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Abstract This article discusses ethical issues related ® e¢hd of human life,
presenting data from the Netherland and Belgiumyntiees that have specific
legislation and public policies related to euth@gsactice. It highlights, particularly,
Belgium experience regarding the introduction witthe health system of the palliative
filter procedure in face of euthanasia requestsifcompetent patients who are in their
final stage of life. It concludes by indicating thdespite persistence of the so-called
‘casus perplexus’, that is, of not giving up onheuasia request, the proposal of
palliative care becomes irrelevant and uncalledrfanany of these requests.
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The moment the Brazilian medicine launches it néade of Medical Ethics (CEM)

on April 13, 2010 we considered appropriate to pegpsome reflections based on the
experience of other countries, particularly Belgiamd The Netherlands, dealing with
polemical ethical issues on end of life. The neBMCpredicts a differentiated ethical

approach with patients in the final stage of life prevent the practice of dysthanasia
and enhance palliative care.

At the Federal Council of Medicine (CFM), the Teah Chamber on End of Life and
Palliative Care, which acts since 2005, has remdengortant service in the context of
the Brazilian medicine in terms of promoting praiesal ethical education. The
highlight of this performance, without doubt, whs €laboration of Resolution 1805/06
of the CFM, stillsub judice? Without it, whose publication has generated extens
debate in the Brazilian society on ethical issueked to the end of human life
(orthotanasia, dysthanasia, euthanasia and padliatire) the updates related to ethical
decisions certainly would not have been approvatiemew CEM regarding the end of
life - that medical organizations from other coiegrhave already incorporated in their
assistance in the field of health.



To illustrate this assertion on how the new EMCradses the ethical issues regarding
terminality of life, we emphasize some principlagicles and paragraphs in the code
that strive to preserve the indispensable respeticare. Principle XXII , for example,
notes: In irreversible and terminal clinical situationshe& physician will avoid the
performance of unnecessary diagnostic and therap@ubcedures and will provide to
the patients under his attention all appropriatellipive care Art. 41 forbids the
physicianto shorten the patient's life, even at his requesat the request of his legal
representativelts sole paragraph indicates that in the casescofable and terminal
disease , the physician shall provide all palliativare available without undertaking
unnecessary diagnostic or therapeutic or recalcitractions , always taking into
consideration the express will of the patient ar, his impossibility, of his legal
representative.

Finally, through the new Code of Medical EthicsaBlian medicine breaks the silence
of the cultural denial of death and enters th& @intury by accepting the principle of
human finitude. In the above code, of 1988, comsilleadvanced for its time, the
dimension of human finitude is not even mentioneabrag the nineteen principles
listed, but we were experiencing a remarkable callttnoment of denial of death.

In 2002, The Netherlands and Belgium were thé iosintries to legalize euthanasia in
the context of health care, on very similar legadvgsions . The Netherlands had an
institutionalized practice which, although not Iegavas tolerant in relation to
physicians who practiced euthanasia for at ledsicade before the legalization. Also in
Belgium these discussions echoed significantly. iAteresting article entitledrhe
development of palliative care and the legalizatioh euthanasia: antagonism or
synergy, published in the British Medical Jourrfaldescribes how these two areas of
health care, deeply polemic from the ethical pahtview, grew side by side with
mutual benefits in that country. The authors shboat talthough both procedures -
palliative care and legalized euthanasia - aredbasemedical and ethical values, such
as patient’s autonomy, the beneficence of the ocseggand the non-maleficence, are
often viewed as antagonistic causes.

The popular perception, for example, is that theseaof palliative care refers to the
scope of the most religiously motivated persons thiadl the defense of euthanasia, in
contrast, would be an area reserved for atheistgoostics. The European Association
for Palliative Care expressed concern to that gffearning that with the legalization of
euthanasia in The Netherlands and Belgium in 2@8@2slippery slopewould begin
resulting in damages to vulnerable patients, sgctha elderly and people with special
needs, which would impede the palliative developmeith euthanasia as an
alternative.

However, data from those countries, after the leghbn of euthanasia, seems not to
confirm this reality. Research conducted in Belgitagarding decisions that curtail the
life of patients at the end of life, including eafttasia or medically assisted suicide,
show no correlation with the low utilization of pative care and that such decisions
often occur in the context of multidisciplinary eanealth*>. These findings allow to
assume that the reflection on terminality of lifecempasses aspects directly related to
palliative care to the patient, and is not restdcto shortening of life, as if can be seen
below.



