
1Lau J, et al. BMJ Open 2022;12:e063040. doi:10.1136/bmjopen-2022-063040

Open access 

Palliative care interventions for people 
who use substances during 
communicable disease outbreaks: a 
scoping review

Jenny Lau    ,1,2 Philip Ding,1,3 Samantha Lo,1 Rouhi Fazelzad,4 
Andrea D Furlan    ,5,6 Sarina R Isenberg,7,8 Sheryl Spithoff,2 Alissa Tedesco,9,10 
Camilla Zimmermann    ,1,6 Daniel Z Buchman11,12

To cite: Lau J, Ding P, 
Lo S, et al.  Palliative care 
interventions for people 
who use substances 
during communicable 
disease outbreaks: a 
scoping review. BMJ Open 
2022;12:e063040. doi:10.1136/
bmjopen-2022-063040

 ► Prepublication history and 
additional supplemental material 
for this paper are available 
online. To view these files, 
please visit the journal online 
(http://dx.doi.org/10.1136/ 
bmjopen-2022-063040).

Received 27 March 2022
Accepted 30 June 2022

For numbered affiliations see 
end of article.

Correspondence to
Dr Jenny Lau;  jenny. lau@ uhn. ca

Original research

© Author(s) (or their 
employer(s)) 2022. Re- use 
permitted under CC BY- NC. No 
commercial re- use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Objectives When resources are strained during 
communicable disease outbreaks, novel palliative care 
interventions may be required to optimally support 
people who use substances with life- limiting illnesses. 
Therefore, we asked the question, ‘what is known about 
communicable disease outbreaks, palliative care and 
people who use substances?’, such as palliative care 
interventions that can improve the quality of life of patients 
with life- limiting illnesses.
Design We conducted a scoping review that involved 
comprehensive searches in six bibliographic databases 
from inception to April 2021 (Medline ALL (Medline and 
Epub Ahead of Print and In- Process and Other Non- 
Indexed Citations), Embase Classic+Embase, Cochrane 
Database of Systematic Reviews, Cochrane Central 
Register of Controlled Trial, PsycInfo all from the OvidSP 
platform, Scopus from Elsevier) and grey literature 
searches. We included English and French records about 
people ≥18 years old with life- limiting illnesses who use 
substances during communicable disease outbreaks. We 
identified, summarised and presented the findings about 
palliative care interventions in figures, tables and narrative 
descriptions.
Results We identified 32 records about palliative care 
interventions for people who use substances during 
communicable disease outbreaks. The majority focused 
on palliative care for people who use substances 
with AIDS during HIV epidemics (n=27, 84.4%), and 
approximately half were published in the USA (n=15, 
46.9%). Most common substances used were alcohol 
(n=18, 56.3%), opioids (n=14, 43.8%) and cocaine (n=10, 
31.3%). Four groups of palliative care interventions were 
identified: (1) symptom management (n=20, 62.5%), (2) 
psychosocial support (n=15, 46.9%), (3) advance care 
planning (n=8, 25.0%) and (4) healthcare provider training 
(n=6, 18.8%).
Conclusions Beyond studies on HIV epidemics, there is 
limited knowledge about palliative care interventions for 
people who use substances during communicable disease 
outbreaks. Research and guidance are needed about 
how best to provide palliative care to this population with 
complex needs including in resource- limited countries.
Protocol Buchman DZ, Ding P, Lo S, et al. Palliative care 
for people who use substances during communicable 

disease epidemics and pandemics. BMJ Open 2021; 11: 
e053124

INTRODUCTION
The Global Burden of Diseases, Injuries and 
Risk Factors Study estimated that 451 800 
deaths and 16 782 300 years of premature 
life were lost due to alcohol and substance 
use in 2016.1 The annual global prevalence 
of substance use disorders is increasing, 
with alcohol use disorders being the most 
prevalent, followed by cannabis and opioid 
use disorders.1 Non- medical drug use and 
substance use disorders are associated with 
risks of unintentional and intentional inju-
ries, non- communicable diseases and infec-
tious diseases.2–4 Additionally, people who 
use substances often have comorbid medical 
and psychiatric conditions and face inequities 
related to the social determinants of health 
which affect their healthcare access and 
outcomes.5 Given this high morbidity and 
mortality, some people who use substances 
may benefit from palliative care.

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ This study is the first review of peer- reviewed and 
grey literature on palliative care interventions for 
people who use substances during communicable 
disease epidemics and pandemics.

 ⇒ This review used established and rigorous scoping 
review methodologic frameworks and reporting 
guidelines to comprehensively synthesise existing 
knowledge.

 ⇒ Studies that were not published in English and 
French were excluded.

 ⇒ This review did not include literature published in 
databases after April 2021 and grey literature sourc-
es after August 2021, which is important given the 
evolving COVID- 19 pandemic.
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Palliative care addresses the suffering experienced 
by people with life- threatening illnesses using interven-
tions that include symptom management, psychoso-
cial support, spiritual care and advance care planning 
(ACP).6 However, people who use substances can have 
restricted access to palliative care due to limited social 
supports, poverty and stigma.7 Institutions and providers 
may restrict delivery of community- based services such 
as home care to environments that they deem unsafe or 
high risk. Furthermore, zero- tolerance policies towards 
non- medical use of drugs can prevent or deter people 
who use substances from admission to palliative care units 
and hospices for end- of- life care.7 During public health 
emergencies, such as the COVID- 19 pandemic, these 
inequities are magnified.

Preliminary searches of PubMed and Web of Science 
databases in May 2020 did not identify any reviews 
addressing palliative care needs for people who use 
substances during communicable disease outbreaks (eg, 
Ebola, COVID- 19, H1N1). Therefore, we conducted a 
scoping review to comprehensively identify and synthe-
sise existing and emerging evidence. Specifically, this 
review’s research question was, ‘what is known about 
communicable disease outbreaks, palliative care and people who 
use substances?’ We focused on epidemics and pandemics 
related to communicable diseases (ie, infectious 
diseases), rather than non- communicable conditions 
such as opioid- related overdoses and obesity. Our review 
focused on four palliative care- related outcomes: (1) 
interventions, (2) access to services, (3) policies/guide-
lines and (4) clinical programmes. In this article, we will 
present the findings about palliative care interventions, 
which was defined a priori as per the WHO definition as 
approaches that improve the quality of life of patients 
with life- threatening illnesses and their families through 
the prevention and relief of suffering by identification, 
assessment and treatment of physical, psychosocial and 
spiritual problems.6 We will report the findings about 
palliative care access, policies and guidelines and clinical 
programmes separately.

METHODS
Protocol and registration
We published our scoping review’s protocol as an open- 
access journal article in October 2021.8 We based our 
methodology on the Joanna Briggs Institute’s Manual 
for Evidence Synthesis,9 which builds on the contribu-
tions from Arksey and O’Malley10 and Levac et al,11 and 
the Preferred Reporting Items for Systematic reviews 
and Meta- Analyses extension for Scoping Reviews (PRIS-
MA- ScR) reporting guidelines.12

Eligibility criteria
Table 1 summarises the PECOS (Population, Exposure, 
Comparison or Control, Outcomes and Study Character-
istics) framework that we used to structure the evidence 
eligibility criteria.13 This review included people who use 

prescription drugs for non- medical purposes and/or 
unregulated substances and people who received treat-
ment for substance use disorder. Communicable disease 
outbreaks were defined a priori as epidemics or pandemics 
related to infectious diseases (eg, HIV, Ebola, COVID- 19).

Information sources and search strategy
The information specialist in our team (RF) developed a 
comprehensive search strategy to identify studies in each 
of the following six databases, from their inception to 
April 2021: Medline ALL (Medline and Epub Ahead of 
Print and In- Process and Other Non- Indexed Citations), 
Embase Classic+Embase, Cochrane Database of System-
atic Reviews, Cochrane Central Register of Controlled 
Trial, PsycInfo all from the OvidSP platform and Scopus 
from Elsevier. Each search strategy comprised a combi-
nation of controlled vocabulary terms and text words, 
adapting the database- specific search syntax. There were 
no date or publication type restrictions. Where applicable, 
we limited the search to human studies, adults ≥18 years 
of age and languages for which at least two team members 
had fluency (English/French). Online supplemental 
appendix A presents our search of the Ovid Medline (R) 
ALL 1946 to 20 April 2021 as an example of our search 
strategy. We modelled our search strategies of the other 
databases based on the Ovid Medline search; these search 
strategies are available from the authors on request. We 
used the reference manager, Endnote, to store data from 
these database searches.14

In addition, we conducted supplemental searches, 
including grey literature searches, over the same time-
span to identify published literature that was not indexed 
in the bibliographic databases and used reverse snow-
balling to screen the reference list of the included studies 

Table 1 Scoping review eligibility criteria according to the 
PECOS framework

PECOS framework Eligibility criteria

Population Adults (≥18 years of age)
Substance use
Diagnosis of life- limiting illness (eg, 
advanced cancer, end- stage organ 
failure)

Exposure Communicable disease outbreaks (eg, 
HIV epidemic, COVID- 19 pandemic)

Comparison/control* N/A

Outcome Quantitative outcomes and qualitative 
themes about palliative care 
interventions, access to services, 
policies/guidelines and clinical 
programmes

Study characteristics Any country
Published in English or French
Peer and non- peer reviewed literature
Any publication year

*This review included literature with and without comparison or 
control groups, including grey literature.
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for additional relevant evidence. The following grey 
literature resources were searched: TRIP medical data-
base, Google, websites of prominent health organisa-
tions including, but not limited to, Centres for Disease 
Control and Prevention, Canadian Centre on Substance 
Use and Addiction and Centre of Addiction and Mental 
Health and associations of palliative care, public health 
(communicable disease) and substance use. A list of the 
grey literature websites is shown in online supplemental 
appendix B. We customised search strategies based on 
each resource’s available searching feature. We hand 
searched reference lists of retrieved articles to identify 
additional relevant evidence.

