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Abstract
This paper presents findings from a systematic review of the literature (2005–2017) on palliative care in
humanitarian crises (e.g., disasters, armed conflicts, epidemics). This review set out to describe palliative care needs,
practices, barriers, and recommendations in humanitarian crisis settings. It contributes to current discussions within
the field of humanitarian healthcare aimed at clarifying whether or not and how best to respond to palliative care
needs in humanitarian crises.
Analysis of 95 peer-reviewed and gray literature documents reveal a scarcity of data on palliative care needs and
interventions provided in crises, challenges of care provision particularly due to inadequate pain relief resources and
guidelines, a lack of consensus on the ethics of providing or limiting palliative care as part of humanitarian
healthcare response, and the importance of contextually appropriate care. These findings suggest that more
research and open discussion on palliative care in humanitarian crises are needed. This review contributes to
defining palliative care needs in humanitarian crises, building consensus on humanitarian healthcare organizations’
ethical responsibilities towards individuals and families with palliative needs, and developing realistic and contextappropriate policies and guidelines.
Keywords: Palliative care, End-of-life, Humanitarian healthcare, Ethics, Disaster response, Conflict, Humanitarian
crisis, Low-income country (LIC) settings

Introduction
Palliative care is gaining acceptance as an important
orientation for treatment in humanitarian crisis settings.
A growing base of guidance and policy is developing in
international aid organizations, influenced by recent
examples of contexts where palliative interventions were
essential in responding to patient needs. In autumn
2016, the Humanitarian Health Ethics research group in
collaboration with the international group Palliative Care
in Humanitarian Aid Situations & Emergencies (PALCHASE) set out to review the literature pertaining to
palliative care needs and practices in humanitarian settings. This review undertook to (1) provide detailed description of reported palliative care needs in crisis
settings; (2) elucidate the values, ethics, and conditions
that may limit or support the provision of palliative care
by humanitarian healthcare actors; and (3) synthesize
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recommendations on how best to integrate palliative
care into humanitarian healthcare response. This review
contributes to current discussions and development of
recommendations within the field of humanitarian
healthcare aimed at clarifying how best to respond to
palliative care needs in humanitarian crises. It represents
one component of a larger R2HC funded (Research for
Health in Humanitarian Crises) qualitative study on palliative care in humanitarian emergencies conducted by
the Humanitarian Health Ethics research group in collaboration with the Palliative Care in Humanitarian Aid
Situations & Emergencies (PALCHASE) network.

Background
The possibility and importance of integrating palliative
care within humanitarian healthcare have received
increased attention since 2016. A number of activities in
this period have marked what appears to be an historical
shift towards recognizing that palliative care needs
should not be ignored within humanitarian healthcare
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response. These include the establishment in November
2016 of a World Health Organization (WHO) working
group to develop guidelines for palliative care provision
in humanitarian emergencies, a research colloquium on
palliative care for children in humanitarian emergencies
in Geneva in November 2016, the formation in August
2016 of PALCHASE (Palliative Care in Humanitarian
Situations & Emergencies)—an international network of
practitioners and scholars advocating for research on
and practice of palliative care in humanitarian crises,
and the ongoing development of guidelines for pediatric
palliative care by Médecins Sans Frontières (MSF)
(Smith and Aloudat 2017) and Médecins du Monde (n.d.).
The forthcoming edition of the SPHERE Handbook, if
circulated drafts are an indication, will include references
to palliative care needs of patients in relation to noncommunicable diseases and incorporates a new chapter
on the alleviation of suffering and palliative care.
While solutions to the “problem” of unmet palliative
care needs in humanitarian action are being developed,
the global landscape of palliative need in humanitarian
crises onto which such policies and minimum standards
are being inserted remains unclear. Also unclear in
current action-oriented recommendations are the values
and considerations that may support or limit explicit
commitments to patients’ palliative care needs during
humanitarian crises. This literature review seeks to address these gaps in general knowledge about palliative
care in humanitarian crisis contexts. Drawing on gray
and scholarly literature from 2005 to June 30, 2017, we
aim to provide a snapshot of needs and practices and
think about the place and practical possibility of integrating palliative care in humanitarian response. Our
hope is that this literature review will help anchor policy
development moving forward, while acting as a baseline
of thinking about palliative care in humanitarian action
in 2017 that can be re-assessed in future years.
A note on our use of the term palliative care in this review

In this review, we refer to palliative care as care for all
those presenting with life-limiting illness or injury, but
with much greater emphasis placed on those at
imminent risk of dying or identified as being at the end
of life. It also includes those who require symptom control and supportive care while awaiting potentially curative medical intervention. This usage of palliative care is
more specific than the WHO definition (2018), but
reflects the most common applications of the term in
the literature we reviewed.

