Revista Bioética
v Print version ISSN 1983-8042 | On-line version ISSN 1983-8034

Rev. Bioét. vol.34 Brasilia 2026

Ethical challenges of symptom management in
palliative care: a critical reflection

Florbela Gongalves'?, Ana Margarida Pedro Antunes Ferreira Gaudéncio!, Ana Maria Neves Rocha®, Ivo Paiva®,
Francisca Rego?, Rui Nunes?

1. Instituto Portugués de Oncologia Francisco Gentil Coimbra, Coimbra, Portugal. 2. Centro de Bioética da Faculdade de Medicina
da Universidade do Porto, Porto, Portugal. 3. Unidade de Investigacdo em Ciéncias da Salde, Escola Superior de Enfermagem,
Universidade de Coimbra, Coimbra, Portugal.

Abstract

Palliative care is a field of knowledge capable of contributing to effective symptom management.
However, it also poses ethical challenges in sensitive areas such as therapeutic obstinacy, the withholding
of food and hydration, and palliative sedation. A narrative review and a critical reflection were
conducted based on bibliographic research in major databases, complemented by relevant articles,
books, and websites. Following the search, 69 articles were selected to develop each topic of the results
and discussion, enabling a critical reflection on ethical dilemmas in palliative care with an emphasis on
symptom management. Symptom control is a cornerstone of palliative care. The best care for patients in
palliative settings is person-centered rather than disease-centered. Clinical practice grounded in ethical
principles is fundamental.
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Resumo

Desafios éticos do controle sintomatico em cuidados paliativos: reflexdo critica

Os cuidados paliativos representam uma area de conhecimento capaz de contribuir para uma boa gestao
do controle sintomatico. No entanto, representam igualmente um desafio ético em areas sensiveis com
obstinac3o terapéutica, abstencdo de alimentacao e hidratacdo e sedacdo paliativa. Realizou-se revisio
narrativa/reflexdo critica com base em pesquisa bibliografica nas bases de dados principais, complemen-
tadas por artigos, livros e sites considerados pertinentes. Apds a conclusdo da pesquisa, 69 artigos foram
selecionados de forma a desenvolver cada tépico dos resultados/discussao, que permitiram uma reflexdo
critica sobre os dilemas éticos em cuidados paliativos, com énfase no controle sintomatico. O controle
sintomatico é um pilar dos cuidados paliativos. O melhor cuidado ao doente em cuidados paliativos é
aquele centrado na pessoa, e ndo na doenca. A pratica clinica baseada em principios éticos é fundamental.

Palavras-chave: Avaliacdo de sintomas. Bioética. Cuidados paliativos. Medicina paliativa.

Resumen

Desafios éticos del control sintomatico en cuidados paliativos: reflexion critica

Los cuidados paliativos representan un area de conocimiento capaz de contribuir a una buena gestion
del control sintomatico. Sin embargo, representan igualmente un desafio ético en areas sensibles como
la obstinacién terapéutica, la abstencién de alimentacién e hidratacién y la sedacion paliativa. Se realizé
una revisién narrativa y reflexién critica basada en la bisqueda bibliografica en las principales bases
de datos, complementada con articulos, libros y sitios web considerados pertinentes. Tras concluir la
blsqueda, se seleccionaron 69 articulos para desarrollar cada tema de los resultados y la discusion,
lo que permitié una reflexion critica sobre los dilemas éticos en cuidados paliativos, con énfasis en el
control sintomatico. El control sintomatico es un pilar de los cuidados paliativos. La mejor atencion al
paciente en cuidados paliativos es aquella centrada en la persona y no en la enfermedad. La practica
clinica basada en principios éticos es fundamental.
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The World Health Organization (WHO)
defines palliative care (PC) as an approach that
improves the quality of life of patients (adults
and children) and their families who are facing
problems associated with life-threatening illness.
It prevents and relieves suffering through the early
identification, correct assessment and treatment
of pain and other problems, whether physical,
psychosocial or spiritual *.

Despite decades of existence, questions remain
on what exactly PC entails, what its benefits are,
and for which patients it is indicated? These
concerns affect healthcare providers, citizens,
and even patients themselves, creating inequalities
in access to PC, which is now considered a universal
right2. According to the Portuguese Association for
Palliative Care, over 70% of patients in Portugal lack
timely access to such care; in the case of children,
this figure rises to an alarming 90% 2.

