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Bioethical conflicts: in physiotherapy home care for 
terminal patients
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Abstract
The bioethical debate gives rise to considerations that foster understanding of death and terminal illness, in 
order to ensure compliance with principles such as respect for autonomy, beneficence, not maleficence, and 
human rights. The objective of the study was to analyze bioethical conflicts related to physiotherapy home 
care for terminal patients. This is a qualitative descriptive study. Ten physiotherapists from the Federal District, 
Brazil, participated, answering a semi-structured interview. Two categories were identified: “challenges of 
home care for patients with terminal conditions”; and “polarization of physiotherapists between technicality 
and humanism”. The study reveals potential bioethical conflicts in the care of these patients and their families, 
in which the limits for the use of therapeutic resources translate into opposite approaches – either attachment 
or detachment – and the challenge of promoting care guided by humanization and human dignity.
Keywords: Bioethics. Ethics. Physiotherapy. Palliative care of terminal patients.

Resumo
Conflitos bioéticos: atendimento fisioterapêutico domiciliar a pacientes em condição de terminalidade
O debate bioético enseja reflexões que propiciam a compreensão da morte e da terminalidade de modo a as-
segurar a observância de princípios como respeito à autonomia, beneficência e não maleficência e os direitos 
humanos. O objetivo do estudo foi analisar conflitos bioéticos no trabalho de fisioterapeutas em atendimento 
domiciliar a pacientes em condição de terminalidade. Trata-se de estudo qualitativo e descritivo. Dez fisiote-
rapeutas do Distrito Federal participaram, respondendo a entrevista semiestruturada. Duas categorias foram 
identificadas: “desafios da atuação em domicílio com pacientes em condição de terminalidade”; e “o fisiotera-
peuta entre o tecnicismo e o humanismo”. O estudo descortina conflitos bioéticos potenciais no atendimento 
a esses pacientes e seus familiares, em que os limites para a utilização dos recursos terapêuticos se traduzem 
em posturas polarizadas – de aproximação ou distanciamento – e o desafio de promover cuidado pautado na 
humanização e na dignidade humana.
Palavras-chave: Bioética. Ética. Fisioterapia. Cuidados paliativos na terminalidade da vida.

Resumen
Conflictos bioéticos: atención fisioterapéutica domiciliaria a pacientes en condiciones terminales
El debate bioético da lugar a reflexiones que propician la comprensión de la muerte y de la terminalidad, con 
el fin de garantizar el cumplimiento de los principios como el respeto a la autonomía, la beneficencia y la no 
maleficencia y los derechos humanos. El objetivo del estudio fue analizar los conflictos bioéticos en el trabajo 
de los fisioterapeutas en la atención domiciliaria a pacientes en situación de terminalidad. Se trata de un 
estudio descriptivo y cualitativo. Participaron diez fisioterapeutas del Distrito Federal, Brasil, respondiendo 
a una entrevista semiestructurada. Se identificaron dos categorías: “desafíos de la atención domiciliaria con 
pacientes en condición de terminalidad”; y “el fisioterapeuta entre el tecnicismo y el humanismo”. El estudio 
revela posibles conflictos bioéticos en la atención de estos pacientes y sus familias, donde los límites para el 
uso de los recursos terapéuticos se traducen en posiciones polarizadas − de aproximación o distanciamiento 
− y el desafío de promover una atención basada en la humanización y la dignidad humana.
Palabras clave: Bioética. Ética. Fisioterapia. Cuidados paliativos al final de la vida.
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What makes the question of terminality, in the 
context of palliative care, so evident in the world of 
bioethical discussions? Certainly because conflicting 
dimensions arise that pervade the preservation of 
life at all costs and deal with death, as well as the 
promotion of human dignity. They are complex 
topics, loaded with values and moral judgments, 
which professionals can face difficulties in dealing 
with due to the relationship of care with the person 
who is out of therapeutic possibilities.