Methodology
Source identification and retrieval

The review encompassed both scholarly and gray literature. We searched the following bibliographic databases
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for relevant English and French articles published between the years 2005 and the present: OVID MEDLINE
Epub Ahead of Print, In-Process & Other Non-Indexed
Citations, OVID MEDLINE (R) Daily and OVID MEDLINE (R) 1946-Present; Embase 1974-Present; OVID
PsychInfo 1806-Present; Web of Science; and CINAHL.
The year 2005, as opposed to January 2007 which would
allow for a more conventional 10-year date range, was
used as the starting point for the literature review given
that our team is particularly interested in humanitarian
healthcare ethics. It is in the wake of Hurricane Katrina
(September 2005) that a number of scholars began to
publish on the ethical imperative of providing, or not,
for palliative care needs in the aftermath of disasters
worldwide.
The search strategy applied to the databases included
a broad range of database appropriate subject headings:
“palliative care,” “disasters,” “conflict,” and “war,” as well
as additional keywords such as “terminal care” and
“dying.” The search strategy as used in OVID MEDLINE, including MeSH and keyword terms, can be consulted in Appendix 1. To triangulate the search,
identified articles were cross-checked against findings in
Proceedings First and a natural language search in Google and Google Scholar. For comprehensiveness, reference lists of relevant articles were scanned to identify
supplementary citations.
To identify potentially relevant gray literature, we
searched key websites that bring together resources and
publications put out by humanitarian organizations
(ReliefWeb and Inter-Governmental Organizations or
IGO), as well as the websites of major humanitarian
healthcare organizations (Table 1). Search terms for the
identification of gray literature included “palliative care”
or “end of life care” combined with contextual terms,
including “disaster,” “humanitarian aid,” or “crisis.”
After removal of duplicates (N = 1841), results were
reviewed first by title and abstract, then by reading their
full text, to see if they met the inclusion and exclusion
criteria. The inclusion criteria required that the source
discuss healthcare provision with reference to at least
one humanitarian crisis in a low- and middle-income
country (LMIC) and explicitly address palliative populations, patients, or care provision in such contexts. In our
use of the term, humanitarian emergencies included
rapid onset disasters, war and conflict settings, and public health emergencies (including epidemics). We
excluded literature solely concerning disaster response
in high-income countries (HIC), rehabilitative care, postdeath psychological care and family bereavement, and
management of the dead. We also excluded conference
abstracts, blogs, and newspaper articles. Figure 1 represents source identification methods and results progressing through the different stages of the review process.
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Table 1 Organization websites used to strengthen and
triangulate gray literature search
Organization

Website

ALNAP

https://www.alnap.org

Catholic Relief Services

https://www.crs.org

Christian Aid

http://www.christianaid.org/home/1/home.aspx

International Federation
of Red Cross and Red
Crescent Societies

http://www.ifrc.org

International Rescue
Committee

https://www.rescue.org

Médecins du Monde

www.medecinsdumonde.org/

MSF International

http://www.msf.org

Save the Children

https://www.savethechildren.net

UNHCR

http://www.unhcr.org

UNICEF

https://www.unicef.org

World Health Organization http://www.who.int/en/

Fig. 1 Palliative care in humanitarian crises literature review flow diagram
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Analysis

Sources meeting inclusion criteria were uploaded to
QSR International NVivo 11.0. A preliminary coding
matrix based on our key objectives formed the basis for
initial, first-level coding. This codebook evolved following independent coding and comparison of article sets
and identified themes by three members of the analysis
team (authors 1, 2, and 6). Audit coding, to ensure accuracy and consistency, was performed by the first author (author 1), an experienced qualitative researcher. In
the audit coding process, some theme names and definitions were revised. The resulting final codebook (Table 2)
underlies the present synthesis.

Findings
From an initial 14,434 records, a total of 95 articles, reports, and guidelines were eventually retained for full
analysis (61 from bibliographic databases, 32 from the
gray literature, and two identified based on references
lists of retained sources and fitting inclusion criteria).
The geographical locations and types of humanitarian
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Table 2 Final codebook in Nvivo 11.0 organizing literature for
synthesis
Key theme identified
in literature

Sub-theme (where applicable)

Palliative care definitions
Who is defined as needing palliative care
Current practices

Current palliative care training and
education
Disaster or mass casualty triage
Existing guidelines with limitations
Improvisation and flexibility
Lack of preparedness
Limited resources
Other challenges

Ethics or what is at stake

Competition for resources
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crush victims, individuals with advanced stage kidney
failure, the frail and elderly, children, individuals with
life-limiting diseases such as HIV (human immune deficiency virus) or physical disabilities, and Ebola-infected
individuals.
In what follows, we present a synthesis of what the
literature reveals about palliative care in humanitarian
crises. Drawing upon the review’s initial objectives while
also being responsive to what emerged in the literature,
this synthesis is divided into four sections: (1) the complexity of defining palliative care needs in humanitarian
crises, (2) characteristics of palliative care provision in
humanitarian crises, (3) ethical rationales and potential
objections to providing palliative care in humanitarian
crises, and (4) recommendations for best practices of
palliative care in humanitarian crises.

Euthanasia
Medical and ethical good debated
Rescue culture
Moral distress
Palliative care as a right
Palliative care as an ethical opportunity
Public trust
Recommendations

Clarify triage and palliative care
guidelines
Vulnerable populations
Context sensitive approach
Evidence-based practice
Imperfect ok
Leadership
Measurable impacts
Minimum standards
Training and preparedness
Community preparedness
Ethics guidance
Evacuation
Legal framework
Medication needs
Place to die
Support for moral distress

Part I: the complexity of defining needs for palliative care
in humanitarian crises

The literature reveals a paucity of clear data on palliative
care needs in humanitarian crises. Palliative care is
described or recommended as part of the continuum of
care for Ebola virus disease (EVD)-infected patients during the West Africa Ebola (Dhillon et al. 2015; Fowler et
al. 2014; Rosoff 2015a; WHO 2016; Wolz 2014), but
how often standard supportive care treatment aimed at
helping patients recover from EVD became end-of-life
care in Ebola Treatment Centers (ETCs) is unclear from
these reports. The importance of palliative care for patients who might present for care during a humanitarian
crisis affected by life-limiting and chronic conditions such
as renal failure, cancers, and HIV, or other chronic noncurative conditions was also highlighted by some, but
none appear to have measured—and thus none can specify—the burden, distribution, or changes to palliative care
needs within such populations as a result of humanitarian
crisis. What does emerge in the literature, and which may
help explain this gap, are the complexities of determining
and defining who needs palliative care in a humanitarian
crisis. This section describes those factors that may shrink
or expand needs for palliative care during a crisis, including pre- and post-disaster morbidity rates in crisis-affected
populations, availability and accessibility of healthcare
resources, and stage of the crisis.