Selection of sources of evidence
Records identified from the database searches were 
imported into Covidence, a web- based literature review 
software,15 which was used to detect and remove dupli-
cates. Two independent reviewers screened the title 
and abstracts of the remaining records according to the 
eligibility criteria, and then applied the same process 
to the full- text articles. Disagreements were resolved 
by consulting a third reviewer. We screened records 
without abstracts based only on their title. If there were 
conference proceedings or abstracts without full text, we 
excluded these due to the limited available information.

We imported the results from the grey literature searches 
into Google Sheets. Similar to the database searches, we 
assessed each record’s eligibility by applying the PECOS 
criteria. Any disagreements between the two reviewers 
assessing the records were resolved by consulting a third 
reviewer.

Data charting process and data items
We developed a standardised data charting form using 
Google Sheets to extract the following variables: author/
organisation, publication year, journal, country of 
the corresponding author, article type (commentary/
opinion article, conference/workshop, guideline, news 
article, programme report, other), publication language, 
countries and settings in which studies were conducted 
(acute care, inpatient palliative care, long- term care, 
community, home care, infectious diseases clinic, palli-
ative care clinic), populations (life- limiting diagnoses, 
drugs used, sex and gender, age, ethnicities), target 
audiences (healthcare professionals, researchers, policy-
makers, governments), communicable diseases and palli-
ative care outcomes (palliative care interventions, access 
to palliative care services, policies/guidelines related to 
palliative care and palliative care clinical programmes). 
Online supplemental appendix C provides details about 
the a priori definitions used to distinguish each of the 
outcomes.

Summary of results
We developed a PRISMA- ScR flow diagram to map out the 
review process.12 We analysed the data by first combining 
all outcomes, and then separately according to each of the 

four palliative care outcomes. We analysed our data in two 
ways consistent with our scoping review methodology11: 
first, we analysed the quantitative data using descriptive 
statistics and then summarised them in tabular forms. 
Second, we organised the qualitative data thematically 
to present a narrative account of the literature and iden-
tified gaps in the existing knowledge by identifying the 
main areas of interest among the extracted data.

Patient and public involvement
There were no patients involved in this review. The 
research team includes healthcare professionals who 
provide palliative care for people who use substances and 
several team members who work and care for people who 
use substances in the context of hospital and community- 
based work. Our research team also includes a knowledge 
user, Canadian Virtual Hospice, that provides compre-
hensive online knowledge about palliative and end- of- life 
care. These members provided guidance on the design 
and completion of this review and are assisting with our 
knowledge dissemination plans.

RESULTS
From a total of 9088 records (5817 from electronic data-
bases and 3271 from grey literature), we identified 32 
records about palliative care interventions for people who 
use substances during communicable disease outbreaks. 
There were three main reasons for excluding records: 
wrong population (eg, people with curative diagnoses), 
wrong exposure (eg, non- communicable disease public 
health emergencies) and wrong outcomes (eg, not related 
to palliative care). Figure 1 presents the PRISMA- ScR flow 
diagram that summarises the review findings.

The included records were published between 1988 
and 2021, and approximately half were from the USA 
(n=15, 46.9%).16–30 The majority focused on human 
immunodeficiency virus (HIV) (n=27, 84.4%) and 
the life- threatening diagnosis of acquired immuno-
deficiency syndrome (AIDS) (n=27, 84.4%).16–42 We 
identified records about other communicable disease 
outbreaks, such as COVID- 19 (n=6, 18.8%)33 35 42–45 and 
Ebola (n=2, 6.3%)42 46 and other life- limiting illnesses, 
such as cancer (n=8, 25.0%).18 20 27 31 33 40–42 The 
most common substances used were alcohol (n=18, 
56.3%)17 19 20 25 27 29 31–36 39 43–47 and opioids, including 
heroin (n=14, 43.8%),16 18 22 24 27–29 31 32 37 39 41 46 47 and 
cocaine (n=10, 31.3%).16 22 24 25 27 28 31 35 36 47 Fourteen 
records (43.8%) also reported on intravenous drug 
use.16–19 21 23 24 26 29 30 35 37 39 40 Table 2 summarises the char-
acteristics of the included records, and online supple-
mental appendix D presents the individual sources of 
evidence.

We identified four groups of palliative care interven-
tions from the records: (1) symptom management (n=20, 
62.5%),16–18 23 24 26 27 30 32–35 37 39–41 43 44 46 47 (2) psychoso-
cial support (n=15, 46.9%),16 20 21 25 27 29 31 34–38 40 42 44 (3) 
ACP/goals of care (n=8, 25.0%)16 19 22 23 28 30 35 45 and (4) 
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staff education (n=6, 18.8%).16 21 25 32 37 39 Figure 2 and the 
following sections provide summaries of the knowledge 
extracted and synthesised from the included records 
about each of these interventions.

Summary of results
Symptom management (n=20; Table 3)
The reported symptom management interventions for 
people with life- limiting illnesses who use substances 
during communicable disease outbreaks are summarized 
in table 3.

Interdisciplinary approach
An interdisciplinary approach to symptom management 
is recommended in the literature for people with life- 
limiting illnesses who use substances during communi-
cable disease outbreaks.16 18 24 27 35 40 47 Symptoms can be 
a result of substance use and withdrawal. For example, 
cocaine can cause paranoid psychosis and alcohol 
withdrawal can cause seizures.16 33 44 People who use 
substances may also have comorbid medical conditions 
and, commonly, concurrent mental health illnesses.30 
The literature suggests that, ideally, primary care physi-
cians should coordinate treatment plans, provide close 
follow- up and involve other healthcare professionals on 
a consultative basis.16 18 24 Box 1 summarises the various 

Figure 1 PRISMA- ScR flow diagram. PRISMA- ScR, 
Preferred Reporting Items for Systematic reviews and Meta- 
Analyses extension for Scoping Reviews.

Table 2 Summary of characteristics of records about 
palliative care interventions (n=32)

Characteristic n (%)

Record type

  Research article 14 (43.8)

  Guidelines 11 (34.4)

  Book chapter 3 (9.4)

  Commentary/opinion article 2 (6.3)

  Review 1 (3.1)

  Other 1 (3.1)

Target audience

  Healthcare professionals 31 (96.9)

  Researchers 15 (46.9)

  Policy makers 6 (18.8)

  Governments 4 (12.5)

  General 3 (9.4)

  Other 3 (9.4)

Country

  USA 15 (46.9)

  Canada 3 (9.4)

  UK 3 (9.4)

  India 1 (3.1)

  Italy 1 (3.1)

  Japan 1 (3,1)

  Portugal 1 (3.1)

  Vietnam 1 (3.1)

  General 6 (18.8)

Communicable disease

  HIV 27 (84.4)

  COVID- 19 6 (18.8)

  Hepatitis 6 (18.8)

  Tuberculosis 5 (15.6)

  Influenza 3 (9.4)

  Ebola 2 (6.3)

  Measles 2 (6.3)

  Cholera 1 (3.1)

  Dengue 1 (3.1)

  Diphtheria 1 (3.1)

  Malaria 1 (3.1)

  Methicillin resistant staphylococcus aureus 1 (3.1)

  Mumps 1 (3.1)

  Rubella 1 (3.1)

  SARS 1 (3.1)

  Tetanus 1 (3.1)

  Yellow fever 1 (3.1)

Setting

  Community (including home) 15 (46.9)

Continued
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disciplines recommended in the literature to be involved 
in the care of people who use substances. Importantly, 
patients should direct their healthcare and be encour-
aged to use available services and resources, such as 
addictions counselling, through community- based organ-
isations.17 24 39

Non-pharmacologic interventions
When formulating treatment plans, the literature 
suggests that non- pharmacologic interventions should 
be considered.24 For example, focusing on the present 
(‘present- time orientation’) can help reduce cravings for 
those motivated to decrease or abstain from substance 
use.23 When there are visitor restrictions, advocating for 
essential care partner visits can help patients who are 
experiencing delirium in hospital.35 Sleep quality can 
be improved by limiting alcohol and caffeine intake at 
bedtime.33 44 For dyspnoea and cough, the literature 
reports that the following interventions can be helpful: 
smoking cessation,44 saline gargles,27 ginger and honey,27 
supplemental oxygen,27 fan,27 yoga to assist with posi-
tioning,27 relaxation therapy,27 cognitive behavioural 
therapy27 and thoracentesis and paracentesis.27 These 
interventions, in combination with pharmacologic 
treatments, can help manage symptoms experienced by 
people who use substances.

Pharmacologic treatments
When considering pharmacologic treatments, the liter-
ature suggests that healthcare providers should take 
detailed medical and medication histories. The pres-
ence of comorbidities can influence medication choice 
and dosing. For example, benzodiazepines can relieve 
dyspnoea and anxiety in addition to treating alcohol 
withdrawal seizures.35 Patients’ opioid use history can 
help providers assess their tolerance and efficacy and 
guide initial dosing for relief of pain, dyspnoea and 
cough.35 40 The literature recommends that healthcare 
providers distinguish between patients who are actively 
using unregulated opioids, patients who formerly used 
unregulated opioids and patients on opioid agonist treat-
ment (OAT) (ie, methadone, buprenorphine) because 
different opioid prescribing practices may be required.16

Successful pain management for people who use 
substances should take into consideration their substance 
use history.24 The literature recommends that patients 
with hepatic impairment or alcohol use disorder should 
receive a maximum of 3000 mg/day of acetaminophen.43 
If patients experience constant pain and/or dyspnoea, 
opioids should be dosed around the clock and provided 
on an as needed basis.26 35 Higher opioid doses are often 
needed to adequately control symptoms experienced 
by patients with a history of active or past drug use and 
long- term opioid use.16 32 34 37 40 43 For people who use 
substances living with HIV/AIDS, the US Centre for 
Substance Abuse Treatment recommends that health-
care providers use medication routes and formulations 
that are less likely to be diverted or used non- medically Figure 2 Overview of palliative care interventions for people 

who use drugs during communicable disease outbreaks.