There are advances in medicine and 
biotechnology, new mechanisms of life extension, 
along with the expectations of families, and the legal 
and cultural aspects of each social group involved. The 
bioethical debate has allowed important reflections 
to understand the phenomenon of death in order to 
ensure the observance of principles based on respect 
for autonomy, based on the practice of beneficence 
and non-maleficence, and on human rights, 
contributing to the humanization of health care 1.

In this sense, according to Siqueira, Zoboli 
and Kipper 2, the end of life became one of the 
convergent poles of the ethical challenges of the 
contemporary world. For Singer 3, the advancement 
of medical technology has forced us to think 
about issues we had not faced previously. These 
issues can perpetuate a life without cure, as in 
the case of patients - mainly elderly patients with 
oncological diseases, dementia, severe neurological 
sequelae - undergoing high-tech, often unnecessary, 
invasive procedures. In these cases, the suffering 
of the person kept in bed, controlled by artificial 
respiration, with body scabs and strong pains, is 
disregarded, thereby damaging the quality of life of 
patients and their relatives. This form of treatment 
is based on the ethics of healing, to the detriment of 
the ethics of attention to the person, which is based 
on the centrality of care and human dignity 4.

Palliative care has as ethical principles the 
understanding of death as a natural process, respect 
for life and human dignity, which are important 
premises for the work of health professionals 4. 
However, the literature researched highlights the 
difficulty of professionals in different health areas 
to care for and promote the dignity of patients with 
no possibility of cure and at the end of their life. 
According to Pessini and Bertachini 5, the World 
Health Organization has among its premises the work 
in a multidisciplinary palliative care team, including, as 
one of its members, the physiotherapy professional.

The work of the physiotherapist is fundamental 
in the entire health-disease process, as it 
contributes to the promotion of health, treatment, 

rehabilitation and prevention of further harm, as 
well as palliative care, with an emphasis on quality of 
life, an important precept incorporated into the new 
Code of Ethics and Deontology of Physical Therapy 
(Código de Ética e Deontologia da Fisioterapia) 6. To 
perform their work, physiotherapy practitioners use 
manual techniques, mechanotherapy, and thermo-
digital electrotherapy resources and, as a general 
practitioner, work in the most diverse areas of health: 
respiratory 7, neurology 8, orthopedic trauma 9, 
gynecology 10. For example, in the case of patients 
in a severe state, confined to bed and submitted 
to artificial respiration, the physiotherapist usually 
monitors the parameters of mechanical ventilation 
and performs procedures aimed at maintenance 
and/or the patient’s quality of life 6,11.

Physiotherapists who work with palliative 
care also use resources to relieve pain. For this 
type of work, the professional will have available 
some therapeutic procedures that may reduce the 
pain and suffering of the patient and help in its 
management. The professional is also responsible 
for the initial evaluation to identify the physical 
and psychosocial needs, as well as aspects of the 
environment where the patient is situated. However, 
before beginning any procedure, physiotherapists 
should inquire about the patient’s desire - if he / she 
is able to choose and make decisions - to receive 
physiotherapeutic treatment. Failure to comply 
with the patient’s consent regarding the procedures 
to be performed may result in bioethical conflict, 
violating respect for autonomy 12.

It is worth emphasizing the fact that the subject 
of palliative care and the end of life is still little 
discussed in the academic training of physiotherapy 
students, an area that demands the future professional 
contributes to the psychological wellbeing to deal with 
the pain, suffering and expectations of the person 
and family members regarding the physiotherapeutic 
treatment 13. It is important that professionals know 
the limits of their abilities, in order not to generate 
unrealistic expectations and frustrations, once, as 
Kovács points out, there is no solution to death, but 
the possibility to help die well and with dignity 14.