What and how to do still unclear

crises covered in the literature encompass a spectrum:
from natural disasters such as earthquakes and tsunamis,
to conflict and refugee contexts, to epidemics. Famine
did not feature in any of the sources reviewed, which is
striking given the high fatality rates that often result in
famine contexts. In terms of patient populations in need
of palliative care in crises, those (most prominently or
frequently) mentioned in the literature include burn and

Impact of pre-existing and newly acquired morbidities on
palliative care needs

Categories of patients identified in the literature as being
at risk of dying or likely to die and thus candidates for
palliative care during a humanitarian crisis include (1)
persons who were previously healthy but who became
critically ill or injured by a disaster or high-fatality infectious disease; (2) individuals who prior to the crisis were
highly dependent for their survival on intensive medical
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care or with pre-existing life-threatening illnesses (e.g.,
on ventilator, dependent on dialysis, with advanced cancer); (3) individuals in palliative and hospice care when a
disaster strikes; (4) those with chronic illnesses or comorbidities whose health deteriorates as a result of a crisis; (5) individuals who require symptom control and
supportive care while they await curative medical attention; and (6) any individuals likely to die when
triaged out of curative medical care due to scarce resources (Bogucki and Jubanyik 2009; Cereste 2011;
Huffman 2011; Martin et al. 2010; Matzo et al. 2009;
Powell et al. 2017; Rosoff 2015a; Smith and Aloudat
2017; Young et al. 2017).
As this list suggests, defining palliative care needs in
a given humanitarian crisis context is far from
straightforward. It requires taking into account numerous factors that can increase different patient populations’ vulnerability to shortened life. In many LMIC
crisis settings, there may be limited or no reliable data
on disease and/or who is vulnerable to dying within
the crisis-affected population before or during a crisis.
This gap reflects the reality that it is one thing to list
the categories of individuals who might require palliative care in a crisis, and quite another to actually identify those individuals and quantify their needs in the
midst of a crisis.
Impact of limited resources on palliative care needs

Limited healthcare resources can impact on curative
options and palliative care provided. Committed to
“population-based best opportunity for survival” (Burkle
2006), disaster and mass casualty triage have as their
ethical lynchpin to “do the greatest good for the greatest
number of casualties” (Biddison et al. 2014; Smith 2010).
This means that where needs outpace resources, many
individuals will not receive medical attention (Fossett
2013; MSF 2007; Kipnis 2013; Kuschner et al. 2007;
McCullough 2010). Disaster triage, as this approach is
called, goes against normative clinical ethics that aim to
ensure every patient receives the best care possible
(Downar et al. 2010). In settings where available
resources render the provision of the best care for all ill
or injured persons impossible, the triage becomes not a
question of when care will be provided, but also whether
or not, and for whom. As energies focus on immediate
life-saving measures most likely to result in long-term
survival, resources are typically diverted away from the
chronically ill or otherwise vulnerable, such as the frail
elderly or individuals intensely dependent on healthcare
services before a disaster (Devereaux et al. 2008; Kuschner
et al. 2007; Matzo et al. 2009; Powell et al. 2017; Zoraster
et al. 2007; HelpAge International 2013; Inter-agency
Working Group on Reproductive Health in Crises 2010;
UNICEF 2015; IASC 2004; IASC 2009; WHO 2005a). At
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this point, no detailed quantitative or qualitative studies
appear to exist quantifying the extent or impact of such
norms. Towards clarifying and developing a response to
unmet needs for palliative care in humanitarian crises, further documentation on the percentage of patients that
might benefit from palliative care and are typically excluded or unable to access care is needed, recognizing it
will vary with context and available resources.
Impact of location and timing on access to and need for
palliative care

Another factor that impacts access to palliative care is
proximity to health services. The location where an individual presents for post-disaster care affects whether they
will be deemed treatable or palliative, and what palliative
care can be allocated. Transportation of patients is often
limited in a disaster setting, and what is possible for the
patients based on equipment and expertise varies by location (Huffman 2011; Repine et al. 2005; Ruby et al. 2015;
Fossett 2013). For example, a patient likely to survive severe injuries with ventilator support for a short period will
instead be deemed palliative if there is no ventilator available (Ruby et al. 2015). Non-communicable diseases such
as advanced cancer or organ failure often lack effective
treatment options in these scenarios and also require palliative care. Connecting back to the issue of vulnerability,
some authors note that certain individuals may become
palliative due to physical or financial barriers that are
amplified during a crisis, further impeding vulnerable individuals’ abilities to travel and thus access healthcare
(Bogucki and Jubanyik 2009; Zoraster et al. 2007). Elderly
patients in need of medical attention that may include palliative care may be ‘orphaned’ before or after a disaster,
and unable to reach the care they need without support
(Golzari and Ghabili 2013).
In the context of a disaster, when an individual
presents to a health care facility or clinic influences or
impacts what care they are likely to receive. In some
cases, it may move an individual’s prognosis across the
line from salvageable to non-salvageable (Rosoff 2015a).
In sudden-onset disasters, what is available to a patient
will also depend on the phase of the response. In the
first hours following the 2010 Haiti earthquake, there
was no pain medication at hand for individuals dying
from crush injuries (Pou 2013). Those presenting with
life-threatening illnesses or chronic illnesses unrelated to
the events of the disaster during the acute phase of the
response (days 0–3) may be a low priority for trauma
management, but become eligible for medical attention
in the sub-acute phase of the disaster (Abbasi and Salehnia
2013; Caro et al. 2011; IASC 2004; IASC 2009; Inter-agency
Working Group on Reproductive Health in Crises 2010).
In summary, palliative care needs in a given crisis are
contingent on pre-existing morbidities in the affected
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population, the impact of disaster on that population,
available healthcare resources relative to needs, transportation, access, and the stage of the crisis. While some
conditions in LMICs, such as the rapid spread of a highfatality disease as seen with Ebola in West Africa in
2014–2015, may predictably increase the need for palliative care as part of a public health emergency response,
the need for palliative care in humanitarian crises is
rarely so glaring. In a crisis, multiple factors may render
the condition and care required for a patient more
palliative in focus. Many LMIC settings lack baseline
morbidity prior to a crisis, making it impossible to estimate how many more are at risk of their lives being
shortened due to a crisis.
Part II: characteristics of palliative care provision in
humanitarian crises