PC is holistic and humanized care focused
on improving the quality of life of patients and
their families when faced with chronic and life-
limiting illnesses (cancer, organ failure, dementia,
among others) 4.

Advanced chronic disease, particularly
metastatic cancer, progress accompanied by
multiple physical, psychological, spiritual,
and social symptoms resulting from the
disease itself, its treatment, and/or associated
comorbidities*. A key pillar of PC concerns
symptom management by its identification,
assessment, and early treatment®. “Palliative”
derives from the Latin pallium, meaning cloak
or cape, that is, PC aims to “cover” symptoms
in their various dimensions and thus promote
well-being and quality of life*. A symptom can
be defined as a subjective experience which
affects an individual’s biopsychosocial and
cognitive sphere*.

According to Twycross and Gémez Sancho*3,
symptom management encompasses five
categories: symptom assessment, explanation of
their cause, individualized treatment, continuous
monitoring, and attention to detail, without ever
making value judgments. As discussed, one of PC’s
main objectives is to optimize the management
of uncontrolled symptoms that impact patients’
quality of life>. Efficient and adapted approach to

symptoms is an indicator of quality PC services?®.
Hence the need to standardize the best clinical
practices in symptom management to provide the
greatest possible comfort and quality of life to end-
of-life patients®.

Multiple studies on the theme have shown
that adequate control of pain and other symptoms
is a fundamental part of promoting dignity and
well-being for palliative patients®. Conversely,
inadequate symptom management negatively
influences disease progression, as it induces
suffering and shortens the patient’s survival’.
Sharing decisions between healthcare providers
and patients and their families, and coordination
by a multidisciplinary team, are also fundamental
elements in providing quality PC8.

Palliative care values life and considers death
a normal process in the course of the disease,
so that it neither delays nor hastens it, focusing
instead on promoting the highest possible quality
of life 1. Excellent symptom management can only
be achieved when the multidisciplinary PC team
is highly motivated and flexible in responding
to the demanding palliative needs of patients?.
Interdisciplinary teamwork is the only path to
humanly respond to the individual characteristics
of each patient, who is unique in essence®.

In turn, Bioethics is an area of human thought
and social intervention that addresses the ethics
of life sciences, including non-human ethics and
professional health practice, from a multi- and
transdisciplinary perspective®. Thus, clinical
practice based on bioethical principles is essential
in PC. PC holds several ethical imperatives:
a commitment not to abandon the patient and
their family, intensive treatment of symptoms,
prevention of disproportionate or futile and
useless treatments, and initiation of palliative
sedation in the face of refractory symptoms,
provided the patient consents?®®. Thus, it is
ethically unacceptable not to treat intensively
any symptom that causes suffering to a patient in
palliative care, since it represents a threat to their
quality of life °,

In this article, we bring an ethical
reflection on symptom management and its
implications for patients and families, based on
bioethical principles.
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Method

The PubMed, CINAHL and Web of Science
databases were searched, supplemented by articles,
books, and websites on the topic considered
relevant, also found in the literature. Search
strategy used the following MESH terms: “palliative
care,” “palliative medicine,” “bioethics,” “symptom
assessment,” “symptom burden.”

Inclusion criteria consisted of articles
addressing issues/challenges/dilemmas/ethical
principles of symptom management in palliative
care (in any context) published in Portuguese,
English, and Spanish, in the past 10 years (i.e.,

publications from 2015 to 2025). Exclusion
criteria involved publications addressing the
population aged <18 years. However, we decided
to exceptionally include some essential articles on
this topic regardless of their publication date.

After completing the search and eliminating
duplicates, article review involved an initial
assessment based on the title and abstract
followed by full-text reading. Articles were selected
to develop each topic of the results/discussion.
Figure 1 presents the article selection flowchart for
a narrative review/critical reflection based on the
Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) guidelines.

Figure 1. Flowchart for article selection for narrative review/critical reflection
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Results and discussion

Scientific knowledge advancements in recent
decades has led to an exponential increase in
longevity and, consequently, in the prevalence of
chronic diseases *. Palliative care, with its holistic
approach to patients and their family to meet
their various needs, affirms itself as essential in
health systems*.