For Badaró and Guilhem 15, the placing of 
physiotherapists into bioethical scenarios, such 
as the end of life, is still very incipient, and it is 
fundamental that professional education and 
training aim to prepare them to deal with these 
conflicts, by means of bioethics. It is necessary 
to take into account the dignity of human beings, 
their corporeality, the quality and sacredness of 
life, the benefits and potential harm caused by 
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physiotherapeutic treatments, but without failing to 
consider the vulnerability and personal integrity of 
each patient. It is understood that bioethics, through 
the understanding and application of its principles, 
could strengthen decision making regarding the 
therapeutic activity of physiotherapy professionals, 
providing them with theoretical and practical 
support for the best approach to benefit the patient.

For Marques, Oliveira and Marães 16, it 
is important that physiotherapists study the 
phenomenon of death, revealing the main conflicts 
existing in the therapeutic practice with patients in 
the context of death, especially those of a bioethical 
nature. However, the authors call attention to the 
importance of adopting an academic approach that 
is more focused on the comprehensive training of 
professionals - and not on technicists -, that is, on 
persons who, besides performing good technique, 
can adopt new postures regarding issues related 
to pain, suffering and the finitude of life, as Pessini 
and Bertachini 17 point out. For a humanized work 
in the field of health, Ferreira 18 points out that 
it is important to create a new culture in health 
and humanize the therapeutic process through 
professional education based on the improvement 
of working relationships in teams, having as a 
reference the respect for the human dignity.

The objective of this study was to identify 
and analyze bioethical conflicts in the work of 
physiotherapists providing home care for terminal 
patients. For this research, bioethics has become 
a tool for reflection in the face of biotechnological 
advances, because through these, life starts to 
be monitored and also prolonged 14. In this sense, 
considering a scenario in which the aim is to 
increase survival, especially of terminal patients, we 
should also think of the humanization of care, since, 
according to Masiá, we are becoming more aware of 
the need to humanize the process of dying 19. Thus, 
issues related to technicalism versus humanism, 
identified in the participants’ reports and that can 
result in bioethical conflicts - regarding respect 
for autonomy, beneficence, non-maleficence and 
human dignity -, were also discussed in this study.

Methodology

This is a qualitative and descriptive-exploratory 
study. Participants were ten physiotherapists from 
the Federal District, selected for convenience, who 
accepted the invitation published on the website 
of the Regional Council of Physiotherapy and 

Occupational Therapy of the 11th Region (Conselho 
Regional de Fisioterapia e Terapia Ocupacional da 
11ª Região - Crefito 11) and also by the Union of 
Physiotherapists of the Federal District (Sindicato 
dos Fisioterapeutas do Distrito Federal - Sindfisio).

Through the contact of the researcher 
responsible for the study, the physiotherapists who 
met the following inclusion criteria were selected: 
1) to provide home care for terminal patients; and 
2) to have been working with these patients for 
at least six months. After this selection stage, the 
physiotherapists were contacted, and a convenient 
day, time and place was scheduled with each 
professional, and the researcher (first author of 
this article) went to see them. At the time, the 
participants agreed and signed the free and informed 
consent form, according to the resolution of the 
Brazilian National Health Council in force at the time: 
Resolution CNS 196/1996 (Resolução CNS 196/1996) 
20. The participants were guaranteed confidentiality 
and anonymity, as well as assured the right to refuse 
to continue participation at/in the study, if they so 
wished, voluntarily and free of charge.

In depth interviews for data collection were 
carried out from May to July 2010, through a semi 
structured script with questions to characterize the 
sociodemographic profile, and four open questions 
about the practices of the physiotherapists involved 
in home care for terminal patients. In the interviews, 
participants were given fictitious names to preserve 
confidentiality. Of the ten professionals, eight 
were interviewed at the workplace in a reserved 
environment, and two were interviewed in their homes, 
without interruptions during the interviews, which 
were recorded with the consent of the participants.