Characteristic n (%)

  Acute care unit 10 (31.3)

  Palliative care unit 10 (31.3)

  Infectious disease clinic 6 (18.8)

  Palliative care clinic 5 (15.6)

  Clinic (not infectious disease or palliative) 6 (18.8)

  Long- term care 5 (15.6)

  Other (eg, prison, shelter) 6 (18.8)

  General or not reported 7 (21.9)

Life- limiting illness

  AIDS 27 (84.4)

  Cancer 8 (25.0)

  Other (eg, COVID- 19, liver failure) 10 (31.3)

Drug

  Alcohol 18 (56.3)

  Opioid 14 (43.8)

  Intravenous drug use 14 (43.8)

  Cocaine 10 (31.3)

  Stimulants 8 (25.0)

  Cannabis 6 (18.8)

  Tobacco 5 (15.6)

  Benzodiazepines 4 (12.5)

  Other 17 (53.1)

Ethnicity

  Black 14 (44)

  White 11 (34)

  Hispanic 5 (16)

  Asian 4 (13)

  Indigenous 2 (6)

  Other 3 (9)

  Not reported 13 (41)

Intervention

  Symptom management 20 (62.5)

  Psychosocial support 15 (46.9)

  Advance care planning/goals of care 8 (25.0)

  Healthcare provider training 6 (18.8)

Table 2 Continued
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Table 3 Summary of reported symptom management interventions for people with life- limiting illnesses who use substances 
during communicable disease outbreaks (n=20)

Author (year)

Symptom management intervention subthemes

Interdisciplinary approach
Non- pharmacologic 
interventions Pharmacologic treatments Treatment plans

Batki (2000)16 Care should be a 
collaboration between 
addictions medicine, primary 
care, pain medicine, palliative 
care
 

  Distinguish between patients 
who are actively using 
unregulated opioids, patients 
who formerly used unregulated 
opioids, and patients on opioid 
agonist treatment

Set boundaries and have 
consistent treatment 
plans
 

Symptoms can be result 
of life- limiting illnesses, 
co- morbid conditions and 
substance use

Patients with histories of active 
or past substance use and long- 
term opioid use likely require 
higher opioid doses for symptom 
management

Use opioid treatment 
agreements

Consider use of medication 
routes and formulations that are 
less likely to be diverted or used 
non- medically

Taper opioids under 
medical supervision

Be aware that people residing 
with patients may take or use 
their opioids

Acute pain control: continue 
with methadone (opioid agonist 
treatment) and use short- acting 
opioids

Avoid mixed opioid agonist- 
antagonists

Coughlan (2004)32     Patients with history of active or 
past substance use and long- 
term opioid use likely require 
higher opioid doses for symptom 
management

  

Dong (2021)35 Care should be a 
collaboration between 
infection prevention and 
control, palliative care, 
psychology, social work, 
spiritual care

Advocate for essential care partner 
visits

Consider use of benzodiazepines 
for management of dyspnoea, 
anxiety, alcohol withdrawal 
seizures

Never withhold opioids 
required for symptom 
management

Use patients’ opioid use history 
to guide pain, dyspnoea and 
cough management

Dose opioids around the clock 
and as needed if patients have 
constant pain or dyspnoea

Opioid agonist treatment may 
need to be adjusted or changed 
to help manage symptoms

Fantoni(1996)37     Patients with histories of active 
or past substance use and long- 
term opioid use likely require 
higher opioid doses for symptom 
management

  

Fraser (1988)17 Engage patients in their care     Set boundaries and have 
consistent treatment 
plans

Use opioid treatment 
agreements

Develop strategies to 
deal with breaches of 
established care plans

Hall (2018)23   Use present- time orientation to 
help treat drug cravings

    

Continued

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-063040 on 5 A

ugust 2022. D
ow

nloaded from
 

http://bmjopen.bmj.com/


7Lau J, et al. BMJ Open 2022;12:e063040. doi:10.1136/bmjopen-2022-063040

Open access

Author (year)

Symptom management intervention subthemes

Interdisciplinary approach
Non- pharmacologic 
interventions Pharmacologic treatments Treatment plans

Johnson (2012)24 Care should be a 
collaboration between 
addictions medicine, 
complementary medicine, 
nursing, primary care, 
palliative care, social work

Consider non- pharmacologic 
interventions for symptom 
management

Management of symptoms 
should consider substance use 
history

Set boundaries and have 
consistent treatment 
plans

Engage patients in their care Use opioid treatment 
agreements

Taper opioids under 
medical supervision
 

Kelleher (1997)39 Engage patients in their care     Develop strategies to 
deal with breaches of 
established care plans

Kimball (1996)26     Dose opioids around the clock 
and as needed if patients have 
constant pain or dyspnoea

Document unregulated 
substance use

Krakauer (2007)41       Set boundaries and have 
consistent treatment 
plans

Use opioid treatment 
agreements

Marie Curie (2019)47 Care should be a 
collaboration with infectious 
disease

      

Merlin (2013)27 Care should be a 
collaboration between 
palliative care and psychiatry

Dyspnoea/cough management: 
saline gargles, ginger, honey, 
supplemental oxygen, fan, yoga, 
relaxation therapy, cognitive 
behavioural therapy, thoracentesis, 
paracentesis

    

Perry (2013)30 Symptoms can be result 
of life- limiting illnesses, 
co- morbid conditions and 
substance use

      

Selwyn (2000)18 Care should be a 
collaboration between 
primary care and palliative 
care

      

Shernoff (1998)34     Patients with histories of active 
or past substance use and long- 
term opioid use likely require 
higher opioid doses for symptom 
management

  

Task Force in Palliative 
Care (2020)44

Symptoms can be result 
of life- limiting illnesses, 
co- morbid conditions and 
substance use

Limit alcohol and caffeine intake 
at bedtime

    

Dyspnoea/cough management: 
smoking cessation

Volling (2020)43     Patients with histories of active 
or past substance use and long- 
term opioid use likely require 
higher opioid doses for symptom 
management

  

Total daily recommended 
maximum dose of 
acetaminophen is 3000 mg for 
patients with hepatic impairment 
or alcohol use disorder

Table 3 Continued
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(eg, controlled release oral or transdermal patches); 
parenteral routes (eg, peripheral intravenous) may have 
higher risk because they can be used to administer unreg-
ulated drugs (eg, heroin).16 Furthermore, the US Centre 
for Substance Abuse Treatment states that healthcare 
providers should be aware that other people who use 
substances may reside with the person living with HIV/
AIDS and take or use their opioids.16 During communi-
cable disease outbreaks, the WHO recommends that all 
restrictions on opioid prescribing should be eliminated.46

For patients on OAT, the literature suggests that physi-
cians managing end- of- life symptoms should collaborate 
with the patient’s OAT prescribers. The OAT may need to 
be dosed more frequently, changed to a different opioid 
or supplemented with additional agents.35 In general, 
the literature recommends that healthcare providers 
continue their patient’s usual methadone dose and use 
short- acting opioids for acute pain control.16 Mixed 
opioid agonist- antagonists (eg, pentazocine) should be 
avoided as they can precipitate withdrawal.16

Treatment plans
Boundary setting and consistent treatment plans 
can reduce the risks associated with prescribing 
controlled substances (eg, opioids) for people who use 
substances.16 17 24 41 Box 2 summarises the risk mitiga-
tion strategies described in the literature that health-
care providers can incorporate into their practices. 
Opioid treatment agreements can be used to outline 
these strategies.16 17 24 41 Healthcare providers, including 
home care managers, should document any instances of 
unregulated drug use by patients to communicate with 
other healthcare providers in case safety issues arise 
from the substance use.26 Healthcare providers should 
also have coordinated strategies to deal with breaches 
of established care plans.17 39 If opioid therapy needs to 
be discontinued, it should be tapered under medication 
supervision as abrupt discontinuation will cause with-
drawal.16 24 However, if indicated for symptom manage-
ment, especially at the end of life, opioids should never 
be withheld or substituted with non- opioid analgesics 
because of past or current substance use.16 35

Author (year)

Symptom management intervention subthemes

Interdisciplinary approach
Non- pharmacologic 
interventions Pharmacologic treatments Treatment plans

Wood (1997)40 Care should be a 
collaboration with addictions 
medicine

  Use patients’ opioid use 
history should be used to guide 
pain, dyspnoea and cough 
management

  

Patients with histories of active 
or past substance use and long- 
term opioid use likely require 
higher opioid doses for symptom 
management

World Health 
Organization (2018)46

      Restrictions on opioid 
prescribing should be 
eliminated

World Health 
Organization (2021)33

Symptoms can be result 
of life- limiting illnesses, 
co- morbid conditions and 
substance use

Encourage good sleep hygiene     

Limit alcohol and caffeine intake 
at bedtime

Table 3 Continued

Box 1 Recommended healthcare disciplines to be 
involved in the care of people who use drugs

Addictions medicine.16 24 40

Alternative medicine.24

Infection prevention and control.35

Infectious disease.47

Nursing.24 35

Primary care.16 18 24

Pain medicine.16

Palliative care.16 18 24 27 35

Psychiatry.27

Psychology.35

Social work.24 35

Spiritual care.35

Box 2 Recommended risk mitigation strategies when 
prescribing opioids and other controlled substances to 
people who use substances

Designate one prescriber for the controlled substances.16 24

Dispense limited amounts of controlled substances (eg, 1- week 
supply).16

Inform patients that lost or stolen prescriptions will not be replaced.16

Establish limits for acceptable behavior.17

Monitor medication compliance with routine drug testing and prescrip-
tion monitoring systems.24

Provide guidance on safe handling and storage of opioids.41
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Psychosocial support (n=15; Table 4)
The reported psychosocial interventions for people 
with life- limiting illnesses who use substances during 
communicable disease outbreaks are summarized in 
table 4.