Although PC represents a distinct clinical
area, requiring specific training and skills for the
correct approach to patients and their families,
basic palliative care measures should be within
the domain of any healthcare provider!'. PC is
not limited to end-of-life patients, but should be
initiated simultaneously with curative care and
whenever a chronic and progressive disease or
any other life-threatening condition is identified .
Moreover, PC is not incompatible with prolonged
survival, as long as this does not incur into
increased suffering **.

PC services, through appropriate symptom
management, effective communication about
patients’ wishes regarding end-of-life care,
strengthening emotional support for families,
particularly in bereavement, and attention to
needs across the continuum of care from home
to hospital, play a significant role in ethical
clinical practice!*. However, issues of futility,
appropriate use of palliative sedation, the role of
artificial hydration and nutrition at the end of life,
and appropriate decision-making for vulnerable
patients remain full of potential conflict,
with practical and moral implications 1213,

In developing PC care, one should seek to
provide compassion, respect, and dignity, as well as
offer coordinated and personalized care, treatment,
support, and assistance. Thus, incorporating all
these principles is essential for providing high-
quality care 2%, Healthcare providers often face
ethically difficult situations in their practice, which
cover a wide range of areas, including palliative
care ™%, 1t is therefore necessary to promote
discussions and deliberations on clinical cases
with complex ethical issues, and to reinforce the
importance of consulting ethics committees to
support the decisions made by professionals >,

Based on this premise, below we develop an
ethical reflection on symptom management in
palliative care, based on the various bioethical
principles: beneficence, non-maleficence,
autonomy, double effect, dignity, justice,
and vulnerability 2.

Ethical principles regarding symptom
management in palliative care

The principle of beneficence refers to the
obligation to act for the benefit of the person,
under a series of moral rules for protecting and
defending the rights of others, preventing and
eliminating conditions that may cause harm %%,
It requires not only avoiding harm, but also
benefiting patients and promoting their well-being,
which is in line with the objectives of PC 1817,

In turn, the principle of non-maleficence refers
to the moral obligation not to cause harm to the
person 220 |t concerns a basic maxim of good
medical care—primum non nocere ?. The practical
application of this principle by healthcare
providers consists of weighing the benefits
and risks of all interventions and treatments
to avoid inappropriate ones and choose the
best course of action for the patient?. This is
particularly important and relevant in end-of-life
care, where providers are faced with decisions
about suspending or initiating treatment for
symptom management 2,

The principle of double effect consists of
weighing the negative and positive effects caused
by an action to obtain the good effect and tolerate
the bad effect, which in specific situations may
be legitimate. It presupposes the good intentions
of those who apply it*®. Hence, the principles of
beneficence, non-maleficence, and double effect
are interconnected 8. In properly managing
symptoms in patients under PC, the team
responsible should use these principles to justify
their actions.

Pain is one of the most common symptoms
among palliative care patients, particularly in
the context of oncology, and one of the most
challenging dilemmas?.. Pain can make patients
fearful, withdrawn, and agitated, and inadequate
pain control can cause enormous suffering for
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patients and their families2!. Thus, analgesia
represents an ethical imperative?!. Patients
have the right to have their pain relieved, and
physicians have an ethical duty to know how to
do so. No one should be allowed to suffer from
pain due to a lack of knowledge and skills in pain
assessment, inadequate medication, unavailability
of morphine, and unfounded myths about opioid
dependence and sedation .

In most countries, pain relief is recognized
as an ethical and legal right, and the availability
of morphine is a social responsibility. For ethical
reasons, the correct approach would be to view
pain as a public health crisis?!. However, society
still seems to fear that drugs such as opioids
and sedatives prescribed in the terminal phase
accelerate the dying process. However, it is ethical
to prescribe this type of medication for refractory
pain management, even with the possibility of
sedation. Such prescription is based on the ethical
principles of autonomy (obtaining informed
consent), beneficence, and double effect, and the
team responsible should explain this aspect to
family members 2,

In short, the PC team is responsible for
advocating for the best approach to symptom
management as to provide the best possible
patient care. Ideally, this care considers the
patient’s wishes and desires to respect their values,
ideals, and culture .