The data was analyzed using the comprehensive 
technique for qualitative data, according to 
procedures described by Minayo 21: transcription 
of interviews and organization of verbal reports, 
horizontal readings for cross-sectional elaboration 
aiming to classify data, extracts from participants’ 
conversations for eventual comparisons, and 
exhaustive reading to identify units of meaning and 
categorization. Two categories were highlighted in 
this article: the challenges of home care for terminal 
patients and the polarization of physiotherapists 
between technicalism and humanism.

Results and discussion

Regarding the profile of the physiotherapists 
interviewed, six were women and four men, aged 
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between 25 and 41 years. Of the total, six were 
single, three married, and one divorced. Half of the 
physiotherapists were from the Federal District and 
the others from the states of Goiás, São Paulo and 
Minas Gerais. Respondents, with one exception, 
reported having religious beliefs. All of them 
practiced physiotherapy in the Federal District, four 
of whom had employment contracts within the 
private health network, one was a public servant of 
the Federal Department of Health, and the other five 
were self-employed. Of the ten physiotherapists, 
only one mentioned having attended a training 
course in palliative care, an aspect that may favor 
the development of technical and relational skills for 
care in the field in question.

Challenges of home care for terminal patients
According to the testimonies of physiotherapists, 

caring for people in terminal condition in the home 
environment has revealed a process permeated 
by feelings and emotional reactions triggered 
by polarized experiences, perceived at the same 
time as both difficult and rewarding. The feeling 
of anxiety was predominant in the conversation 
of physiotherapists. Professionals reported having 
experienced anxiety when perceiving patients’ pain 
and suffering. The non-acceptance of death felt by 
patients, as well as by the professionals, was also a 
frequent emotion originating from the involvement 
developed throughout the therapeutic process. One 
participant said: “I was very distressed and that was 
very distressing to us, I was too distressed by that 
situation ... And she, what most moved us, was that 
she was not ready for death, she was not, she had 
not accepted yet that it was near “(Fernanda).

In Fernanda’s account, the situation may 
constitute a bioethical conflict related to the 
principle of beneficence 12,22 because she was 
prepared to fulfill her professional duty to do 
good, to provide benefits through her therapeutic 
intervention, whether monitoring mechanical 
ventilation parameters and/or minimizing possible 
physical pain through thermo-photoeletric 
therapeutic resources. However, the professional 
felt distressed because the patient was terminally 
ill and nothing she could do within her therapeutic 
intervention would modify the prognosis. For 
Sadala and Silva 23, in dealing with the finitude of 
life, health professionals face a situation feared by 
human beings, which manifests itself in feelings 
such as anguish and pain. In this sense, for the 
authors, dealing with death on a daily basis is 
extremely distressing and exhausting, giving rise 

to feelings such as impotence, frustration and 
insecurity in the face of patients’ suffering and 
failure of professional actions 24.

As Singer 3 points out, in these times of 
biomedical and biotechnology advances, one must 
rethink life and also death. The latter is governed 
by reflections such as the question of orthatanasia 
and the right to choose not to prolong suffering. It 
is important to prepare, in fact, not only the health 
team, but also the family members in the process 
of accepting death as a logical consequence of an 
irreversible and fateful process 3,16. This awareness, 
however, is frightening and can be permeated by 
conflicts, because it refers to the finitude of all those 
involved - professionals, family members and patients 
themselves - who may hesitate to face this situation.

According to Moritz 25, during academic 
education it is taught that physicians hold the 
greatest responsibility for healing, exhibiting a 
greater sense of failure and fear of failing regarding 
their patients’ death. Physiotherapists are also 
prepared for the healing and reinsertion of patients 
in society, as illustrated by the words of Laís: “we 
do not have this training of palliative care, we were 
guided in college, we were trained to rehabilitate, 
to reinsert the individual in the society”. This aspect 
further complicates the admission of finitude in the 
process of coexisting with death, since in addition to 
perceiving oneself to be mortal, professionals may 
feel they failed/unsuccessful because they did not 
have the possibility of healing the patient.