Three main characteristics of palliative care provision in
humanitarian contexts stand out in the literature: this
care occurs in the absence of guidelines and dedicated
training, it is lived by providers as sub-optimal, and it
involves improvisation or flexibility. Description of these
characteristics in this section provides insights into
healthcare providers’ experiences of palliative care in crises and its challenges, as well as providing a basis for
recommendations outlined in part IV.
Lack of guidelines and training

Guidelines and guidance documents pertaining to the
provision of palliative care in humanitarian crises are
limited. As we write, there is no mention of palliative or
end-of-life care in key humanitarian response and disaster risk reduction guidelines such as the SPHERE Handbook and the Sendai Framework (adopted by 187
governments in 2015). Smith and Aloudat (2017) have
pointed out that, “comprehensive reference to pain relief
and palliative care is virtually nonexistent in most medical humanitarian guidelines (99).” While these authors
flag development of such guidelines as being underway
at MSF, there exist no international recommendations
for the amounts of medication response teams should
anticipate needing in response to a range of disasters
and palliative care needs or tools for calculating such
amounts (Young et al. 2017). A number of guidelines
and statements, written for a range of crisis situations,
recommend either palliative care or some form of symptom relief/accompaniment for patients who will not survive (Antommaria et al. 2011; Biddison et al. 2014; Caro
et al. 2011; Christian et al. 2010, 2011; Devereaux et al.
2008; Jeng et al. 2014; Young et al. 2017; World Medical
Association 2006; HelpAge International 2013; UNICEF
2015; WHO 2007; ICN WHO 2009; IASC 2004; IASC
2009; Inter-agency Task Team to Address HIV in
Humanitarian Emergencies 2013; Inter-agency Working
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Group on Reproductive Health in Crises 2010; Southern
African HIV Clinicians Society/UNHCR 2007; WHO
2005a; WHO 2016), but end there. Some guidelines and
articles include more specifics, such as principles for resource allocation, proposals for essential, alternative and
recommended medication dosages for palliative pain relief, or suggestions for the facilities or physical locations
where palliative care should be provided (Biddison et al.
2014; Caro et al. 2011; Christian et al. 2010; Downar et
al. 2010; National Institute of Medicine 2009). Some
guidelines and programs include home-based care (IASC
2009; Inter-agency Task Team to Address HIV in Humanitarian Emergencies 2013; IFRC 2010; MSF 2011),
though acknowledge that implementing such programs
may be challenging during a crisis (Samuels et al. 2008).
As some commentators have noted, these texts provide
limited actionable guidance since they outline ideals rather than concrete recommendations for implementation (Caro et al. 2011; Pou 2013; Rosoff 2010). Two
detailed review articles are exceptions: “Renal Replacement Therapy in Austere Environments” (Yuan and Perkins 2011) and, most recently, “Guidelines for Burn Care
Under Austere Conditions” (Young et al. 2017). These
articles might serve as models for the development of
pragmatically oriented guidance for the care of other
types of conditions requiring palliative care in diversely
resourced scenarios.
Only one resource described pre-departure or in-field
training on managing palliative care needs in humanitarian health care response, suggesting such resources are
very limited. The resource we found was a new Model for
Nursing Education in the United States called Cornerstone of Cultural Competency During the Disaster Cycle
(C3DC) (Danna et al. 2015). With palliative and hospice
patients, as well as persons with disabilities and frail
elderly in mind, it includes training on disaster
preparedness for evacuation, homecare, hospice care, and
symptom management (Danna et al. 2015).
Gaps in training and guidance for the realities of disaster triage contribute to a general lack of preparedness
for managing palliative care needs across the humanitarian response sector. These gaps have left providers, by
their own reports, scrambling ethically and practically in
the midst of crises: figuring out how to allocate scarce
resources such as opiates that could be used by palliative
or non-palliative patients (Caro et al. 2011); explaining
triage decisions to families (Pou 2013); risking litigation
if administering pain relief that may hasten death (Pou
2013); and determining responsibilities in regard to
patient advocacy (Goodman and Black 2015). In the
absence of guidance, decisions about how to care for
palliative patients are left to individual teams and providers. Documented consequences of this situation
include: moral distress for providers (Baruch 2014; De

Nouvet et al. Journal of International Humanitarian Action (2018) 3:5

Jong et al. 2010); lack of consensus within teams about
what care to provide (Goodman and Black 2015; Huffman 2011; Pou 2013; Dhillon et al. 2015); motives for
decisions being scrutinized and publicly condemned
afterwards (Baruch 2014; Pou 2013: 28); and rationales
for decisions remaining unclear even to the decisionmaker (Repine et al. 2005).
Flexibility and improvisation

