowers pressure in the
pulmonary circulatory system, reduces cough and helps the patients achieve deeper
breathing, instead of shallow hyperventilation (22).
Additional interventions such as breathing guidance, tranquillisers, if needed, mouth care
and O2 treatment may also be initiated. The Directorate of Health recommends that the
nursing homes administer oxygen for relief (8).
The Directorate of Health recommends four key drugs to provide relief for severe symptoms
when the patient has a short expected lifespan: morphine, haloperidol, midazolam and
glycopyrrolate. These drugs are administered as subcutaneous injections (8). The dosage of
drugs must be clarified before the patient becomes poorly, and a plan for necessary
increasing of the dosage should be in place. A doctor should be available by telephone for
decision-making support.
The Coordination Reform emphasises interaction between health service levels and the
need for seamless collaboration between the specialist and primary health services.
Palliative teams, both in hospitals and in primary care palliative units, can be contacted for
advice on symptom management (34).

Family members
Family members are often an important resource for people who are dying, and they are
considered members of the patient’s healthcare team (11). This point is also underscored by
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the Directorate of Health, and the goal is for nobody to die alone (8). In the context of the
coronavirus pandemic, however, all Norwegian nursing homes have introduced restrictions
on visits, including by family members, to protect vulnerable residents against infection.
In some cases, exemptions from the restrictions will be called for, in order for family
members to visit critically ill loved ones (8). The Norwegian Geriatrics Society has specified
this (35). It is suggested that the exemption be applied to patients who are expected to die
within a short time; patients with acute and very severe illness who therefore have a special
need to socialise with family members; family members who have a serious psychosocial,
psychiatric or somatic condition that gives rise to a special need; patients who have a
condition for which visits by family members have a significant, positive effect on the
prognosis, e.g. as a social intervention to replace drug-based sedation for delirium; and in
cases where the presence of family members is considered to lend support to infection
control, e.g. by helping a disoriented patient comply with infection control routines.
When exemptions are made, the nursing homes need to make a stringent assessment on a
case-by-case basis of the value of the visit weighed against the risk of infection. Physical
interaction must be assessed in light of alternative forms of interaction, such as a video call.
The frequency of visits and the number of visitors must be kept to a minimum. It is
recommended to use clinical ethics committees or establish visit committees, since this
may make for more consistent practices and provide collegial support for decisions (35, 36).
The clinical ethics committees can also be contacted for advice on other ethical dilemmas.
Family members also need support and consideration. When family members choose to
visit their loved ones who are infected with COVID-19, they must wear a full set of personal
protective equipment. Witnessing symptoms such as anxiety and respiratory failure in the
patient can be very distressing for family members. The personnel must therefore seek to
provide information, establish a sense of security and take care of family members, and offer
them as much contact and follow-up as possible.
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