In general, physiotherapists are prepared in 
their training to act with beneficence - to relieve, 
diminish or prevent harm, provide and balance 
benefits versus risks and costs 6,11,12 - and, although 
the death of terminal patients is inexorable, it 
is often difficult for professionals to deal with 
the situation and to understand that, when the 
therapeutic resources are exhausted, they would 
not be acting with maleficence (causing damage). 
Dealing with death is not, in fact, an easy task in a 
society that legally sanctifies life 26.

Implementing health services aimed at 
professionals can also ensure better preparedness 
and ability to cope with the process of losing a 
patient 27. Albuquerque 28 reinforces this perspective 
when pointing out that, in order to humanize health 
care, professionals must also be considered, taking 
into account the needs arising from the professional 
practice itself. Biopsychosocial training can help 
them cope with difficult situations.
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In addition, professional training for the 
provision of palliative care is of paramount 
importance when we consider that life is an 
inalienable right and we must be prepared to 
safeguard it with all possible technical diligence. 
However, dying with support and dignity is not yet 
a right provided for in Brazilian law, which does not 
formally recognize the right to die 29. This fact implies, 
unequivocally and consequently, the deontological 
duty of professionals to safeguard life 6,11.

Despite the advances in biotechnology in recent 
years, little progress has been made in teaching and 
bioethical discussions in Physiotherapy courses, 
as pointed out by Badaró 15 and Figueiredo 30, who 
verified the deficiency of bioethics teaching in the 
physiotherapy undergraduate course. In general, the 
professional education of physiotherapists reveals 
a lack of preparation for the topic “end of life”, as 
pointed out by a recent survey that interviewed 222 
undergraduate students from the physiotherapy 
course at the University of Brasília. The survey revealed 
that 79.7% of the interviewees from the first to the 
tenth semester reported not having participated, in 
any of the courses provided, concerning any analysis 
or discussions regarding death 31.

This data allows us to infer that conflict 
when dealing with patients’ death arises from the 
moment physiotherapists encounter the reality of 
the professional monitoring of the terminal process, 
as Fernanda’s words reveals: “I had no preparation 
for dealing with death, on how to deal with those 
patients who have no prospect of functional recovery, 
and so I think it’s a great challenge to deal with 
those who have no prospect of healing”. Prepared 
to promote healing, to act with beneficence and not 
maleficence and immersed in a society that denies 
death, professionals are thrown into an adverse 
work situation, for which delicacy and empathy are 
required, which can end up depleting their strength, 
causing depression and illness.

Bioethical conflicts may arise from the 
therapeutic choices available to the professional. 
To what extent can one’s conduct in fact bring 
benefits to the patient: to act with beneficence 
rather than maleficence? How to identify the 
limit of action without prejudice to the health of 
the professional? How to communicate with the 
health team maintaining an open relationship for 
joint and shared decisions, based on solidarity and 
cooperation? 16,22,26

Physiotherapists, like other health 
professionals, are prepared to act with beneficence, 
preserving the life of their patients and reinserting 

them in society, as has been occurring since 
the teaching of history and fundamentals of 
physiotherapy in undergraduate courses. However, 
students are not involved in discussions regarding 
death and the loss of patients; usually they are 
not encouraged to talk about their feelings during 
and after care practices, or about the feelings of 
their patients and family members, which may 
lead to conflicts in decision making in treatments 
involving bioethical issues 22,32,33. It is necessary for 
professionals to consider the limit of biotechnology 
for the maintenance of life, and that they are 
also prepared to accept that there are limits to 
therapeutic intervention, recognizing the fine line 
between benefits and damages, not only linked 
to the physical body, but also to the psychosocial 
dimension.