Justice

Legal aspects and human rights provide the
fundamental protections that enable equal
participation and individual justice in a society 2.
In the 20th century, the right to healthcare is
well established and encompasses not only the
provision of basic clinical services, but also an
environment that allows specialized care, such
as palliative care, to flourish 2. The principle of
justice is generally interpreted as fair, equitable,
and appropriate treatment of people, and of the
various categories of justice, the most relevant to
clinical ethics is distributive justice °.

Distributive justice seeks to grant equitable
distribution of resources to equalize opportunities
for access to all those who have the same needs
and find themselves in the same circumstances %22,

Thus, the principle of justice aims to ensure
the fair distribution of health resources and
requires impartiality in the provision of care?2
Medical resources are often limited and must
be distributed equitably 2. Hence the need to
evaluate the allocation of medical therapy to avoid
unnecessary use of limited resources 2. Healthcare
providers have an ethical obligation to advocate for
appropriate and fair treatment for patients at all
stages of their lives and illnesses 12152,

In Portugal, access to PC is considered a
universal right, regulated by the Basic Law on
Palliative Care, approved in 201224 According to
this law, PC services must respect the autonomy,
will, individuality, dignity of the person,
and inviolability of human life ?*.

To disseminate and promote palliative care
in health systems, the European Association for
Palliative Care (EAPC) recommends two levels
of care: palliative approach/generalist care and
specialized palliative care??, The palliative
approach should be present throughout the entire
care service, enshrined as a basic right of access to
minimum care?2¢, On the other hand, specialized
PC should be provided by multidisciplinary teams
with specific and advanced skills to optimize the care
provided, especially in more complex situations 2>%.

In Portugal, the National Palliative Care
Commission seeks to develop strategies to make
palliative care universally available in the National
Health Service, as it is a right inherent to the
human condition and social justice%. In short,
everyone has the right to access high-quality
palliative care that provides support and dignity at
the end of life %,

Autonomy

The principle of autonomy refers to a person’s
right to self-determination, that is, the right to
decide for themselves, freely, rationally, and
consciously?’. Everyone has the right to decide
what kind of care they should receive and to
have their decisions respected?. Respect for this
principle requires healthcare providers to share
medical information and treatment options so
that patients can exercise self-determination
and aligns with informed consent, truthfulness,
and confidentiality 2%,
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Additionally, this principle emphasizes the
protection of patients’ right to self-determination
on the part of physicians, even those who have
lost the capacity to make decisions?%. Such
protection can be achieved through advance
directives (AD) 122728,

Advance directives are oral and/or written
instructions regarding a patient’s future medical
care in the event that they become unable to
communicate and lose the capacity to make
decisions for any reason?. Typically, written
ADs include a “living will” and the appointment
of healthcare proxies . A living will is a written
document in which a competent person provides
instructions regarding healthcare preferences
and medical interventions to be performed in
an end-of-life context?. On the other hand,
a healthcare proxy is a person appointed by
the patient to make decisions on their behalf
when the patient loses the capacity to do so 27,
In other words, the healthcare proxy is considered
the patient’s legal representative in a situation
of serious illness, and it is their responsibility to
decide what the patient wants’.

Thus, symptoms and patient-centered care
should take this principle into account. ?’. However,
a careful preliminary assessment of symptoms
should always be carried out, particularly of
the patient’s mental state, since end-of-life
patients have great difficulty answering even the
simplest questions, or experience confusion or
delirium, which hinders accurately identifying and
assessing symptoms %, In these cases, the patient
is not competent to fully exercise their right to
autonomy, so the team must rely on ADs written
or reported by family members or close friends
that express what the patient would want for
themselves in this context?. In the absence of
such premises, providers run the risk of incurring
inappropriate therapies that are unsuited to the
clinical situation and the patient’s wishes?’. Thus,
family members/caregivers can be a very useful
source of information in identifying, assessing, and
treating the symptoms of their loved ones %,

Dignity and vulnerability

The concept of dignity is broad, with
several definitions available, depending on the

sociocultural context3®2, Although dignity is
accepted as a universal and fundamental necessity
for the well-being of every individual in all societies,
its true meaning remains complex and unclear due
to its multidimensional nature. Respect, autonomy,
empowerment and communication appear in
the literature as the main defining attributes
of dignity. In turn, each of these attributes is
multidimensional, thus contributing to the
ambiguous and complex nature of this concept 322,

According to Chochinov and collaborators®,
dignity consists of three elements: physical and
psychological factors (related to illness/frailty),
spiritual factors (individual perception), and social
factors (surrounding context). Since one of the
goals of palliative care is to preserve dignity at
the end of life and most interventions at this
stage involve symptom management, it is useful
to consider the physical, emotional, and spiritual
needs of patients.