Structural vulnerability
Interventions that address structural vulnerability expe-
rienced by people who use substances can help minimise 
barriers to care exacerbated by communicable disease 
outbreaks. The International Association for Hospice 
and Palliative Care recommends that health systems and 
palliative care teams conduct social histories that include 
evaluation of the economic status of people and their 
families who are at risk for, recovering from or experi-
encing homelessness in the context of COVID- 19.42 
Studies about people living with HIV demonstrate that 
housing can help people engage in treatment, including 
for their substance use disorders.29 36 Healthcare 
providers are recommended to regularly review whether 
patients and their caregivers require financial assistance 
(eg, disability coverage, advice about benefits).40 These 
interventions can help address underlying inequities that 
affect the health of people with life- limiting illnesses who 
use substances.

Mental health
People who use substances often have concurrent mental 
health illnesses that can worsen during communicable 
disease outbreaks, particularly with public health measures 
such as quarantine and physical distancing.16 25 36 44 The 
following counselling strategies were described in the 
literature about people with life- limiting illnesses who 
use substances with concurrent mental health illnesses 
during HIV epidemics. Counselling should focus on adap-
tation to the life- limiting illness, grief and preparing for 
death and dying.16 Patients may use the belief system ‘I’m 
going to die very soon’ to rationalise certain behaviours 
(eg, resuming drug use).34 Healthcare providers should 
consider framing to patients that they are living with the 
illness (eg, HIV), rather than dying from it.34 The litera-
ture reports that counselling can be delivered in different 
formats including 12- step programmes,20 art therapy38 
and psychodynamic psychotherapy.21 25 However, some 
patients, particularly those at the end of their lives, may 
not be able to engage in counselling. In these situations, 
fast- acting medications may be helpful (eg, methylpheni-
date for depression).27 Additionally, patients with severe 
mental health illnesses may experience suicidal ideation. 
The US Centre for Substance Abuse Treatment recom-
mends that healthcare providers should be aware of their 
jurisdictions’ laws related to disclosure of information 
about self- harm. At the outset of treatment, healthcare 
providers should inform patients of their professional 
responsibilities and actions they will take if patients share 
this information with them.16

Grief and bereavement
People with life- limiting illnesses who use substances 
can encounter unique challenges during bereavement. 
Emotional processing can be more challenging when 
people are focused on their basic needs (eg, shelter, 
food).16 Social isolation and limited coping strategies 
can contribute to severe, complicated grief.16 35 37 The 
US Centre for Substance Abuse Treatment recommends 
substance use programmes provide counselling for 
patients with life- limiting illnesses and those who expe-
rience the deaths of their significant others.16 Grief and 
bereavement counselling can be delivered using innova-
tive strategies, such as art therapy, expressive movements, 
psychodrama, commemorative projects and living lega-
cies.16 However, limiting the duration of group therapy 
programmes should be considered because perpetual 
grieving may occur if too many members become sick 
or die (eg, groups for patients with AIDS).16 In addition 
to facing their own mortality, people who use substances 
with life- limiting illnesses may experience grief and 
bereavement from the deaths of their friends and family 
from communicable diseases (eg, HIV, COVID- 19) and 
substance use (eg, opioid- related poisoning).16 Family 
and friends of patients may need to be connected with 
drug use programmes and resources.16 For terminally 
ill people who are incarcerated, the WHO recommends 
compassionate release if they have family or friends in the 
community.31 Additionally, patients with limited financial 
resources may require assistance with funeral arrange-
ments.16 The goals are to allow people to have an oppor-
tunity to address important relationships and to die with 
dignity.

ACP and goals of care conversations (n=8; Table 5)
During communicable disease outbreaks, patients are 
recommended to complete ACP early in their illness 
trajectories to improve their comfort level, preserve their 
dignity and assist with prioritising the use of medical 
resources for those most in need.45 However, patients 
focused on surviving may be reluctant to discuss these 
topics. Past experiences (eg, systemic discrimination) 
may make some patients reluctant to accept a pallia-
tive approach as they may have fears of abandonment 
or receiving substandard care.35 The reported ACP and 
goals of care interventions for people with life- limiting 
illnesses who use substances during communicable 
disease outbreaks are summarized in table 5.

An example of a population where ACP may be chal-
lenging is people living with HIV. With advances in HIV 
treatment, HIV is no longer considered a ‘terminal’ 
illness. Some people with HIV may prefer to focus on the 
present and avoid discussing death,23 28 and other patients 
may not have ‘natural prox(ies)’ (eg, spouse, biologic 
family).27 The literature states that HIV care providers 
can help identify these patients and help them under-
stand the importance of ACP and provide assistance with 
identifying a substitute decision- maker.19 27 Collaborative 
healthcare provider–patient treatment decision- making 
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Table 4 Summary of reported psychosocial support interventions (n=15)

Author (year)

Psychosocial support intervention sub- themes

Structural vulnerability Mental health Grief and bereavement

Batki (2000)16 Communicable disease outbreaks can 
worsen mental health illnesses and 
substance use

Emotional processing can be 
challenging for people focused on 
their basic needs

Counselling should focus on adapting 
to the life- limiting illness, grief and 
preparing for death and dying

Social isolation and limiting coping 
strategies can contribute to 
complicated grief

Healthcare providers should be aware 
of and inform their patients of their 
professional responsibilities if patients 
express suicidal ideation

Substance use programmes should 
provide counselling

Grief and bereavement counselling 
can be delivered in the following 
ways: art therapy, expressive 
movements psychodrama, 
commemorative projects, living 
legacies

Consider limiting the duration of 
group therapy programs because 
perpetual grieving from loss of family 
and friends from communicable 
diseases and substance use can 
occur

Connect patients’ family and friends 
with substance use programmes 
and resources

Provide assistance with funeral 
arrangements for people with limited 
finances

Dong (2021)35 Social isolation and limiting coping 
strategies can contribute to 
complicated grief

Enggist (2014)31 Consider compassionate release of 
incarcerated terminally ill people

Fantoni (1996)37 Social isolation and limiting coping 
strategies can contribute to 
complicated grief

Halman (2014)36 Housing can help with treatment 
engagement

Communicable disease outbreaks can 
worsen mental health illnesses and 
substance use

Health Care for the Homeless 
Clinicians’ Network (2018)29

Housing can help with treatment 
engagement

Kaufman (1993)25 Communicable disease outbreaks can 
worsen mental health illnesses and 
substance use

Counselling can be delivered as 
psychodynamic psychotherapy

Merlin (2013)27 Consider fast- acting medications (eg, 
methylphenidate) for some patients

Shernoff (1998)34 Frame to patients that they are living 
with (not dying from) their life- limiting 
illness

Skinner (2020)42 Conduct social histories that 
include evaluation of economic 
status

Tagarro (2013)38 Counselling can be delivered as art 
therapy

Continued
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and prior family discord over medical decisions are 
factors that are associated with conducting ACP discus-
sions in the HIV population.22 ACP is an important inter-
vention that can help structurally vulnerable populations 

place trust wisely and minimise communication chal-
lenges when receiving healthcare.

Patients should ideally have goals of care conversations 
with healthcare providers with whom they already have 
trusting relationships.35 The literature suggests that these 
conversations use trauma- informed approaches and be 
supportive, non- confrontational, collaborative and itera-
tive, especially in the setting of acute illnesses.16 35 Deci-
sions about continuing treatments (eg, HIV antiretroviral 
therapy) should consider factors such as pill burden, 
cost, patient and family preference, adverse effects and 
any remaining benefits associated with the medications.27 
When managing symptoms, healthcare providers should 
be aware that some patients may not want to receive 
certain medications (eg, opioids, benzodiazepines) 
because of their drug use history.35 Patients faced with 
life- limiting illnesses may also seek unapproved medica-
tions or alternative treatments.16 Unless these treatments 
are known to be harmful, healthcare providers do not 
need to discourage patients from trying them.16

Healthcare provider training (n=6; Table 6)
Healthcare provider training about palliative care princi-
ples and practices can promote an approach to care that 
overcomes stigma associated with drug use and improves 
the quality of life of people with life- limiting illnesses who 
use substances.16 21 32 37 The reported healthcare provider 
interventions for people with life- limiting illnesses who 
use substances during communicable disease outbreaks 
are summarized in table 6. According to the literature, 
healthcare providers need to learn to be comfortable 
with discussing difficult topics with patients including 
religion and spirituality,21 sexuality and sexual orien-
tation,16 21 substance use,16 21 death and dying16 21 and 
grief.16 As a starting point, healthcare providers should 
examine their personal beliefs about death and dying, 
as their own fears may affect the treatments that they 
provide for patients.16 25 Healthcare providers are advised 
to be non- judgemental,39 open- minded, aware of cultural 
differences (including using cultural consultants for 
training and support) and, when in doubt, to ‘defer to 
the concepts of health and stability over pathology and 
dysfunction’.16 Figure 3 is a cross- cultural communication 

Author (year)

Psychosocial support intervention sub- themes

Structural vulnerability Mental health Grief and bereavement

Task Force in Palliative Care 
(2020)44

Communicable disease outbreaks can 
worsen mental health illnesses and 
substance use

Wood (1997)40 Regular review whether patients 
and caregivers require financial 
assistance

Wrubel (2009)20 Counselling can be delivered as 12 
step programmes

Zilber (2006)21 Counselling can be delivered as 
psychodynamic psychotherapy

Table 4 Continued

Table 5 Advance care planning and goals of care 
interventions (n=8)

Author (year) Interventions

Batki (2000)16 Goals of care conversations should use trauma- 
informed approaches and be supportive, non- 
confrontational, collaborative and iterative