The physiotherapist between technicalism and 
humanism

The research pointed out polarity between 
eminently technical or humanistic performances, 
a challenge that fits with the reflection regarding 
bioethical conflicts. It was observed that the 
execution of technical procedures was predominant, 
using available means for the therapeutic work to be 
carried out without demonstrating in their speeches 
a concern to interact with patients as persons 
inserted in a psychosocial context, as shown in the 
following statements:

“Usually when I start a terminal patient session, 
I first make an evaluation of the vital data (...) 
finishing the session I put the patient in a better 
posture so that he or she will facilitate the breathing 
work again” (Tobias);

“Most of the terminal patients I attended required 
mechanical ventilation, so basically bronchial 
hygiene, then, this way, I really practiced bronchial 
hygiene with Ambu, aspiration in bed” (Amanda);

“Daily I performed the evaluation of the patient, 
performed aspiration when necessary, thoracic 
maneuvers, postural drainage, passive mobilizations 
and stretching to avoid deformities, respiratory 
exercises” (Rubens).

Although the conduct described in these 
statements reflects the intention to act based on 
beneficence, through eminently technical and 
objective actions, it also points out the lack of 
appreciation of subjective aspects, from practices 
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such as listening to patients or dialogue with caregivers 
and family members. The absence of these aspects 
can transform professionals into mere caretakers of 
diseases, as stated by Siqueira 34, or in technicians 
to monitor apparatuses, which implies a potentially 
harmful behavior (maleficence). It is possible to see 
that the rigid observance of the technical aspects 
comforts professionals, who feels that they are 
discharging themselves from the task of providing 
care in the best possible way, without compromising 
their emotions and feelings by the intense contact 
with the situation of the finitude of patients.

What can be verified with this research is 
that, in professional practice, appreciation of the 
technique occurs, especially when physiotherapists 
providing home care for people in terminal 
condition perform their work almost without verbal 
interaction with patients or their relatives. In this 
case, the greatest concern of professionals, from 
the first approach, is to check physical signals and 
move to the stage of performing the work through 
the chosen technique(s). This approach emphasizes 
the distance between professionals and patients, 
turning the latter into objects of the technique of 
the former. In these situations, the risk of ethical 
infraction is accentuated, especially the lack of 
respect for the autonomy of patients.

In contrast, when professionals manage to ally 
technique and a more humanized attitude, both they 
and the patients enjoy enriching moments during 
therapy, bringing comfort to a situation marked 
by suffering and pain. This form of professional 
performance can generate even greater participation 
of family members, who are better oriented as to 
how to deal with the terminal condition of patients, 
implementing functional adaptations and sharing 
their own anxieties and apprehensions. In the care 
of the terminal patients, an important aspect to be 
analyzed, especially from the bioethical perspective, 
is strict technicalism, exercised in objective 
therapeutic practices, which limits the integration of 
the humanistic approach to care.

Machado and collaborators 35 define this 
process as dehumanization, when the professional 
starts to see the disease and no longer the human 
being, when they begins to value the management 
of critical patients and discuss the clinical decision 
without entering the subjective universe. This occurs, 
for example, when they ignore the emotional and 
financial situation of the family. For these authors, 
to perceive the other is a question that involves a 
deeply human attitude 35.

To break with dehumanization and practices 
centered on the model based on the cCartesian 
paradigm - which welcomes the object (or objective) 
and not the subject (the patient), the biological body 
and not the integral human body - it is necessary to 
emphasize the relational process in the therapeutic 
action, which can bring benefits and reduce 
vulnerabilities. Society today requires professionals 
capable of developing not only technical skills but, 
as Crippa and collaborators 36 point out, values such 
as compassion, sensitivity, dedication, and ethics. 
Barchifontaine 37 also points out that care is pertinent 
to the dignity and humanity of the patient and 
reinforces the ethical fields of simple attention, opens 
participation and solidarity and affects the way others 
are seen. That is, the relationship between health 
professionals and patients should be the focus of care 
and based on the recognition of human dignity and 
solidarity, which consequently leads to humanization.