Regarding physical needs, good management
of physical symptoms provides an opportunity to
work through unresolved emotional, psychological,
and spiritual issues, to promote a sense of closure
at the end of life and, thereby, dignity for the
patient and family. As for emotional needs,
healthcare providers who provide end-of-life
care must know how to communicate, listen,
transmit empathy and involve patients and
their families in decision-making. Additionally,
good communication between the patient and
family about their feelings should be promoted *.

Finally, spiritual needs must also be addressed
in a way that ensures the dignity of the person.
Being recognized as a person until the end of life,
without losing one’s identity, and knowing the
truth about one’s illness is an essential aspect
that promotes dignity. Other measures found
to promote dignity at this stage include the
opportunity to build a legacy, manage finances,
spend time with family, choose the place of death,
remember the dignity of the family after the death
of a loved one, and offer emotional support 2.

Religious and cultural factors can also influence
the way dignity is understood in end-of-life
care. As dignity is a concept laden with values
and covering a broad spectrum of physical,
psychosocial, spiritual, family, and cultural issues,
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all healthcare providers need to be aware of ethnic
diversity. In short, although dignity is seen as an
abstract concept, its importance for PC cannot be
denied. Since it is experienced subjectively and
each patient is unique in their needs, it is important
to use an open approach to assess each individual’s
needs and seek to meet them appropriately 2.

Thus, there is no defined concept of “dying with
dignity.” However, for most authors and patients,
respect for the values, wishes, and beliefs of
the patient and family, the absence of physical
symptoms, and the right to privacy are some of
the attributes of this process 3!, “Vulnerability”
derives from the Latin vulnus, meaning wound,
and is therefore defined as the susceptibility to
being harmed . The 1998 Barcelona Declaration *
and the 2005 Universal Declaration on Bioethics
and Human Rights® recognize vulnerability as an
essential ethical principle. Every human being can
be vulnerable throughout their life 3.

PC has always included an existential
perspective, according to which it is also vital to
care for the existential needs of patients and their
families *. Recognizing one’s own vulnerability
as a human being and that life is vulnerable to
death, illness, and suffering can be claimed as an
existential experience shared by patients, families,
and palliative care team professionals, since in
this type of care, the finitude and frailty of life
are evident .

Regarding research on vulnerability in palliative
care ethics, several studies have sought to identify
vulnerable groups from a social perspective.
This research has shown that marginalized and
structurally vulnerable groups have unequal
access to PC, a reality that requires strategies and
policies to be remedied. Notably, however, teams
dedicated to PC have been doing important work
to provide inclusive care and equal and fair access
to all individuals, regardless of whether they
belong to socially vulnerable groups "8,

In the field of bioethics, vulnerability has been a
central point of discussion, particularly in research
ethics. Good medical practice requires evidence
of effectiveness to address gaps in care. There are
substantial opportunities to improve PC, which
may involve research in this area, particularly
symptom management. However, healthcare

providers face ethical dilemmas when developing
studies in PC because research involving end-of-life
patients creates several challenges, especially due
to the vulnerability of this population, difficulty
in obtaining adequate informed consent, and
difficulty in balancing research and clinical duties
(within the palliative care team) 12,

In practice, the death of a terminally ill patient
is clinically recognized as a natural process.
The patient may experience dynamic changes
in physical and psychosocial symptoms. Much
progress has been made in understanding and
treating most of the symptoms observed in PC,
but further research is still needed in many areas.
Ideally, it should be possible to balance ethical
principles in terms of protecting vulnerable
patients from harm and conducting scientifically
designed studies to improve care delivery 38,

Ethical dilemmas in end-of-life situations
(symptom management)

Despite the many treatments available,
especially in the field of oncology, terminally
ill patients may exhaust their therapeutic
options without satisfactory results. In such
cases, experimental drugs may represent a
treatment opportunity, accessed via clinical trials
(experimental drugs in phase Il or Ill). Access by
terminally ill patients to unapproved drugs appears
to enjoy considerable public support and has been
referred to in the literature as compassionate use
of drugs 3,

The therapeutic effort to manage symptoms
must be relentless. This premise may justify
the compassionate use of experimental drugs
due to their potential beneficial effect in
alleviating suffering 3%, Kasper Raus“® identified
beneficence, autonomy and justice as the three
bioethical principles underscoring the use of
compassionate drugs.