Layered onto the lack of preparedness is the issue of
scarce resources. In many LMICs, care of the dying is
not a well-established practice within health systems. It
may be left to families at home, or only be available in
intensive care units, as has been the case until recently
in Nepal (Aryal et al 2015). Many healthcare systems are
also under-equipped in terms of staff, facilities, equipment, medications, and expertise, even before a humanitarian crisis occurs (Geiling et al. 2014). Shortages are
exacerbated in a crisis (Samuels et al. 2008). During the
Ebola crisis, oxygenation, ventilation, and hemodynamic
support could not be provided for patients experiencing
multisystem failure (Fowler et al. 2014). A shortage of
staff combined with limitations on how long staff could
be in Personal Protective Equipment (PPE) inside Ebola
Treatment Centers meant patients were often unmonitored or only given care for a few minutes at a time
(Danis 2015). Inevitably, such limitations impact the
ability to deliver all forms of care, and certainly on psychosocial care so integral to palliation.
The issue of access to pain control medications is frequently cited as a major barrier to providing palliative
care in humanitarian crises. Under non-crisis conditions,
many countries already face the problem of securing and
supplying opiate analgesics (Cherny 2007; International
Pain Summit of the International Association for the
Study of Pain 2011; Gwyther et al. 2009; Pou 2013; Rosoff 2015a). Such shortages are aggravated in emergencies. In 2012, the WHO and various humanitarian
organizations called for greater support in ensuring a
sustained supply of pain medications in response to the
Syrian conflict (UN Department of Public Information
2016; WHO 2014). A report from the United Nations
(UN) and WHO describes how civilians “cannot ... die in
peace because they are not receiving necessary pain
killers and palliative care that is needed in many of the
besieged areas” (WHO 2016). In other situations, what
some may consider less than optimal choices such as
methadone or immediate release morphine may need to
be used when more expensive controlled release opioid
formulations are unavailable (Cherny 2007). Even where
some availability exists, it may be under-used where providers are unfamiliar or uncomfortable with its usage
(Allie et al. 2017), or it may be reserved to inpatient settings, making home-based palliative pain control more
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difficult (Rosoff 2015a). While not addressing challenges
related to nationally limited supplies of pain control
medications, the Model Guidelines for the International
Provision of Controlled Medicines for Emergency Medical
Care set out by the International Narcotics Control
Board and the WHO (INCB 2011) aim to simplify the
importation and exportation procedures for opioids in
humanitarian crises, noting that disasters may “disrupt
national drug authorities and result in them not being
able to issue import licenses for controlled medicines”
(WHO 2011).
A few authors provide rich descriptions of specific palliative care patients and their management in specific
emergencies (Cherny 2007; Danschutter 2005; Dhillon et
al. 2015; Goodman and Black 2015; Huffman 2011;
Wilson 2015; Wolz 2014; Ytzhak et al. 2012). Common to
these accounts is an emphasis on improvisation in the absence of specific guidance and a lack of adequate training
or resources. Decision-making by the Israeli Defense
Medical Corps in post-earthquake Haiti is described as a
“dynamic process since not only the patient’s condition
changed over time, but also the surrounding medical capability changed every day, as more medical teams arrived
to Port-au-Prince” (Ytzhak et al. 2012: 607). In the
Palestine-Israel conflict-shaped context of Jerusalem, one
patient in the final stages of cancer was initially provided
with a patient-controlled analgesia (PCA) pump for
home-based palliative care, but when safety concerns
made regular home care staff visits impossible, the patient
was successfully switched to methadone suppositories
(Cherny 2007). During the West Africa Ebola outbreak,
even with the challenges of PPE, many healthcare team
members managed to provide psychosocial elements of
palliative care such as holding hands, sitting with, and
talking to patients (Wolz 2014). At one ETC, protocols
established to minimize contagion risks were adapted to
maximize human contact for patients likely to die. This
was achieved first by allowing psychosocial teams to enter
isolation units and, eventually, by even allowing family
members to visit in full PPE (Wilson 2015). While such
examples are clearly the exception given the limitations
described above, they speak to both the needs and possibilities for palliative care provision.
Part III: ethical rationales and potential objections to
providing palliative care in humanitarian crises