In the cases reported by professionals Tobias 
and Amanda, the conflict of autonomy was evident, 
that is, the freedom to decide which behaviors to 
adopt, more technical or more human, depending 
on personal characteristics, and not only on 
professional training. There are professionals who 
do not want to bond or interact more with their 
patients, because they are there to carry out their 
work and move on to the next appointments. The 
use of verbal communication is also therapeutic, 
especially for patients with no possibility of cure, 
and implies quality of care, which is a safeguarded 
benefit for patients in the Universal Declaration on 
Bioethics and Human Rights 22.

The humanistic dimension, in turn, 
appeared in the discourses of some of the 
participants associated with the appreciation 
of the quality of communication and with the 
interaction developed between physiotherapists, 
patients, patients’ caregivers and families. In this 
research, it was verified through testimonials that 
physiotherapists value the fact of establishing and 
maintaining constant communication with patients. 
Interviewees reported that, at the initial moment of 
the physiotherapeutic care, they sought to turn the 
attention and interest to the patients’ overall picture. 
To know how they felt, which included feelings 
and sensations regarding their physical conditions, 
explanations about the care provided to patients, as 
well as to identify the affective and relational climate 
present among family members. From this scenario, 
they defined the therapeutic action to be adopted 
in the intervention, as exemplified by excerpts from 
the participants’ narrative:
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“Look, I usually try to figure out how things are first, 
how it was, how the environment is, how the person 
is feeling” (Pedro);

“To show him that he is very important to us ... I 
would come in, say hello, talk a little, even if he did 
not speak ... I would talk to him with or without 
answers” (Sheila);

“Well, I arrive at the patient’s home, I talk to the family 
member responsible, if the patient communicates 
verbally, I also do, of course, I talk a lot about how 
he/she has been since the last session, how he/she 
is feeling that day, if he/she is in pain, If there is 
anything special I could do on that day” (Laís).

In the reports from the professionals, it is 
observed that when the option is made to establish 
adequate communication channels with patients and 
their relatives, from the initial interaction and during 
the therapeutic intervention, the physiotherapist 
starts to participate in the patient’s daily life. This 
approach makes them more sensitive and attentive 
to physical, emotional and psychological needs, 
thus helping to minimize the vulnerability of those 
under their care. Kovács 14 calls these professionals 
who deal with death, employing their professional 
diligence as well as biopsychosocial, as “palliativists”, 
precisely for putting into practice the beneficence 
when a simple dialogue can contribute to the relief of 
pain and suffering. According to Coelho and Ferreira 
38, the conversation provides relief, conveys a sense of 
welcome and has a beneficial or therapeutic effect.

By means of proper evaluation, when 
interacting verbally with patients and relatives, 
professionals can perceive their characteristics and 
individuality, know their history, not only that of 
the disease, and may interact with patients in this 
universe of senses and meanings 18. On the other 
hand, professionals should recognize patients’ 
desire for silence, but should not discourage them 
from saying what they feel, leaving them at ease, so 
that they can trust the professional who cares for 
them and accompany them at this difficult time. 
This established connection can help professionals 
build humanistic values based on compassion, 
mutual respect, solidarity and integrity. Given the 
specific characteristics of their performance, to 
provide quality care physiotherapists need to touch 
and talk topatients, approaching them physically, 
psychologically and emotionally.

For O’Sullivan and Schmitz 39, people are not 
born with these values, but these are acquired 

through personal and interpersonal experiences. For 
the authors, patients’ values are important factors 
to be considered in their treatment, since they 
reach physiotherapy in diverse stages of their lives, 
and with unique histories 40. How does one identify 
these values if physiotherapists do not establish a 
more humanized relationship, based on dialogue, 
on listening and on the process of welcoming and 
bonding? Therefore, it is necessary to interact 
not only with patients, but also with their family 
members, and to build humanized relationships, 
with the potential to prevent bioethical conflicts. 
Professionals need to feel safe, be prepared to act in 
extreme situations, and to understand that in these 
situations there is a fine line between beneficence 
and maleficence and between technicalism and 
humanism.