Healthcare providers should not discourage 
patients who may seek unapproved medications 
or alternative treatments to treat their life- limiting 
illnesses unless the treatments are harmful

Dong (2021)35 Past experiences may make patients reluctant to 
accept palliative approach

Goals of care conversations should ideally 
be between patients and trusted healthcare 
providers

Goals of care conversations should use trauma- 
informed approaches and be supportive, non- 
confrontational, collaborative and iterative

Patients may not want to receive certain 
medications because of their substance use 
history

Hall (2018)23 Patients with HIV may prefer to focus on present 
rather than plan for the future

Hansen (2017)22 Collaborative healthcare provider and patient 
treatment decision- making and prior family 
discord over medical decisions are associated 
with advance care planning discussions in HIV 
population

Merlin (2013)27 Some patients may require assistance with 
identifying substitute decision- makers

Treatment discussions should consider factors 
like pill burden, cost, patient and family 
preference, adverse effects and benefits

Tagarro (2013)38 Patients with HIV may prefer to focus on present 
rather than plan for the future

Wenger (2001)19 Patients may require assistance with identifying 
substitute decision- makers

Yao (2021)45 Complete advance care planning early in illness 
trajectories
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tool that can be helpful for patients with life- limiting 
illnesses (eg, AIDS) who use substances and are culturally 
different from their healthcare providers.16

DISCUSSION
In this scoping review, we identified 32 records that 
described palliative care interventions about symptom 
management, psychosocial support, ACP and goals of 
care conversations, and healthcare provider training 
for people who use substances during communicable 
disease outbreaks. Approximately half of the records were 
research articles, published in the USA and focused on 
providing palliative care to people who use alcohol and 
opioids in community settings. Moreover, the majority of 
records were about the global HIV epidemic and people 
with AIDS, published between 1988 and 2018.

The HIV epidemic has been ongoing for more than 
40 years. Since HIV was first identified in the 1980s, 

antiretroviral therapies have transformed it from a life- 
threatening condition to a chronic, manageable condi-
tion.48 In comparison to the long- standing HIV epidemic, 
capacity to provide palliative care may be more limited 
in new and emerging communicable disease outbreaks, 
particularly when response efforts are focused on identi-
fying and containing the disease. Furthermore, as a blood- 
borne infection, the precautions required to prevent 
and minimise transmission of HIV are different from 
communicable diseases transmitted by respiratory drop-
lets and airborne routes (eg, tuberculosis, COVID- 19). 
This review identified a knowledge gap about how palli-
ative care interventions for people who use substances 
should be provided in communicable disease outbreaks 
other than HIV. Though the knowledge identified in 
our scoping review is generally applicable to other life- 
limiting illnesses and communicable disease outbreaks, 
novel models of care (eg, virtual care) are likely required 
to deliver high- quality, equitable palliative care for people 
who use substances that prevents and minimises risk of 
transmission of infectious diseases other than HIV.49 50

The intersecting factors of life- limiting illnesses, 
substance use, comorbid conditions and structural 
vulnerability can make providing symptom management 
complex for people who use substances receiving pallia-
tive care. This review identified non- pharmacologic and 
pharmacologic recommendations for people who use 
substances, including opioid prescribing strategies for 
people on OAT. These recommendations are consistent 
with expert consensus recommendations about safer 
opioid prescribing for people receiving palliative care51 
and management of advanced cancer- related pain in 
people with opioid use disorder.52 Based on individual 
circumstances and barriers, care plans should be indi-
vidualised and adapted to provide high- quality, trauma- 
informed care that does not exacerbate barriers to care. 
Furthermore, the majority of the knowledge about 

Table 6 Healthcare provider training interventions (n=6)

Author (year) Interventions

Batki (2000)16 Healthcare provider training about palliative 
care can overcome stigma associated with 
substance use and improve the quality- of- life 
people with life- limiting illnesses who use 
substances

Healthcare providers should learn to discuss 
the following difficult topics with patients: 
sexuality and sexual orientation, substance 
use, death and dying, grief

Healthcare providers should be aware of their 
personal beliefs about death and dying

Healthcare providers should be open- 
minded, aware of cultural differences and 
‘defer to concepts of health and stability over 
pathology and dysfunction’

Cross- cultural communication tool

Coughlan (2004)32 Healthcare provider training about palliative 
care can overcome stigma associated with 
substance use and improve quality of life 
people with life- limiting illnesses who use 
substances

Fantoni (1996)37 Healthcare provider training about palliative 
care can overcome stigma associated with 
substance use and improve quality of life 
people with life- limiting illnesses who use 
substances

Kaufman(1993)25 Healthcare providers should be aware of their 
personal beliefs about death and dying

Kelleher (1997)39 Healthcare providers should be non- 
judgemental

Zilber (2006)21 Healthcare provider training about palliative 
care can overcome stigma associated with 
substance use and improve quality of life 
people with life- limiting illnesses who use 
substances

Healthcare providers should learn to discuss 
the following difficult topics with patients: 
religion and spirituality, sexuality and sexual 
orientation, substance use, death and dying

Figure 3 Cross- cultural communication tool.

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bm

jopen.bm
j.com

/
B

M
J O

pen: first published as 10.1136/bm
jopen-2022-063040 on 5 A

ugust 2022. D
ow

nloaded from
 

http://bmjopen.bmj.com/


13Lau J, et al. BMJ Open 2022;12:e063040. doi:10.1136/bmjopen-2022-063040

Open access

symptom management during communicable disease 
outbreaks was from studies and guidelines about pallia-
tive care in community settings (eg, home), acute care 
units and palliative care units in high- income countries 
(USA, Canada and UK). Access to palliative care and 
essential medications (eg, opioids) for this population 
can be restricted in communicable disease outbreaks. 
More research is needed to examine symptom manage-
ment for people who use substances who reside in settings 
with limited resources, such as streets, unstable housing, 
prisons and low- income and middle- income countries.

When managing symptoms for people who use 
substances with life- limiting illnesses, palliative care 
providers should evaluate risk for non- medical use 
of opioids, opioid use disorder and opioid- related 
poisoning.51 Different opioid prescribing strategies may 
be required for people who use substances who are at 
high risk of these opioid- related harms (eg, daily to weekly 
dispensing of opioids prescribed for symptom manage-
ment).51 Healthcare providers should not withhold or 
discontinue opioids necessary for symptom management 
or restrict access to services and resources. Health and 
social harms associated with non- medical opioid use can 
be reduced by harm reduction strategies, such as needle 
distribution programmes, supervised consumption sites, 
naloxone distribution programmes and drug checking 
services.53 This review did not identify how these harm 
reduction strategies can be incorporated into palliative 
care for people who use substances during communi-
cable disease outbreaks when healthcare resources may 
be limited.

This review identified strategies that can be incor-
porated into palliative care to support people who use 
substances with concurrent mental health disorders. An 
estimated 37% of people with alcohol use disorder and 
53% of people with other substance use disorders have 
a diagnosed mental health disorder.54 Mental health 
disorders and drug use can prevent people from iden-
tifying changes in their health, seeking out care and 
participating in ACP and medical decision- making discus-
sions.55–57 Communicable disease outbreaks can amplify 
these challenges by impairing access to services and 
treatments for mental health and addictions. Substance 
use and associated harms can increase as a result.58 For 
example, the COVID- 19 pandemic has significantly wors-
ened the public health crisis related to opioid poison-
ings and deaths in Canada and the US.59 A partnership 
approach between addictions, mental health and pallia-
tive care providers is recommended to provide care for 
people who use substances with life- limiting illnesses and 
mental health disorders.24 27 55

Through ACP and goals of care discussions, people 
who use substances can convey their health- related 
values and wishes to their caregivers and healthcare 
providers. This review identified important consider-
ations that healthcare providers should be aware of 
when providing these interventions for this population: 
people who use substances with life- limiting illnesses 

may be reluctant to accept a palliative approach to their 
care because of strong survival instincts, past experi-
ences with discrimination and mistrust of the healthcare 
system.35 Consequently, healthcare providers who have 
trusting relationships with this population are best suited 
to engage them in ACP and goals of care discussions.35 
This recommendation is aligned with previous studies, 
including a qualitative study that found harm reduction 
services providers (eg, needle exchange programmes) are 
well suited to facilitate referrals to end- of- life care services 
for people who use substances who regularly access their 
programmes.60 Effort should be made in communicable 
disease outbreaks to maintain and leverage these estab-
lished relationships. ACP and goals of care conversations 
are important to assist with triaging and clinical decision- 
making, especially when life- saving resources (eg, ventila-
tors) are limited.

Palliative care delivery in communicable disease 
outbreaks should consider the intersectional risk environ-
ment of people who use substances.61 Health outcomes 
of people who use substances are shaped by social loca-
tion (eg, gender, religion) and social- structural factors 
(eg, poverty, drug laws).61 62 Studies included in this 
review encourage healthcare providers to engage in self- 
reflection and to learn and practice cultural humility and 
safety, which is consistent with healthcare professional 
training programmes in countries like Canada and New 
Zealand.63 A knowledge gap exists about how palliative 
care education for people who use substances that uses 
health equity and culturally safe lenses can be incor-
porated into emergency preparedness, response and 
recovery plans.

Limitations
This comprehensive scoping review synthesised knowl-
edge about palliative care interventions for people who 
use substances during communicable disease outbreaks. 
The methods were guided by rigorous scoping review 
methodologic frameworks and reporting guidelines but 
there were limitations. Studies that were not published in 
English and French were excluded. This review also does 
not include literature published in databases after April 
2021 and grey literature sources after August 2021, which 
is important given the evolving COVID- 19 pandemic. As 
previously mentioned, most included records were about 
people who use substances in the context of the HIV 
epidemic in community and inpatient settings located 
in high- income countries. Therefore, generalisability of 
these review findings to other communicable diseases 
outbreaks, resource- limited settings and countries should 
be done with caution.