This article, after presenting the situation of thgislation on euthanasia in the so-
called "Netherlands”, Holland and Belgium, hasitasfundamental objective the
presentation of the Belgian experience on thequtoe of the palliative filter against
requests for euthanasia by competent patients aidea final stage of life. Before
presenting the framework of the legal context ahthe public policies of Belgium and
The Netherlands on euthanasia, it is suggested thaknow the specificity of the
legislation in those countries it is recommended thading of the worlCurrent
problemsof bioethics by Pessini Barchifontain& in which these laws are fully
reproduced, in the section of attachments Thisesfirst work on bioethics in public
health published in Brazil.

Current situation of the euthanasia practice in TheNetherlands

Article End-of-life practices in the Netherlands under ¢éthanasia act, published by
Agnes van der Heide and colleagues in 2006@ New England Journal of Medicine
brings data on end of life practices in The Netaatk. Shows that in 2005 from the
total deaths occurred in the country, 1.7% resuftedn euthanasia and 0.1% of
medically assisted suicide. Interestingly, theseq@ages are significantly lower than
those recorded in 2001, when 2.6% of all deathsvilee result of the practice of
euthanasia and 0.2% of medically assisted sui€eall the deaths, 0.4% resulted from
the end of life without an explicit request by thegient.

The deep and continuous sedation was used in adigurnwith a probable expediting
of the death in 7.1% of all deaths in 2005 a pesgmn significantly higher than the
5.6% in 2001. In 73.9% of all cases of euthanasiassisted suicide In 2005, life was
ended using neuromuscular relaxants or barbitur@emids were used in 16.2% cases
and 80.2% of all cases of euthanasia or assistediswere recorded.

In The Netherlands, the number of cases of eutmreasl assisted suicide in 2005
totaled 2,297 and 113, respectively, totaling 24a8es. Review committees evaluated
1933 of them, which corresponds to 80.2%. In 2@sdlse physicians were asked about
the reasons for not registering the practice ofi@uasia in the records and in 76.1% of
them answered that did not consider their actbbseaiating life. Other reasons alleged
were that the physicians had doubts if the carefiieria for the practices were
followed (9.7%) or if the professional considerée procedures adopted at the end of
life as a private agreement between the physiamhpatient (6.65). When asked about
the choice of the most appropriate term for casassified as euthanasia or assisted
suicide, 76.2% of physicians have chosen euthanasgsted suicide or ending life.
Practices of end of life in the remaining casesemeamed asymptoms relief or
palliative or terminalsedation’.

Belgium Legislation

Some definitions contained in the Belgium legislaton euthanasia, promulgated on
September 22, 2002, enable us to better understhatlis, in essence, the proposal for
the filter implementation of palliative care upoaquests for euthanasia. As to the
definition of euthanasia, art. 2 specifies tfuatthe purposes of this law, 'Euthanasia’ is
defined as the act performed by third parties wiebberately put an end to life of a

person at the request of this persofrt. 3, section 1, defines the conditions for



performing euthanasia, specifying tltae physician who performs euthanasia is not
practicing an illegal act if he is satisfied that

* The patient is an adult or emancipated minor anegally competent anc conscious
at the moment of making the request;

* The request is made voluntarily and weighted r@adfirmed, and is not the result of
external pressure ;

* The patient is in a hopeless medical conditioxd @omplains of constant and
unbearable physical or mental suffering that catmeoalleviated, resulting from a
serious and incurable disorder caused by illoesgcident;

* He has respected the conditions and proce@sresovided by this law.

Section 2 contains a description of well defineddibons of the requirements to be
respected by the physician who practices euthan@kia should in the first place and
in all cases:

1. Informing the patient about his health conditiand life expectancy, discuss with
the patient his request for euthanasia and the iptesstherapeutic and palliative
courses of action that may still be considered,wadl as the availability and
consequences of palliative care. Together withpigent, the physician must come
to the belief that there is no other reasonablermlative to the patient’s situation
and that the patient's request is completely valynt

2. Having given the persistent nature of physaramental suffering of the patient as
well as his reiterated desire. With this goal, teysicianshould perform various
interviews with patient, at a reasonable intertating into account the evolution of
the patient's condition;

3. Consult another physician about the serious amclurable character of the
disorder, specifying the reason for the consultatidbhe physician consulted should
review the medical record, examine the patient mndt be certain of the patient’s
constant and unbearable physical or mental suftetihat cannot be alleviated.
After that, he should write a report about what Hisdings. The consulted
physician must be independent of both the patisntha physician in charge of
treatment, as well as competent regarding the gdathcal condition of the patient.
The attending physician shall inform the patierdoat the results of that
consultation;