Undoubtedly, the technical dimension is 
essential for good physiotherapeutic practice. It is the 
application of appropriate procedures that will allow 
the maintenance of the integrity of the patients’ 
body while working, for example, the prevention of 
severe pain and deformities due to the great time 
restricted to the bed. However, the technique must 
be permeated by the relationship of affection, by the 
perception of patients’ psychological and existential 
conditions. After all, it is this humanistic relationship 
that will allow professionals to recognize that the 
illness is not strictly a biological phenomenon, but a 
biopsychosocial, and spiritual phenomenon as well. 
When professionals value human interaction with 
patients in their therapeutic practice, they begin to 
pay attention to the sick person and not specifically 
to the disease. 34 This passage from Samuel’s account 
exemplifies the idea:

“The person is terminal but, while he/she is there, 
you can talk to him/her, you can touch him/her, you 
can give affection, you can do a lot of things, you can 
act like a person on his/her side, you cannot treat 
them like a plant, he/she is a human being. “

Another important aspect in the analysis of 
question of technicalism is that it seems to place 
professionals as the center of the care process. 
Moritz 41 emphasizes aspects of the technicist 
education and discusses the development of health 
professionals’ defense mechanisms when dealing 
with death. The author emphasizes that, at the 
beginning of their training, medical students have 
contact with corpses in the study of anatomy and 
are faced with a disfigured body, blackened by the 
formaldehyde, in which students can barely identify 
a human being that has passed through life and felt 
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the emotions that mark them as an  individual 41. 
We can affirm that this context is not different for 
physiotherapy students.

Physiotherapists need to be prepared to 
recognize the psychosocial needs of their patients, 
not only the physical ones, even if they are in a 
vegetative state, as was observed in Samuel’s 
speech, which emphasizes the need for a more 
humanized and integrated treatment: “he/she is not 
a plant, he/she is a human being”. When patients 
are seen as what they are - human beings -, the 
bioethical principle of human dignity materializes, 
which, as Albuquerque 42 points out, is one of the 
core concepts of patient-centered cares. Regardless 
of the disease stage, advanced or not, human beings 
needs to feel accepted, understood and valued 43,44. 
To see patients in the first place, not the illness, is to 
attribute fundamental value to the human being in 
terms of his/her dignity and integrity.

The concept regarding the interface between 
bioethics and patients’ human rights is still recent. 
More discussions and advances are needed to 
guide health practices, to prepare and sensitize 
professionals to minimize the conflicts arising from 
facing limit situations 45.

Final considerations

This study does not exhaust the topic, but 
reveals some bioethical conflicts often experienced 
in the daily work of physiotherapists in the care of 

terminally ill patients and their relatives. Situations 
in which the limits for the use of therapeutic 
resources are translated into polarized attitudes  - 
of approach or distancing - and the challenge of 
promoting care based on humanization and human 
dignity. In providing humanized care, professionals 
are exposed to the anguish and existential suffering 
experienced by patients in the process of dying. 
Without being adequately trained to deal with 
these situations, and without support to manage 
them, professionals can succumb to stress, which 
will prevent them from exercising their activities 
effectively and, worse, can lead professionals to 
chronic illness.

There is a great challenge for the institutions 
that train physiotherapist to include in the whole 
formative process, in an integrated way, knowledge 
that bases health care bioethics on autonomy, 
dignity and human rights. It is important to establish 
a guideline for training these professionals in the 
logic of permanent education, both in home care 
programs and other health tools. We consider that, in 
order to face the issue decisively and appropriately, 
it is indispensable to include the discussion of the 
issue of death and of dying in professional training, 
to promote permanent training to work in palliative 
care and to provide psychological support to 
professionals, when necessary. These tasks should 
be adopted by educational institutions, promoted 
by the professional bodies and fostered by and for 
all professionals who are concerned with the ethical 
practice of the profession.
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