CONCLUSION
Health, economic and social inequities are magnified 
when people who use substances with life- limiting illnesses 
require healthcare during epidemics and pandemics. 
This review synthesises existing and emerging evidence 
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about symptom management, psychosocial support, ACP 
and healthcare provider education about palliative care 
for people who use substances. We identified knowledge 
gaps that need to be addressed to provide equitable, 
high- quality palliative care for people who use substances 
during communicable disease outbreaks. These findings 
provide accessible and relevant evidence for healthcare 
professionals and decision- makers that can be applied to 
the current COVID- 19 pandemic and future communi-
cable disease outbreaks.
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APPENDIX A:  Ovid MEDLINE(R) ALL August 2020 to April 19, 2021 search 

# Searches Results Type 

1 Palliative Medicine/ 398 Advanced    

2 Palliative Care/ 55950 Advanced    

3 Hospice Care/ 6720 Advanced    

4 "Hospice and Palliative Care Nursing"/ 1063 Advanced    

5 Terminal Care/ 29029 Advanced    

6 Terminally Ill/ 6622 Advanced    

7 exp Advance Care Planning/ 9774 Advanced    

8 palliat*.mp,kw. 102153 Advanced    

9 hospice*.mp,kw. 18000 Advanced    

10 advanced.mp,kw. 461504 Advanced    

11 (advance* adj3 directiv*).mp,kw. 8360 Advanced    

12 (advance* adj3 plan*).mp,kw. 8288 Advanced    

13 (terminal* adj3 patient?).mp,kw. 8691 Advanced    

14 (terminal* adj3 inpatient?).mp,kw. 57 Advanced    

15 (terminal* adj3 outpatient?).mp,kw. 10 Advanced    

16 (terminal* adj3 care?).mp,kw. 30626 Advanced    

17 (terminal* adj3 caring).mp,kw. 247 Advanced    

18 (terminal* adj3 ill*).mp,kw. 12800 Advanced    

19 (terminal* adj3 sick*).mp,kw. 44 Advanced    
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20 (terminal* adj3 disease?).mp,kw. 2146 Advanced    

21 (terminal* adj3 stage?).mp,kw. 3963 Advanced    

22 (terminal* adj3 failure?).mp,kw. 1860 Advanced    

23 (terminal* adj phase?).mp,kw. 2220 Advanced    

24 (terminal* adj mode?).mp,kw. 47 Advanced    

25 (life adj3 threat*).mp,kw. 95952 Advanced    

26 (life adj3 limiting).mp,kw. 2686 Advanced    

27 (end adj3 life).mp,kw. 27349 Advanced    

28 end-stage?.mp,kw. 75390 Advanced    

29 palliat*.jw. 23772 Advanced    

30 or/1-29 768503 Advanced    

31 exp Substance-Related Disorders/ 285301 Advanced    

32 Drug Overdose/ 12053 Advanced    

33 exp Opioid-Related Disorders/ 28135 Advanced    

34 Opium Dependence/ 44 Advanced    

35 exp Analgesics, Opioid/ 119867 Advanced    

36 exp Opiate Alkaloids/ 87726 Advanced    

37 Opium/ 2016 Advanced    

38 Cocaine-Related Disorders/ 8445 Advanced    

39 Cocaine Smoking/ 22 Advanced    

40 exp Cocaine/ 25717 Advanced    

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-063040:e063040. 12 2022;BMJ Open, et al. Lau J



41 exp Marijuana Abuse/ 6520 Advanced    

42 Marijuana Smoking/ 5027 Advanced    

43 Cannabis/ 9724 Advanced    

44 exp Cannabinoids/ 14882 Advanced    

45 exp Cannabaceae/ 10555 Advanced    

46 Smoking, Non-Tobacco Products/ 16 Advanced    

47 Smoking/ 142362 Advanced    

48 "Tobacco Use Disorder"/ 11536 Advanced    

49 exp "Tobacco Use"/ 5973 Advanced    

50 exp Tobacco Smoking/ 4011 Advanced    

51 Electronic Nicotine Delivery Systems/ 4345 Advanced    

52 Vaping/ 1659 Advanced    

53 Cigar Smoking/ 44 Advanced    

54 Cigarette Smoking/ 2486 Advanced    

55 Nicotine/ 26112 Advanced    

56 Nicotine Chewing Gum/ 25 Advanced    

57 exp Alcohol-Related Disorders/ 114739 Advanced    

58 exp Alcohol-Induced Disorders/ 26382 Advanced    

59 Alcoholic Intoxication/ 12605 Advanced    

60 Alcohol Drinking/ 68875 Advanced    

61 exp Central Nervous System Depressants/ 678242 Advanced    
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62 exp Benzodiazepines/ 66182 Advanced    

63 exp Central Nervous System Stimulants/ 97523 Advanced    

64 exp Methamphetamine/ 9939 Advanced    

65 addict*.mp,kw. 73399 Advanced    

66 (substance? adj3 ("use" or using)).mp,kw. 46776 Advanced    

67 (substance? adj3 disorder?).mp,kw. 108296 Advanced    

68 (substance? adj3 dependen*).mp,kw. 4912 Advanced    

69 (substance? adj3 (abus? or abusing)).mp,kw. 56329 Advanced    

70 (substance? adj3 (misuse? or misused)).mp,kw. 3292 Advanced    

71 (substance? adj3 (overdos* or over-dos*)).mp,kw. 140 Advanced    

72 (substance? adj3 habit*).mp,kw. 157 Advanced    

73 (polysubstance? or poly-substance?).mp,kw. 1473 Advanced    

74 (drug? adj3 ("use" or using)).mp,kw. 120102 Advanced    

75 (drug? adj3 disorder?).mp,kw. 6562 Advanced    

76 (drug? adj3 dependen*).mp,kw. 13706 Advanced    

77 (drug? adj3 (abus? or abusing)).mp,kw. 29146 Advanced    

78 (drug? adj3 (misuse? or misused)).mp,kw. 4785 Advanced    

79 (drug? adj3 (overdos* or over-dos*)).mp,kw. 14318 Advanced    

80 (drug? adj3 habit*).mp,kw. 899 Advanced    

81 opioid*.mp,kw. 127580 Advanced    

82 opiate*.mp,kw. 28655 Advanced    
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83 opium*.mp,kw. 3841 Advanced    

84 8008-60-4.rn. 2016 Advanced    

85 8002-76-4.rn. 0 Advanced    

86 53663-61-9.rn. 1 Advanced    

87 cocaine*.mp,kw. 44341 Advanced    

88 50-36-2.rn. 0 Advanced    

89 53-21-4.rn. 0 Advanced    

90 5937-29-1.rn. 0 Advanced    

91 cannab*.mp,kw. 45169 Advanced    

92 cannador*.mp,kw. 3 Advanced    

93 drocannab*.mp,kw. 2 Advanced    

94 hemp*.mp,kw. 2056 Advanced    

95 mari?uana*.mp,kw. 22534 Advanced    

96 phytocannab*.mp,kw. 721 Advanced    

97 tetrahydrocannab*.mp,kw. 7947 Advanced    

98 8001-45-4.rn. 2 Advanced    

99 8063-14-7.rn. 0 Advanced    

100 (smoke? or smoking).mp,kw. 325319 Advanced    

101 (vape? or vaping).mp,kw. 3018 Advanced    

102 tobacco*.mp,kw. 134178 Advanced    

103 cigar*.mp,kw. 76606 Advanced    
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104 nicotine*.mp,kw. 49894 Advanced    

105 nicorette*.mp,kw. 99 Advanced    

106 6m3c89zy6r.rn. 26112 Advanced    

107 r7m676m8yv.rn. 0 Advanced    

108 54-11-5.rn. 0 Advanced    

109 alcohol*.mp,kw. 440090 Advanced    

110 (central adj4 depressant?).mp,kw. 10644 Advanced    

111 (CNS adj3 depressant?).mp,kw. 720 Advanced    

112 benzodiazepin*.mp,kw. 49172 Advanced    

113 m0q7802g2b.rn. 0 Advanced    

114 12794-10-4.rn. 22085 Advanced    

115 (central adj4 stimulant?).mp,kw. 21213 Advanced    

116 (CNS adj3 stimulant?).mp,kw. 455 Advanced    

117 methamphetamin*.mp,kw. 14218 Advanced    

118 methamfetamin*.mp,kw. 7 Advanced    

119 deoxyephedrin*.mp,kw. 7 Advanced    

120 desoxyn*.mp,kw. 78 Advanced    

121 methedrin*.mp,kw. 41 Advanced    

122 methyl amphetamin*.mp,kw. 38 Advanced    

123 methylamphetamin*.mp,kw. 750 Advanced    

124 norodin*.mp,kw. 3 Advanced    
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125 pervitin*.mp,kw. 104 Advanced    

126 philopon*.mp,kw. 7 Advanced    

127 44ral3456c.rn. 9634 Advanced    

128 997f43z9cv.rn. 0 Advanced    

129 28297-73-6.rn. 0 Advanced    

130 51-57-0.rn. 0 Advanced    

131 537-46-2.rn. 0 Advanced    

132 7632-10-2.rn. 0 Advanced    

133 or/31-132 1799828 Advanced    

134 exp Communicable Diseases/ 497171 Advanced    

135 Coronaviridae/ 1758 Advanced    

136 exp Coronaviridae Infections/ 83144 Advanced    

137 exp Coronavirus/ 67952 Advanced    

138 exp Alphacoronavirus/ 2460 Advanced    

139 exp Betacoronavirus/ 62248 Advanced    

140 exp Gammacoronavirus/ 1731 Advanced    

141 Severe Acute Respiratory Syndrome/ 5516 Advanced    

142 SARS Virus/ 3847 Advanced    

143 Middle East Respiratory Syndrome Coronavirus/ 1579 Advanced    

144 Ebolavirus/ 3479 Advanced    

145 Hemorrhagic Fever, Ebola/ 5811 Advanced    
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146 Influenzavirus A/ 252 Advanced    