4. If a team is involved, the attending physiciagponsible for the treatment shall
discuss the patient's request with the team or sothe of its members;

5. If the patient so wishes, the attending phgsighould discuss the request of the
patient with his relatives, appointed by the pattie

6. Be certain that the patient has had the oppotyuo discuss his request with them.

Palliative filter for the requests of euthanasia bycompetent patients at a terminal
stage

The procedure of the palliative care filter is lthe® the experience of the Belgian /
Flemish Federation of Palliative Care. This plwiadi organization has performed a
very active role in that country, in the sense tiedlth services provide palliative care
for all who need them and defends the initiativencfuding the palliative filter in the
Belgian law on euthanasia.



The procedure of the palliative filter comes frdme tdea that one should do whatever is
possible to support and assist the competent patien in a final stage of life and asks

for euthanasia. This support should be extendetidw families. The purpose is that

such an active and integral approach of palliatiaee may make it irrelevant in many

cases, the own request for euthanasia, allowingalient to die without the shortening

of life.

The purpose of the filter of the palliative caregasensure that all health professionals
(physicians, nurses, experts in palliative cart) &out the request of euthanasia and
the alternatives of palliative care. Thereforegecar a patient requesting for euthanasia
must include the consultation with a team spewdliin palliative care, aiming to
analyze his real needs.

The question of pain and suffering is one of thallehges always present and the
proposition of relief therapies becomes an ethiogkrative . Thus, it is necessary to: a)
provide tor patients in a final stage all meansrafef and control of distressing
symptoms; b) recognize that patient care and thef i his suffering is not merely a
medical issue, c) the care provided aims to phiswantal and spiritual wellbeing and,
in this perspective, all professions have sometbpegific to contribute in an effective
and sensitive approach to the patient and his yamil

For this reason, the physician must request, vaelyén the process, for the expertise of
a palliative care team to discuss palliative pabsds and apply them to alleviate the
suffering of the patient as much as possible. Wihdsecomes clear that pain and
distress cannot be adequately tackled using ngpalhative methods, the technique of
palliative sedation may be considered. The mosjuieat reasons to introduce the
sedation are delirium, the dyspnea and pain, lmd psychological symptoms can be
taken into account.

When the shortening of life is requested

A request for euthanasia and, above all, a sighttteapatient sends to elucidate his
vision about being ill, in physical pain or the pislity of deterioration that can occur
in a hopeless situation. Thus, each request muspée to discussion even if the patient
is still medically away from the final stage. Iltessential that the health professionals
involved express their wish to listen to the pdtimguesting euthanasia while, at the
same time, they must ensure that their decisiontii@ option is based on a free,
autonomous, free and informed choice. At this ptietfollowing questions should be
made:

«  Which motivation is on the basis of this requestdothanasia? Is this a request to
really put an end to his life or is the patient gieg for sensitive counseling in the
last days or weeks of his life?

* Has the patient sufficient information (e.g. ghasis and prognosis) that could
support the request?

* Is the patient mentally competent when makirggréquest?

* Has the patient discussed the request of eusieanath others?

e Is the request volunteer? Is not there any quesif any form of coercion or
pressure?



When is it the case of providing a palliative procgure?

When considering the need to start the palliatirec@dure, it is essential to take into
account several aspects which can be synthesizéé ifiollowing steps:

a. Practical possibilities of palliative care are dissed to exhaustion by the physician
responsible with the palliative care team of theitation

* What diagnosis and prognosis are given for theadise
* What suggestions can be offered in terms afttnent of symptoms?
* What alternative treatments may still be offet@the patient?

b. The patient is fully informed by the physician tleasists him about all aspects of
his health situation and the existing possibgitn palliative care.

In these cases the patient will have the suppoearh of palliative care, as well as the
clear opportunity to consult with this same teamug, he shall be informed about with
who he can ask questions, what kind of care heegpect and what happens if he will
no longer can decide on its own.

c. If the patient so wishes, the physician will disctise request for euthanasia with
friends and family he shall appoint

Under these circumstances it is important that ghafessional makes sure that the
patient may answer the following questions:

* How does he understand the situation of higgd#?

« What information does he have about the diseadehe prognosis?
*  What does he know about the possibilities ofiggate care?

« What his relatives think about his request fathanasia?

e How his relatives can receive support?

d. The attending physician will thoroughly discuss thquest of euthanasia and the
situation of the patient with the nursing staff.