Those calling for the integration of palliative care into
humanitarian healthcare articulate a number of ethical
rationales for doing so: not providing palliative care
would violate the duty to care within humanitarian
healthcare (or go against the ethos of humanitarian action and medicine); providing palliative care will increase
effective and fair use of scarce resources; anticipating
palliative care needs can reduce moral distress for
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providers; and lack of preparedness for such care can result in morally ambiguous acts of euthanasia. These arguments and their contestations are summarized here.
Most frequent in the literature is the argument that
failing to address the psychological and physical suffering of dying patients goes against the ethos of humanitarian action and medicine (Frahm et al. 2011; Marston
et al. 2015; Powell et al. 2017; Rosoff 2010, 2015b; Smith
and Aloudat 2017). Humanitarian actors have a duty to
respond to suffering when they see it (Cherny 2007), and
this includes providing palliative care where appropriate
(Downar et al. 2010; Downing 2014). Life-saving measures
may not be in every patient’s best interest and may extend
or worsen some patients’ suffering (Cereste 2011). There
is widespread consensus that individuals who are triaged
out of rescue-oriented care must be able to expect compassionate care and symptom management (Caro et al. 2011;
Gibson 2014; Powell et al. 2017; Rosoff 2015b; Southern
African HIV Clinicians Society/UNHCR 2007; WHO 2007;
WHO 2005a) and appropriate spaces to die that are as
comfortable and culturally appropriate as possible (Downar
et al. 2010; Matzo et al. 2009; Young et al. 2017).
Justice and fairness emerge in the literature as central to
the ethical imperative to provide palliative care in crises.
Humanitarian action has a commitment to vulnerable
populations, which includes those at the end of life
(Frahm et al. 2011). A goal of saving the most lives
possible does not excuse discriminatory practices, such as
diverting resources from the elderly on assumptions they
have fewer years left (Antommaria et al. 2011). A minority
of authors explicitly tie the ethical responsibility to provide
palliative care in disasters to advocacy for palliative care as
“a basic human right” (Fowler-Kerry and Cunningham
2010, MSF 2009). In this framing, entwined with humanitarian and clinical duties of care are the patients’ rightsbased entitlements to dignity and comfort in dying.
Disaster triage guidelines which exclude from care
those who cannot survive (e.g., being labeled “expectant”) can be so contradictory to healthcare professional
values (Burstein 2009; Cereste 2011) that they risk being
applied inconsistently (Burstein 2009). If applied, ongoing lack of provider preparedness for the suffering of
dying patients who do not receive care may lead to
moral distress (Barilan et al. 2014; Baruch 2014; Burstein
2009; Cereste 2011; Downar et al. 2010; Caro et al. 2011;
Fowler et al. 2014; Gwyther et al. 2009; Goodman and
Black 2015; IRIN 2014; MSF 2014a, b, c, d, e; Powell et
al. 2017). Not having any plan in place for evacuating or
responding to the suffering of fragile patients may push
individual providers to make choices with little support,
including euthanasia of patients, as occurred during
Hurricane Katrina. In that scenario, the clinical condition of patients who were euthanized remains unclear.
Euthanasia occurred without patient or proxy consent
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and in a context where euthanasia is illegal. The general
consensus in the literature we reviewed, with one exception (McCullough 2010), is that euthanasia as a means to
end patient suffering during disasters is unacceptable (Biddison et al. 2014; Devereaux et al. 2008; Kuschner et al.
2007; Rosoff 2010). For these authors, the risk of such euthanasia practices alone is seen as providing a strong
moral reason to better equip providers with the capacity
and permission to address palliative suffering in disaster
contexts (Biddison et al. 2014; Devereaux et al. 2008;
Kuschner et al. 2007; Rosoff 2010).
Integrating palliative care into humanitarian healthcare
response may do more harm than good, according to
others. These critics do not mention the risk of moral
distress. Their focus is on the exceptionality of disasters
and pragmatism. In humanitarian crises, as needs typically outweigh healthcare resources, some individuals
must be excluded from care (Kipnis 2013; McCullough
2010). Reflecting on the overwhelmed ETCs at the
peak of the Ebola epidemic, one physician suggested
that palliative care exceeded “the absolute essential”
and proposed that resources and energies are better
placed providing curative care and sustaining lives
(Danis 2015). Clinical ethics may prescribe that health
professionals aspire to the best care possible for each patient before them, but some authors argue that humanitarian crises require a distinct ethical paradigm (Kipnis 2013:
301). If enacting compassionate care for the dying means
fewer resources for life saving and more fatalities, “[t]his is
too high a price” (Kipnis 2013: 300; see also Danis 2015).
Such critics argue that palliative care provision during
crises would negatively impact others’ chances at survival
and hold that claims to the contrary are “unproven and
counter-intuitive” (Bogucki and Jubanyik 2009).
None of the authors supporting the integration of palliative care in humanitarian healthcare propose that it would
be ethical to reduce curative options where these are
possible and in the patient’s best interests. A response to
assertions that resources are too limited in many humanitarian crises to consider palliative care is that failure to
acknowledge and prepare for palliative care needs may in
fact diminish, rather than support, the effective use of limited resources in such settings. Without the option of providing palliation for patients who require it, humanitarian
clinicians are left with a false dichotomy (Smith and
Aloudat 2017; Powell et al. 2017) of either ignoring
patients’ palliative care needs, or providing aggressive lifesaving treatment for patients. Should healthcare teams opt
for the later (aggressive treatment over exclusion), scarce
resources may be expended on care futile and burdensome to patients who might be better served by palliative
interventions (Powell et al. 2017). Moreover, the suffering
of such patients’ may be aggravated through life-saving
efforts (Powell et al. 2017).
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Many commentators are explicit that maintaining
current approaches to curative care is possible alongside
palliative care (Downar et al. 2010; Marston et al. 2015;
Matzo et al. 2009; Rosoff 2010; Rosoff 2015c; Powell et
al. 2017). Some highlight no-cost palliative care interventions: holding a patient’s hand (Wolz 2014) or helping parents take on a caregiver role during their child’s
death (Young et al. 2017). At the same time, proponents
of palliative care are not claiming commitments to palliative care in humanitarian crises should stop there. In
proposing the development of a number of supports for
palliative care such as wide-reaching training in basic
skills and palliative care essential medicine kits (Matzo
et al. 2009), it seems inevitable palliative care integration
will require some additional resources (Abdel-Kader and
Unruh 2009; Asgary and Jacobson 2013). While strong
ethical and practical arguments are put forward for
inclusion of palliative care, the impacts of enacting it on
other aspects of humanitarian care and community perception remain unresolved.
Part IV: recommendations for palliative care best
practices in humanitarian crises