147 Influenza A Virus/ 21253 Advanced    

148 Influenza A Virus, H1N1 Subtype/ 15876 Advanced    

149 Disease Outbreaks/ 83355 Advanced    

150 Endemic Diseases/ 8527 Advanced    

151 Epidemics/ 11362 Advanced    

152 Pandemics/ 54802 Advanced    

153 Disaster Planning/ 14645 Advanced    

154 (communicable adj3 disease?).mp,kw. 69061 Advanced    

155 (infectious adj3 disease?).mp,kw. 142554 Advanced    

156 transmissibl*.mp,kw. 13826 Advanced    

157 contagious*.mp,kw. 10682 Advanced    

158 coron?vir*.mp,kw. 88829 Advanced    

159 corona-virus*.mp,kw. 1963 Advanced    

160 corono-virus*.mp,kw. 1 Advanced    

161 alphacoron?virus*.mp,kw. 242 Advanced    

162 betacoron?virus*.mp,kw. 33714 Advanced    

163 gammacoron?virus*.mp,kw. 103 Advanced    

164 orthocoron?viri*.mp,kw. 15 Advanced    

165 covid*.mp,kw. 122360 Advanced    

166 HCov*.mp,kw. 978 Advanced    
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167 nCov*.mp,kw. 1891 Advanced    

168 sarscov*.mp,kw. 221 Advanced    

169 merscov*.mp,kw. 17 Advanced    

170 (cov2 or cov-2).mp,kw. 77463 Advanced    

171 (cov19 or cov-19).mp,kw. 114 Advanced    

172 ("cov2019" or "cov-2019").mp,kw. 20 Advanced    

173 (novel adj1 "2019").mp,kw. 1531 Advanced    

174 (wuhan adj1 virus).mp,kw. 23 Advanced    

175 HKU1.mp,kw. 409 Advanced    

176 NL63.mp,kw. 600 Advanced    

177 OC43.mp,kw. 831 Advanced    

178 229E.mp,kw. 911 Advanced    

179 (severe* adj3 acute? adj3 respirator*).mp,kw. 24948 Advanced    

180 sars.mp,kw. 87269 Advanced    

181 ards.mp,kw. 14744 Advanced    

182 (middle east adj3 respirator*).mp,kw. 3421 Advanced    

183 mers.mp,kw. 6404 Advanced    

184 ebola*.mp,kw. 10171 Advanced    

185 influenzavirus*.mp,kw. 1275 Advanced    

186 "influenza a".mp,kw. 53890 Advanced    

187 (swine* adj3 influenza).mp,kw. 2633 Advanced    
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188 h1n1.mp,kw. 21959 Advanced    

189 outbreak*.mp,kw. 147740 Advanced    

190 out-break*.mp,kw. 131 Advanced    

191 widespread*.mp,kw. 175534 Advanced    

192 (wide* adj2 spread*).mp,kw. 8544 Advanced    

193 endemic*.mp,kw. 97062 Advanced    

194 holoendemic*.mp,kw. 476 Advanced    

195 hyperendemic*.mp,kw. 2119 Advanced    

196 epidemic*.mp,kw. 120525 Advanced    

197 hyperepidemic*.mp,kw. 22 Advanced    

198 hyperpandemic*.mp,kw. 1 Advanced    

199 (disaster* adj3 plan*).mp,kw. 15607 Advanced    

200 (health* adj3 catastroph*).mp,kw. 1168 Advanced    

201 (health* adj3 emergenc*).mp,kw. 10950 Advanced    

202 severe acute respiratory syndrome coronavirus 2.os. 19 Advanced    

203 COVID-19.rx,px,ox. 3691 Advanced    

204 or/134-203 1283075 Advanced    

205 30 and 133 and 204 2910 Advanced    

206 exp animals/ not (exp animals/ and exp humans/) 4814124 Advanced    

207 205 not 206 2881 Advanced    

208 limit 207 to "all child (0 to 18 years)" 381 Advanced    
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209 limit 207 to "all adult (19 plus years)" 1520 Advanced    

210 208 not 209 87 Advanced    

211 207 not 210 2794 Advanced    

212 limit 211 to (english or french) 2628 Advanced    

213 20200801:20211231.(da). 1569337 Advanced    

214 20200801:20211231.(dt). 1141366 Advanced    

215 20200801:20211231.(ed). 746323 Advanced    

216 20200801:20211231.(ep). 865992 Advanced    

217 20200801:20211231.(ez). 1111482 Advanced    

218 20200801:20211231.(rd). 4310899 Advanced    

219 (2020 aug* or 2020 sep* or 2020 oct* or 2020 nov* or 2020 

dec*).dp. 

384654 Advanced 
   

220 ("2020 08*" or "2020 8*" or "2020 09*" or "2020 9*" or "2020 10*" 

or "2020 11*" or "2020 12*").dp. 

222935 Advanced 
   

221 "2021*".dp. 605520 Advanced    

222 or/213-221 4325917 Advanced    

223 212 and 222 530 Advanced    
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APPENDIX B: Grey Literature Sources 

Google, Canadian Public Health Association, Centers for Disease Control and Prevention (CDC), 

American Public Health Association, European Public Health Association, Africa CDC, World 

Federation of Public Health Associations, Canadian Centre on Substance Use and 

Addiction (CCSA), Centre of Addiction and Mental Health (CAMH), Canadian Research Institute 
in Substance Misuse (CRISM), United Nations Office on Drugs and Crime, Canadian Society of 
Addiction Medicine (CSAM-SMCA), National Institute on Drug Abuse, Society for the Study of 

Addiction (SSA),  Gov.UK, European Monitoring Centre for Drugs and Drug Addiction, TRIP 

Database 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-063040:e063040. 12 2022;BMJ Open, et al. Lau J



Appendix C: Definitions of Palliative Care Outcomes 

Outcome Definition Examples  References 

Intervention  

  

  

“... an approach that improves the 
quality of life of patients and their 

families facing the problem associated 

with life-threatening illness, through the 

prevention and relief of suffering by 

means of early identification and 

impeccable assessment and treatment 

of pain and other problems, physical, 

psychosocial and spiritual.”  

Pain 

management, 

symptom 

management, 

caregiver 

support  

https://www.who.int/cancer/

palliative/definition/en/  

  

https://www.canada.ca/en/he

alth-

canada/services/palliative-

care.html  

Clinical Program  

  

 

“A clinical program refers to the 
comprehensive operation of a clinical 

service that is provided directly to 

patients. This includes the 

implementation of the model of care, 

the accountability for the utilization of 

human and technical resources, and 

monitoring of processes, including 

quality outcomes and program 

evaluation.”  

Hospice, 

inpatient 

palliative care 

unit, 

outpatient 

palliative 

care unit  

https://www.childhealthbc.ca

/care-delivery/clinical-

programs  

Policies/Guideline

  

“... decisions, plans, and actions that are 

undertaken to achieve specific health 

care goals within a society.”  

  

“An explicit health policy can achieve 
several things: it defines a vision for the 

future which in turn helps to establish 

targets and points of reference for the 

short and medium term. It outlines 

priorities and the expected roles of 

different groups; and it builds 

consensus and informs people.”  

  
https://www.who.int/topics/h

ealth_policy/en/  

Access  

“...systems, processes, and resources 
[that] are in place so that people with 

identified palliative care needs can 

receive palliative care support 

whenever they need it”  

  

Virtual 

appointments, 

interpreters  

https://www.hqontario.ca/por

tals/0/documents/evidence/q

uality-standards/qs-palliative-

care-clinical-guide-en.pdf  

  

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-063040:e063040. 12 2022;BMJ Open, et al. Lau J

https://www.who.int/cancer/palliative/definition/en/
https://www.who.int/cancer/palliative/definition/en/
https://www.canada.ca/en/health-canada/services/palliative-care.html
https://www.canada.ca/en/health-canada/services/palliative-care.html
https://www.canada.ca/en/health-canada/services/palliative-care.html
https://www.canada.ca/en/health-canada/services/palliative-care.html
https://www.childhealthbc.ca/care-delivery/clinical-programs
https://www.childhealthbc.ca/care-delivery/clinical-programs
https://www.childhealthbc.ca/care-delivery/clinical-programs
https://www.who.int/topics/health_policy/en/
https://www.who.int/topics/health_policy/en/
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-palliative-care-clinical-guide-en.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-palliative-care-clinical-guide-en.pdf
https://www.hqontario.ca/portals/0/documents/evidence/quality-standards/qs-palliative-care-clinical-guide-en.pdf
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Outcome Definition Examples  References 

“Access to appropriate palliative care 
means that it meets the needs of those 

requiring care at the right time, in the 

right place and by the right provider.”  