Nurses must know that they have the right to foltbeir own conscience in relation to
the request of euthanasia and may exercise th@ctain. The possible involvement
with the practice of euthanasia can never go beyamsing care; they can deal with the
emotions that a request of euthanasia causes.

This procedure, just described, ensures that ttssilpbty will be offered of good
palliative care to all patients on a terminal sttt need it.

e. And if the request for euthanasia shall persist?
The experience of the palliative care teams shdwas an active and full approach

(including sedation) can, in many cases, make oheitation for euthanasia irrelevant,
allowing patients to die naturally, without shoitentheir lives.



The intention is that the palliative filter proceduvorks as a preventive measure in
relation to requests for euthanasia and offers &&surance of adequate protection of
the human person. The palliative sedation seemgot® as an extremely valuable
alternative to the practice of euthanasia, reduting minimum the so-called cases of
necessity (casus perplexus). If in rare and exaeaticases, shall happen such states of
need, the physician may face a dilemma of conseidncthese extremely dramatic
situations we respect the decision consciouslyrtéiyethe physiciafi

Observations in relation to the Belgium palliativefilter

The ethical debate about euthanasia in BelgiumTdrel Netherlands takes to realize
that hereinafter the health professionals will glsvee more confronted with requests of
this nature, as well as those aimed at allevigbag and suffering. The procedure of
the palliative filter used in Belgium, contributes greater transparency in relation to
development of practical guidelines written on ngatlidecisions at the end of life.

What is in tune with the world trend of the modenedicine : draft guidelines that

orient physicians in limit and critical situatiors health care . The need for such
guidelines, besides being important and useful asaatical guide of intervention in

critical health care , serve as the benchmark afityun the care of health care.

The international recognition of need for practigaldelines aimed at how to deal with
requests from patients for interventions at the @mntheir lives is recent. A study shows
that 63% of hospitals Belgian / Flemish have ethicadelines on euthanasia, which is
facilitated by the fact that in those countriesr¢his legislation on the subject. Christian
hospitals implement palliative care and the procedaf the palliative filter is
interesting in this aspect. In relation to the pracof euthanasia, they make what is
called aconscientious objectigme., they do not practice it.

Although the procedure of the filter of palliativeare is primarily oriented to the
practice, its clinical application shows that thelds of medicine, ethics and law are
interrelated. The health professionals will uge itmprove the quality of care offered. It
is observed that their decisions about end ofdre not purely technical and medical
but also ethical, since in its substance they detl human values and require careful
ethical discernment, such as human dignity, sefdiéep quality of life - values that
transcend clinical scientific discourse.

The approach used in the procedure of the filtgzadliative care ilinical bioethics®.
It focuses on the ethical aspects of factual dihisituation , with the attention to
personal and professional expectations of the hhgadifessionafs

It is interesting to note that except in The Netmis there are no studies about the
experience of health professionals with practidalical guidelines on the end of life
care. The contribution of these professionals iserfreme importance because it
focuses attention on important aspects of the obrated objectives of the guidelines.
This means that health institutions shall concepadliative care as an active and
integral approach to be adopted in patients in iteimstage. The request for the
procedure of filter of palliative care is only ciiele if it is sufficiently developed and
structured in the context of health care institagiowhether they are hospitals, clinics
and / or ambulatory.



We need, however, to remember that the procedutieedfilter of palliative care is not
an answer to all clinical problems. One of the naifficult situations is that in which
that patients requesting for euthanasia and reheseise of any palliative measure. In
these cases, there are clinical conditions andngiiess to provide palliative care,
refused by the patient. As previously mentioneds th called as &asus per-plexus
Another aspect to be highlighted is that this pdoce is specific only to patients who
are competent and in final stage of life, and nrea be applied to meet requests for
euthanasia in patients for other reasons.

Final comments

It grows in Brazil the interest of medicine for tpeactice of palliative care. Some
programs of palliative care are applied in publnstitutions - which number is
increasing significantly - and we have already s@veublications on the subject. In the
first case it is important to highlight the work ofganizations like the National
Academy of Palliative Care and the Brazilian Sgciet Palliative Care, which since
2004 and 1997, respectively, militate in the area drganizing conferences,
symposiums and developing guidelines on actingisltessential to indicate the
contribution of reflection held in the framework thie Regional Council of Medicine
of the State of Sao Paulo (Cremesp) which resuttede publication on palliative care
in September 2008 as well as the own National Academy of Palliat@re which
released a manual in May 2009.