A range of recommendations for how best to integrate palliative care in humanitarian responses has been advanced
in the reviewed literature. These proposals include initiatives to develop or expand guidelines, training, resources,
and the provision of culturally appropriate and sensitive
end-of-life care.
Guidelines aimed at palliative care needs in humanitarian crises must first incorporate issues of triage for
these contexts, as constraints and decisions may differ
significantly from those in resource-rich and non-crisis
settings. Existing guidelines differ in terms of who
should be categorized as palliative and what resources
should be allocated to or even withdrawn from these
patients and re-allocated to others. These aspects have
been identified as ones that require further deliberation
and specification (Antommaria et al. 2011). A minority
advocate for prescriptive rules on what to do for end-oflife patients and at what point palliative care should be
provided (McCullough 2010; Pou 2013), but most commentators argue for a more flexible and dynamic
approach: best care and fairness being contingent on
available resources in a specific moment, with periodic
reassessments (Caro et al. 2011; Cherny 2007; Devereaux
et al. 2008; Young et al. 2017; Ytzhak et al. 2012).
Caution should be exercised in defining who is palliative and the rationales that underlie these assessments.
Caro argues that triage rules should be based on evidence of likely benefit rather than assumptions of which
lives are most important, for example, the young versus
the old or heads of households versus single adults,
unless this is done with the agreement of the affected

Page 9 of 14

community (Caro et al. 2011). Where families equate
healthcare purely with rescue, or if mistrust of healthcare centers’ intentions is widespread as was common
during the West Africa Ebola outbreak (Allie et al. 2017;
Downing 2014; Rosoff 2015a), provision of palliative
may have negative consequences. These consequences
might include fueling distrust of international responders (Fowler et al. 2014), violence against providers
(Aryal et al 2015; Pou 2013), or even lawsuits once the
patient dies (Nathanson 2013). To maintain trust, Matzo
et al. (2009) propose that humanitarian healthcare teams
be transparent in explaining when, how, why, and with
what impact on resource distribution palliative care is
being provided (Matzo et al. 2009).
With regards to resources, in addition to the no-cost
interventions noted earlier (Downing 2014; Young et al.
2017), some recommend a portion of critical medical
supplies be earmarked for palliative measures to reduce
the perception of being in competition with curative
efforts (Downar et al. 2010; Rosoff 2010). The need for
morphine was highlighted as particularly critical to pain
management for palliative patients in humanitarian crises (Danschutter 2005; Jeng et al. 2014; Marston et al.
2015). Facing significant politico-legal restrictions in
many countries, some authors recommend engaging
human rights mechanisms to challenge the signatories
of such agreements as the International Covenant on
Economic, Social, and Cultural Rights for compliance
with core obligations including access to essential medicines (Gwyther et al. 2009; Smith and Aloudat 2017).
Resource allocation extends beyond medications and
clinical tools, and includes resources to develop educational and human resources required to deliver this care.
Several sources call for all professional disaster responders, humanitarians, and hospital staff involved in
disaster management to receive at least basic training
for competency in end-of-life care (Matzo et al. 2009;
Powell et al. 2017; Rosoff 2010; Smith and Aloudat 2017;
WHO 2016). Where all staff have such training, the
onus of leadership for palliative efforts is shared widely,
thus reducing the individual burden and increasing the
likelihood of some baseline of palliation being provided.
Many of these authors believed that this basic training
should be instituted as a minimum standard (Frahm et
al. 2011; Huffman 2011; Matzo et al. 2009). Others
stressed the complementary value of evidence-based
“on-site” training for front-line providers, to increase the
palliative care capacity in disaster contexts, including
sudden influxes of displaced persons (Asgary and Jacobson
2013), urban pandemic responses (Downar et al. 2010), and
natural disasters (Aryal et al 2015). Including families and
lay persons in these trainings may strengthen palliative capacity as some comfort care can be provided with little medical knowledge (Cherny 2007; Frahm et al. 2011; Matzo et
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al. 2009). When involving family and lay individuals as volunteers in care teams, risks to these individuals must be
minimized, and ideally not be imposed (Powell 2010).
Developing training on site can ensure it is culturally safe
and contextually appropriate (Biddison et al. 2014).
A consideration stressed by many authors is that palliative care in humanitarian crises be culturally sensitive
(Barilan et al. 2014; Biddison et al. 2014; Goodman and
Black 2015; Huffman 2011; IFRC 2014; MSF 2014f;
O’Laughlin and Hick 2008; WHO 2005b). This starts
with triage. As Barilan et al. (2014) note, “different societies have different historical heritages and different
approaches to ‘tragic choices’” (p. 4). What qualifies as
respectful care for the dying and dead also varies across
cultures (Biddison et al. 2014; Sumathipala et al. 2006).
Indeed, curative care that results in life-altering disability
can also be more or less acceptable for different individuals or depending on the cultural settings (Cereste
2011). For practices to be accepted and regarded as fair,
these must be clearly explained to patients and families
(Aryal et al. 2015; Southern African HIV Clinicians
Society/UNHCR 2007) and aligned with cultural values
and personal preferences (Biddison et al. 2014; Danis
2015; Huffman 2011; O’Laughlin and Hick 2008; IFRC
2014; WHO 2005b). While recognizing the pragmatic
challenges of doing so in the midst of a crisis, care plans
would ideally be developed by humanitarian healthcare
organizations and teams in consultation with cultural
experts or community leaders within affected communities (Goodman and Black 2015).
From a research and evidence-based standpoint, there
is a recognized difficulty in measuring impacts and
quantifying experiences of palliative care patients in crisis settings (Danna et al. 2015; Devereaux et al. 2008;
Goodman and Black 2015; Pou 2013). While many authors advocate for the expansion of research and
evidence-based guidelines in this area (Matzo et al. 2009;
Powell et al. 2017; Smith and Aloudat 2017), it is also
proposed that all palliative care provided should be consistent with the best evidence that is available (Christian et
al. 2010; Huffman 2011; Marston et al. 2015; Rosoff 2010).
Relying on expert opinion or ethics committees has been
identified as another helpful option when patient preferences are not known and there is no clear evidence to
support one over another approach being in the patient’s
best interest (Antommaria et al. 2011; Ytzhak et al. 2012).
Some of the above recommendations (e.g., expanding
training opportunities) require new financial investments
(Abdel-Kader and Unruh 2009; Asgary and Jacobson
2013). Others may cost little, but require significant
shifts in approach. Such shifts include recognizing that
even those who cannot benefit from curative approaches
deserve care as part of the humanitarian imperative to
alleviate suffering, investing time to identify and consult
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with cultural experts or community leaders in affected
populations to ensure contextually appropriate and culturally acceptable practices, or being transparent within teams
and across the sector that palliative care may be provided
at times alongside curative care in unfortunate circumstances where a curative approach is the clinical ideal.