Regarding beneficence, the compassionate
use of experimental drugs is currently limited
by the potential harm to patients, the lack of
rigorous monitoring, and the risk of financial and
research exploitation. It is essential to ensure
a careful assessment of the risks and benefits
of this type of therapy to prevent its use from
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worsening the patient’s clinical condition and
quality of life. While compassionate use may
be ethically justified, efforts should be made to
ensure equitable distribution, maximize benefits
to patients, minimize risks, and ensure informed
consent in full awareness “°.

Palliative sedation

Throughout the course of the illness,
and especially in the last days of life, symptoms
may arise that cannot be managed despite
appropriate therapy and which interfere with the
process of a peaceful death. Given the medical
and moral imperative to alleviate suffering, it may
be necessary to use titrated sedative drugs to
manage these symptoms *..

According to the EAPC, palliative sedation is
a last-resort therapeutic measure for treating
refractory symptoms. It consists of the monitored
use of sedative medication to induce a state of
decreased consciousness to alleviate suffering
that would otherwise be untreatable, in a manner
that is ethically acceptable to the patient, family,
and healthcare providers“. Its purpose is to control
symptoms that cause severe discomfort and are
refractory to conventional palliative treatment to
alleviate the suffering of patients in the final stages
of serious, progressive, and incurable diseases,
and to improve comfort and maintain the dignity
of human life until its end 43,

Regarding indications for palliative sedation,
most guidelines and experts define the following
criteria: terminal illness (life expectancy of less
than six months); imminent death (hours or
days, at most two weeks); intolerable suffering;
refractory symptoms; involvement of a palliative
care specialist or interdisciplinary team; obtaining
informed consent from the patient or their
legal representative; this decision must be in
accordance with the patient’s wishes, family,
or legal representative and in consensus with the
medical team 44,

Despite extensive discussion of the subject in
the literature, many questions remain unanswered
due to a lack of definitions and guidelines,
and there is often confusion between the
concepts of terminal sedation, palliative sedation,
and euthanasia/physician-assisted suicide 424,

“Terminal sedation” is often used as a synonym
for “palliative sedation,” but the former can be
interpreted as if the intention of sedation were to
“end” life rather than to relieve symptoms, as the
latter suggests *+44.

Palliative sedation of terminally ill patients
should be distinguished from euthanasia/
physician-assisted suicide. In these cases, death
is not imminent, but rather the result of a lethal
dose of medication intentionally administered.
In palliative sedation, the physician’s intention
is only to relieve severe refractory suffering,
for which sedation is used as a last resort. Its goal
is not to end the patient’s life as in euthanasia
and assisted suicide, but rather to administer
titrate medications until the patient feels
relieved 2#44¢_ The physician administers only the
dose necessary to induce adequate sedation and
thus achieve comfort “2#44¢_ Once the patient has
been relieved, lower doses are used to maintain
that relief 424446,

In euthanasia and physician-assisted suicide,
titration, calculation, or maintenance of the
minimum doses necessary for comfort are not
considered, because the goal is death. In palliative
sedation, the intervention is proportional to the
intensity of the symptoms and the therapeutic
objectives. Thus, when correctly indicated, it does
not constitute a “strategy” to achieve the same
objective as euthanasia. However, according
to the most recent literature, the principles of
intentionality, proportionality, and double effect
are the most commonly used to distinguish
palliative sedation from euthanasia/physician-
assisted suicide #2444,

The principle of proportionality assumes
that the risk of causing harm is directly related
to the severity of the patient’s clinical condition
and the expected benefit of the intervention.
In other words, in palliative sedation,
the gravity of sedating a patient to the point
of unconsciousness outweighs severe suffering
when other interventions have failed. In turn, the
principle of double effect assumes that, as long
as the intention of the intervention is to achieve
a beneficial result, harmful consequences are
justified. In short, the intention of palliative
sedation is good (to alleviate suffering), insofar
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as it does not intend harm to the patient; that is,
the good consequence is not obtained through
the bad (the relief of suffering does not imply
patient death). Finally, there is proportionality
between the good achieved and the harm done,
under the principle of human dignity, of not
prolonging life beyond what is reasonable and
providing comfort and quality of life care to
the patient 424446,