  

WHO’s definition of access for universal 

health coverage:  

“... availability of good health 
services... and other aspects of service 

organization and delivery that allow 

people to obtain the services when they 

need them”; “... measure of people’s 
ability to pay for services without 

financial hardship”; and  “... people’s 
willingness to seek services”  

https://www.cihi.ca/sites/defa

ult/files/document/access-

palliative-care-2018-en-

web.pdf  

  

https://www.who.int/bulletin/

volumes/91/8/13-125450.pdf  

 

BMJ Publishing Group Limited (BMJ) disclaims all liability and responsibility arising from any reliance
Supplemental material placed on this supplemental material which has been supplied by the author(s) BMJ Open

 doi: 10.1136/bmjopen-2022-063040:e063040. 12 2022;BMJ Open, et al. Lau J

https://www.cihi.ca/sites/default/files/document/access-palliative-care-2018-en-web.pdf
https://www.cihi.ca/sites/default/files/document/access-palliative-care-2018-en-web.pdf
https://www.cihi.ca/sites/default/files/document/access-palliative-care-2018-en-web.pdf
https://www.cihi.ca/sites/default/files/document/access-palliative-care-2018-en-web.pdf
https://www.who.int/bulletin/volumes/91/8/13-125450.pdf
https://www.who.int/bulletin/volumes/91/8/13-125450.pdf


APPENDIX D: Characteristics of included records 

Author/Organization Publication 

Year 

Record type Country Setting Communicable 

disease 

Life-limiting 

illness(es) 

Substance Use Palliative care 

Intervention 

Batki, S/Center for 

Substance Abuse 

Treatment 

2008 Guidelines USA Not reported HIV AIDS Injection drugs (heroin, 

cocaine) 

ACP/GOC, symptom 

management, 

psychosocial support, 

staff education 

Coughlan, M 2004 Opinion General Hospice, 

palliative care 

centres, 

palliative care 

clinic, home care 

HIV AIDS Alcohol, injecting drug 

use, illicit drug use, 

opioids, 

Symptom 

management, staff 

education 

Dong, K/ Canadian 

Research Initiative in 

Substance Misuse 

2021 Guidelines Canada Acute care 

hospital 

COVID-19, HIV, 

HCV  

COVID-19, blood 

borne and pathogenic 

infections (e.g., HIV), 

chronic respiratory 

illness, alcohol use 

disorder withdrawal 

Alcohol, tobacco, 

cannabis, injection 

drugs, illegal drugs, 

stimulants, crack 

cocaine, benzodiazepine 

ACP/GOC, symptom 

management, 

psychosocial support 

Enggist, S/World Health 

Organization 

2014 Guidelines General Prisons HIV, HBV, HCV, TB, 

methicillin-

resistant 

Staphylococcus 

aureus, influenza, 

measles, mumps, 

rubella, tetanus, 

diptheria 

AIDS, COPD, cancer  Alcohol, tobacco, illicit 

drugs (cannabis, 

cocaine, amphetamine, 

heroin), prescribed 

pharmaceuticals 

(opioids, 

benzodiazepines 

Psychosocial support 

Fantoni, M 1996 Research Italy Acute care 

hospital, 

infectious 

disease clinic or 

day center 

HIV AIDS Intravenous drug use, 

intravenous heroin 

Symptom 

management, 

psychosocial support, 

staff education 

Fraser, M 1988 Opinion USA Home-based 

hospice, 

residential 

hospice facility 

HIV AIDS Drugs, alcohol, various 

substances 

Symptom 

management 

Hall, J 2018 Research USA Appalachian, 

USA counties 

HIV HIV/AIDS Intravenous drug use, 

"illicit drug use" 

ACP/GOC, symptom 

management 

Halman, M 2014 Research Canada Community-

based hospital 

HIV HIV/AIDS Alcohol, Cocaine, 

Marijuana, Crystal 

Meth, Others 

Psychosocial support 

Hansen, E  2017 Research USA HIV clinic and 

community 

venues 

HIV HIV/AIDS Cocaine, heroin, 

stimulants 

ACP/GOC 
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Author/Organization Publication 

Year 

Record type Country Setting Communicable 

disease 

Life-limiting 

illness(es) 

Substance Use Palliative care 

Intervention 

Health Care for the 

Homeless Clinicians' 

Network 

2018 Guidelines USA Hospital, nursing 

home, group 

home, shelter, 

streets, hospice 

care provided in 

home, assisted 

living facilities, 

rehabilitation 

centers or 

hospitals, 

outpatient clinic, 

communities, 

palliative care 

unit 

HIV AIDS Alcohol, 

methamphetamine, 

opioid, "illicit substance 

use", injection drug use 

Psychosocial support 

Johnson, A 2012 Research USA Pain 

management 

clinic 

HIV HIV/AIDS Benzodiazepine, 

methadone, opioid, 

oxycodone, cocaine, 

cannabinoid, 

phencyclidine, 

amphetamine, 

intravenous drug use 

Symptom 

management 

Kaufman, N 1993 Research USA Psychoanalyst 

office 

HIV HIV/AIDS Cocaine, alcohol Psychosocial support, 

staff education 

Kelleher, P 1997 Research UK Hospice  HIV HIV/AIDS Intravenous drug use, 

opioids, alcohol 

Symptom 

management, staff 

education 

Kimball, L 1996 Research USA 3 home hospice 

programs to 

people with 

AIDS - 1 

organization 

provides care in 

a 12 bed adult 

family home 

HIV HIV/AIDS Intravenous drug use Symptom 

management 
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Author/Organization Publication 

Year 

Record type Country Setting Communicable 

disease 

Life-limiting 

illness(es) 

Substance Use Palliative care 

Intervention 

Krakauer, E 2007 Other Vietnam Cancer institute 

with inpatient 

beds and 

outpatient clinic, 

inpatient 

palliative care 

wards, hospice, 

community and 

home-based 

support 

services, pain 

clinic 

HIV HIV/AIDS, cancer Intravenous heroin Symptom 

management 

Marie Curie 2019 Guidelines UK General, home HIV, hepatitis Terminal illness Alcohol, opioids, 

cannabis, ecstasy, 

cocaine, diazepam 

Symptom 

management 

Merlin, J 2013 Review USA Hospital, 

HIV/AIDS clinic, 

outpatient 

palliative care 

clinic, hospice, 

community 

HIV AIDS, liver failure, 

non-AIDS defining 

malignancies  

Cocaine, heroin, alcohol ACP/GOC, symptom 

management, 

psychosocial support 

Mitchell, M 2018 Research USA Patients 

recruited from 

outpatient HIV 

clinic in an 

academic 

hospital in 

Baltimore, 

Maryland 

HIV AIDS Heroin, cocaine, 

stimulants 

ACP/GOC 

Perry, B 2013 Research USA Out-patient 

palliative care 

clinic (HIV 

palliative care 

clinic at the 

University of 

Alabama at 

Birmingham) 

HIV HIV infection, chronic 

obstructive 

pulmonary disease, 

sleep disorders, 

cardiovascular, 

depression, anxiety, 

bipolar 

Intravenous drug use Symptom 

management 
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Author/Organization Publication 

Year 

Record type Country Setting Communicable 

disease 

Life-limiting 

illness(es) 

Substance Use Palliative care 

Intervention 

Selwyn, P  2003 Other USA Acute care 

hospital 

HIV AIDS, end-stage liver 

disease, non-AIDS 

defining cancer, 

pneumonia or sepsis, 

end-stage renal 

disease, amyotrophic 

lateral sclerosis, 

congestive heart 

failure, chronic 

obstructive 

pulmonary disease 

Injection drug use, 

opioid 

Symptom 

management 

Shernoff, M 1998 Book 

chapter 

General General HIV AIDS Alcohol, cannabis, 

amphetamines, inhaled 

nitrates, cocaine 

Symptom 

management, 

psychosocial support 

Skinner, E/International 

Association for Hospice 

and Palliative Care 

2020 Guidelines General Hospitals, 

primary care, 

community-

based services, 

long-term care, 

home, clinic 

COVID-19, HIV, TB, 

Ebola 

Cancer, HIV/AIDS, 

neurodegenerative 

disorders (dementia), 

progressive 

neuromuscular 

diseases, metabolic 

disorders, terminal 

organ failures, cardiac 

or respiratory 

conditions, COVID-19 

"people who use drugs" Psychosocial support 

Tagarro, M 2013 Book 

chapter 

Portugal Day care center 

for people living 

with HIV; 

residence for 

people living 

with AIDS 

HIV, HCV and TB, AIDS Drugs Psychosocial support 

Task Force in Palliative 

Care (PalliCovidKerala) 

2020 Guidelines India General COVID-19 COVID-19 Alcohol, tobacco, other 

substances 

Symptom 

management, 

psychosocial support 

Volling, C/Government 

of Canada 

2020 Guidelines Canada Long term care 

homes 

COVID-19 Life-limiting illness Alcohol Symptom 

management 

Wenger, N 2001 Research USA General HIV AIDS Alcohol, intravenous 

drug use 

ACP/GOC  

Wood, C  1997 Guidelines UK Hospice, 

outpatient clinic, 

home, 

community 

HIV AIDS, cancer Injected drugs Symptom 

management, 

psychosocial support 
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Author/Organization Publication 

Year 

Record type Country Setting Communicable 

disease 

Life-limiting 

illness(es) 

Substance Use Palliative care 

Intervention 

World Health 

Organization 

2018 Guidelines General Humanitarian 

emergencies 

and crises 

Ebola, SARS, 

influenza, yellow 

fever, measles, 

meningitis, cholera, 

hepatitis E, 

multidrug-resistant 

tuberculosis, HIV 

Acute or advanced 

chronic illness, 

advanced disease 

with no available 

disease-modifying 

treatment, life-

threatening injuries 

Alcohol, drugs, opioids Symptom 

management 

World Health 

Organization 

2021 Guidelines General Hospital, home, 

long-term care, 

community, 

home, clinic 

COVID-19, HIV, TB, 

malaria, dengue, 

influenza 

COVID-19, HIV, TB, 

cardiac disease, 

chronic lung disease, 

cancer, organ failure 

Alcohol, caffeine, 

nicotine, smoking 

Symptom 

management 

Wrubel, J 2009 Research USA General HIV Cancer, AIDS Drugs, alcohol Psychosocial support 

Yao, K 2021 Research Japan Acute care 

hospital 

COVID-19 COVID-19 Alcohol, smoking ACP/GOC 

Zilber, C 2006 Book 

chapter 

USA Hospital, home, 

clinic 

HIV HIV/AIDS Intravenous drugs, 

others 

Psychosocial support, 

staff education 

Acquired immunodeficiency syndrome (AIDS), advance care planning (ACP), coronavirus disease 2019 (COVID-19), goals of care (GOC), hepatitis C virus (HCV), 

human immunodeficiency virus (HIV), severe acute respiratory syndrome (SARS), tuberculosis (TB), United Kingdom (UK), United States of America (USA)  
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