Conclusion
Many authors over the last decade have called for better
preparedness and care delivery for people who will
present during crisis with non-survivable injuries, lifelimiting health conditions, or diseases. This literature review provides a snapshot of the state of these discussions
in the scholarly and gray literature. It has been prepared
at a time when major humanitarian actors are grappling
with whether or not, how, and on what bases the
provision of palliative care can and should be added into
guidelines and policies for humanitarian healthcare.
Key findings include that there exists a lack of evidence beyond anecdotal accounts of palliative care needs
and provision in humanitarian crises; that need for palliative care in a crisis can be hard to establish and is
contingent on multiple and often shifting factors, including pre- and post-disaster morbidity rates in crisisaffected populations, availability and accessibility of
healthcare resources, location, and stage of the crisis;
and that palliative care that is provided typically occurs
in sub-optimal conditions due to a lack of training,
guidelines, and resources. There is a prevalent opinion
in the literature that it is ethically and practically important
for humanitarian healthcare teams to be better prepared to
respond to palliative care needs. Whether or not global
minimums are realistic remains to be seen given the
limited resources for life-saving care in many LMIC crisis
settings, and the diversity of cultural beliefs and potential
preferences for end-of-life care across the globe. Also to be
determined is how such minimums can be effectively and
systematically implemented, funded, and evaluated.
Developing evidence-based best practices for palliative
care in humanitarian crisis moving forward requires further research and evaluation of any new guidelines or
programs. Epidemiological assessments of need in specific settings, clinical trials of interventions, as well as
socio-anthropological studies on affected population
expectations and experiences of palliative care can help
clarify what resources and interventions might be most
effective in specific contexts, and shed light on contextappropriate strategies for providing training and supports in palliative care for crisis settings. There is a need
for detailed accounts of what care is currently being provided to palliative care patients. There is also a need for
what crisis-affected populations consider feasible and acceptable palliative care in specific contexts, what ethical
arguments are being advanced for expanding (or not)
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palliative care during crises, and what impact such initiatives have on patients and their families, providers, and
resources in particular settings. Further discussion and
debate may also be needed to build consensus on which
palliative care needs should be addressed in particular
crises and what policy approaches should be prioritized.
Palliative care is equated with end-of-life care in most of
the literature that we reviewed. Whether or not end-of-life
care should be the extent of any palliative care provided in
crises merits further consideration in our view.
Even if care for the dying in humanitarian emergencies
is improved and recommendations adopted in the next
years, complex situations will continue to arise: limited
ability to predict the evolution of patient diseases that
threaten life in complex and limited resources settings;
the continuous rotation of health staff with different
experience levels, knowledge, and perceptions of palliative care in crisis contexts, or the inability to secure
minimum standardized pain relief due to political complexities of doing so. As Rosoff (2010) points out, humanitarian healthcare teams committed to providing
palliative care will need to have more than one plan.
There is what should be and then what could be acceptable if alternatives are needed.

Appendix 1
Strategy for Ovid Medline search
1. disasters/ or exp disaster planning/ or mass casualty
incidents/ or relief work/ or rescue work/
2. Disaster Medicine/
3. (“public health” adj2 (emergenc* or crisis or crises
or catastroph*)).ti,ab,kf.
4. humanitarian*.mp.
5. avalanches/ or earthquakes/ or landslides/ or tidal
waves/ or tsunamis/
6. cyclonic storms/ or floods/
7. (typhoon* or hurricane* or cyclon*).ti,ab,kf.
8. (avalanche* or earthquake* or flood or floods or
flooding or flooded or landslide* or tsunami*).ti,ab,kf.
9. exp Disease Outbreaks/
10. Ebolavirus/ or Hemorrhagic Fever, Ebola/
11. (“disease* outbreak*” or pandemic* or
epidemic*).ti,ab,kf.
12. ebola*.ti,ab,kf.
13. Starvation/
14. (famine* or starvation*).ti,ab,kf.
15. exp “Warfare and Armed Conflicts”/
16. (war or wars or warfare or “armed
conflict*”).ti,ab,kf.
17. or/1-16
18. Palliative Care/
19. exp Terminal Care/
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20. Terminally Ill/
21. (“end of life” or EOL or supportive care or lifelimiting ill* or palliative* or palliation* or critical
ill*).ti,ab,kf.
22. Death/
23. Attitude to Death/
24. Health Knowledge, Attitudes, Practice/
25. exp bereavement/
26. ((terminal or endstage or end stage or advanc* stage
or late stage or last stage or final stage or dying)
adj5 (care* or ill* or disease* or condition* or
manage*)).ti,ab,kf.
27. or/18-26
28. 17 and 27
29. limit 28 to (yr="2005 -Current" and (english or french))
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