In large part, the movement toward the practicdigisle care is driven by the
development of technological medicine , which, gFgping its limits in terms of not
achieving a cure in many cases, it ceases to inhesapeutically to not harm the
dignity of people. Death is not a disease and shoat be treated as such. By keeping
this mentality, we will be willing to find a cureif death, which is impossible.

In parallel, the philosophy of palliative care shsothat one can establish a healthier
relationship with the reality of the end of lifeyewcoming the fears and taboos that
present death always as an enemy, a failure ofatewe of professional incompetence.
In spite of the cultural differences, always preésand which give also different
solutions depending on the particular the contiéx important and healthy to know
how other countries are responding to the fundaahéniman need of humanize care at
the end of life in the dimension of their publiclip@s. It is the case examined in this
reflection on palliative care , which considered thality of the two countries that have
legalized euthanasia.

We are not sick people nor victims of death: ithealthy to be pilgrims in
existenc”.But this does not mean that we can passively acath as a consequence
of disregard for life, due to violence, accidentsl & or poverty. In this context, it is
necessary, if not indispensable, to always cukivatholy ethical indignation. This
attitude in relation to contempt for life is thel@lible mark of our humanity.

However, we must bear in mind that if we can beedwf a disease classified as mortal,
we cannot abstain from our mortality. When we fortpes fact, we end up falling into
technolatry and absolutization of biological lifédnfluenced by these mental
representations we foolishly seek for the curedatll and do not know what else to do
with patients who come close to farewell to lifé.i$ the therapeutic obstinacy



(dysthanasia) postponing the inevitable, that aoldly more suffering to the sick,
confusing quantity of life with quality of life.

A thought of Cicely Saunders, the great pioneethef modern movement diospice
well translates the essence of the philosophy Ofapae care:l care because you're
you, | care until the last moment of your life and will make everything within our
power not only to help you to die peacefully, dabdor you to live until the dying day
Y1 This inspired and compassionate reflection cofne® newly-found wisdom on
terminality of life, which includes acceptance assimilation of human life care in the
final goodbye.

Such reflection emerges as the Aristotelian wawidile between the two opposed
limits. On one hand, the deep conviction of mténtionally shorten lif§euthanasia):
on the other hand, the vision feot prolonging the suffering

and postpone deatfdysthanasia). Between the non abbreviation aadtmn extension
is you will love himwith his pains and rewards

It is a difficult challenge to learn to love thetigat in the final stage of life without
requiring return, with the gratuity with which weve a baby, in a social context in
which everything is measured by merit! However obefsuch a mission we should not
forget that human suffering only becomes intolezalthen nobody cares for it. With
the same zeal with which we cared at birth, must &k cared to die. We cannot forget
that the key to dying well is in good living

Resumo

Lidando com pedidos de eutanasia: a insercao dotfib paliativo

O presente artigo discute questdes éticas relatasnaom o final da vida humana,
apresentando dados da Holanda e Bélgica, paisegogsaem legislacdo especifica e
politicas publicas em relacdo a pratica da eutand¥®staca, de forma especial, a
experiéncia belga a respeito da introducdo, nersstde saude, do procedimento do
filtro paliativo frente a solicitacdes de eutanasipartir de pacientes competentes e em
fase final de vida. Conclui apontando que néo olsta persisténcia dos chamados
casus perplexussto €, a ndo desisténcia da solicitacdo de eutgnasproposta de
cuidados paliativos torna irrelevantes e desnedassauitas dessas solicitagdes.

Palavras-chave:Eutanasia. Cuidados paliativos. Direito a morrer.

Resumen

Tratando con pedidos de eutanasia: la insercion déltro paliativo

El presente articulo discute cuestiones éticasciogladas con el final de la vida
humana, presentando datos de Holanda y Bélgicaepajue poseen legislacion
especifica y politicas publicas en relacion a lacfica de la eutanasia. Destaca, de
forma especial, la experiencia belga a respecttadatroduccion, en el sistema de
salud, del procedimiento del filtro paliativo frerd solicitudes de eutanasia a partir de
pacientes competentes y en fase final de vida. [Gpa@puntando que no obstante la
persistencia de los llamadessus perplexusy sea, el no desistir de la solicitud de
eutanasia, la propuesta de cuidados paliativos torelevantes e innecesarias muchas
de esas solicitudes.



Palabras-clave:Eutanasia. Cuidados paliativos. Derecho a morir.
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