To prevent any ethical conflicts, all international
recommendations, including those of the
Portuguese Bioethics Association, advise that—
whenever possible—the patient’s free and
informed consent should be obtained, assuming
that they are in full possession of their mental
faculties. Palliative sedation is therefore essential
to ensure the dignity of patients in the final stages
of life, particularly when there are difficulties in
managing symptoms and intolerable suffering.
As Dame Cicely Saunders, the founder of
palliative care, stated: human suffering is only
intolerable when no one cares?’.

End-of-life care

End-of-life care represents a clinical and ethical
challenge, as patients and family members may
face several uncertainties. In the final stage of
life, with multiple distressing symptoms, infection,
anorexia-cachexia, fatigue, delirium, several
controversial issues arise, such as the place of care,
use of antibiotics, blood transfusions, parenteral
nutrition, placement of a nasogastric tube, among
others 2. At the end of life, the decision between
implementing measures to prolong life or comfort
care is extremely difficult for both physicians,
the team, patients, and their families 2%,

Decision-making at this stage is challenging,
particularly in scenarios such as cardiopulmonary
arrest, the need for mechanical ventilation, artificial
nutrition and hydration, the initiation of palliative
sedation, and/or the initiation/suspension
of treatments considered futile and useless
(e.g., hemodialysis) 2“8, As such, therapeutic
adequacy represents an ethical imperative in
PC“. Concerning patients with irreversible clinical
conditions, the principle of primum non nocere
requires us to rethink the care objectives to provide
a dignified and compassionate end of life. In no way

should the limitation of therapeutic effort be seen
as abandonment, since it is a matter of providing
comfort and relief from suffering®. It is this ethical-
clinical context that justifies the focus on treating
symptoms, with the patient’s desires and values
always underlying this approach“. Treatments
should always be proportionate to the patient’s
current clinical condition and stage of the disease,
with the primary goal of achieving the best possible
quality of life 4%,

Another issue that raises several ethical
questions is artificial nutrition and hydration
in end-of-life care. Nutrition and hydration are
considered essential to human survival. When the
patient’s clinical condition deteriorates, changes
in consciousness may occur, with loss of the
swallowing reflex, making it difficult to maintain
safe nutrition and hydration. Artificial nutrition
and hydration can be administered enterically via
a feeding tube or parenterally>.

Withholding food and hydration from patients
in a persistent vegetative state or terminally ill
patients is one of the greatest challenges in end-
of-life care, both for healthcare providers and
for patients and their families. They should be
carefully informed that not eating will not lead to
death; rather, it is the process of dying that induces
refusal to eat .

Generally, terminally ill patients who cannot
eat refuse artificial nutrition and hydration 2.
Initiating these interventions against the patient’s
will violates not only their autonomy but also
the principle of non-maleficence, since they can
cause harm by prolonging the dying process or
aggravating pulmonary edema, pleural effusion,
respiratory secretions, ascites, or anasarca,
resulting in dyspnea or pain. Patients, family
members and providers can consider the
continuation of hydration/nutrition as a humane
and non-costly support intervention that
represents (and can actually constitute) a means
of reducing suffering. Often, patients will request
relief from suffering and will not give guidance on
hydration and nutrition; in these circumstances,
family members and healthcare providers should
work to reach a consensus on what constitutes a
morally acceptable plan, based on the patient’s
best interests 2.
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Final considerations

symptom management is a key pillar of
palliative care. Good medical practice requires
that symptom assessment and treatment at the
end of life, with the aim of alleviating suffering,
be carried out in an irreproachable manner.
PC constitutes holistic care, that is, it looks
at the patient as a whole and the assessment
of each symptom addresses not only the

physical, but also the psychological, social, and
spiritual dimensions.

Palliative patients are best cared for under a
person-centered, not disease-centered, approach
that avoids artificially prolonging life at any cost.
Patients must be recognized as leaders of their
own life and have their right to self-determination
and privacy respected. Clinical practice based on
ethical principles is fundamental for the routine
work of a palliative care team.
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