Ethics related to therapeutic decision in cases of
extreme prematurity

Andrezza de Lemos Bezerra?, Giselle Machado Magalhdes Moreno?, Adriana Carla Costa Ribeiro Clementino 3, Anna Paula Chaves Chagas*,
Isis Suruagy Moura ®, Josimdrio Silva ®

Abstract

Limits of viability for premature infants and survival with minimal consequences are current themes of great
importance for ethics and bioethics. Extreme prematurity may result in many consequences and chronic inju-
ries that limit the infant functionality. When prolongation of a very immature newborn’s life is opted, there is
a greater exposure of premature infants and their family to pain, distress and physiological stress situations.
The present review approaches ethical aspects related to this decision-making, considering the limit of via-
bility and neuromotor sequelae derived from extreme prematurity. At present, it is considered not only the
survival of extreme premature infants, but also the maintenance of their quality of life, since they are more
likely to have sequelae at short, median and long time.
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Resumo
Etica na decisdo terapéutica em condi¢des de prematuridade extrema

Os limites de viabilidade na prematuridade e a sobrevivéncia com minimo de sequela sdo temas atuais de
grande importancia ética. A prematuridade extrema pode resultar em inimeras sequelas e danos cronicos
que limitam a funcionalidade. Ao se optar pelo prolongamento da vida de recém-nascidos muito imaturos,
ha maior exposi¢cdo do prematuro e da familia a situa¢des de dor, desconforto e estresse. A presente revisao
trata dos aspectos éticos relacionados a essa tomada de decisdo considerando o limite de viabilidade e as se-
quelas neuropsicomotoras decorrentes da prematuridade extrema. Atualmente, a questao gira em torno da
importancia da valorizagdo ndo s6 da sobrevivéncia desses prematuros, mas também da manutencdo de sua
qualidade de vida, uma vez que sdo mais predispostos a sequelas em curto, médio e longo prazos.
Palavras-chave: Prematuro. Etica. Recém-nascido de peso extremamente baixo ao nascer. Desenvolvimento
infantil.

Resumen
Etica en las decisiones de tratamiento en condiciones de prematuridad extrema

Los limites de la viabilidad de la prematuridad y la supervivencia con secuelas minimas son las principales
cuestiones éticas de actualidad . La prematuridad extrema puede dar lugar a numerosas secuelas y dafios
cronicos que limitan la funcionalidad. Cuando se opta por la prolongacién de la vida de los recién nacidos muy
inmaduros, aumenta la exposicidn del prematuro y de la familia a situaciones de dolor, malestar y estrés.
Esta revision discute los temas éticos relacionados con esta toma de decisidn teniendo en cuenta el limite de
la viabilidad y las secuelas neuropsicomotoras como consecuencia de la prematuridad extrema. En la actual-
idad, la cuestion gira en torno a la importancia de valorar no sélo la supervivencia de los bebés prematuros,
sino también el mantenimiento de su calidad de vida, ya que son mas propensos a las secuelas en el corto,
mediano y largo plazo.

Palabras-clave: Prematuro. Etica. Recién nacido con peso al nacer extremadamente bajo. Desarollo infantil
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Palliative care (CP) are a set of practices and
discourses facing the final period of life of patients
with no therapeutic possibilities of cure. This new
health specialty reflects the paradigm shift and con-
cepts on the human body, illness and death *. The CP
does not have curative purpose or seek to extend or
advance the death of the patient, since its focus is to
control signs and physical and psychological symp-
toms own advanced stage of the incurable disease
and improve quality of life 23.

According to the World Health Organization
(WHO), in concept defined in 1990 and updated in
2002, palliative care consist of active and compre-
hensive care to patients whose disease no longer
responds to curative treatment. The main objective
is to ensure better quality of life both for patients
and their families. Palliative care is intended to con-
trol the pain and other symptoms, preventing the
patient from suffering .

The practice is still little discussed, and even
neglected in many countries. It is necessary deter-
mination and social policy, in order to create public
policies and introduce practices for offering well-be-
ing and quality of life for these patients as well as to
provide them with full and dignified care as much as
possible until the end of life °. Take care of these pa-
tients involves acts of responsibility, solidarity and
dedication, as well as skills and abilities concerning
the interpersonal relationship. It is important that,
in its operations, health staff to recognize the indi-
vidual who will provide assistance - what are your
needs and limitations - enabling thus adopt conduct
humanistic and sensitive to it ©.

It is necessary, therefore, to think the as-
sistance and care from the construction of new
meaning to these terms, more comprehensive and
integral, which can overcome the dominance of
mechanized practice and recover the value of hu-
man existence. In a world devoted to the care, the
attention paid to the individual considering how to
act, think, feel and express ’.

In view of the professional-patient-family rela-
tionship, the focus of care should not be directed
only to the person terminally process, but the whole
family group &, since the family must also be care-
ful, given its auxiliary role in patient care activities.
Therefore, we can say that at that stage, the health
team must also look back to the family that prepares
to lose your loved one °.

Considering the problems that arise with the
care at end of life, exposes the need to deepen the
debate about the proximity of death and human

terminal illness, in order to assess the evolution of
practices of society and ethical conduct of health
professionals with respect to palliative care. This de-
bate is motivated by the possibility of giving greater
visibility to the theme in order to provide theoretical
basis for the construction of arguments that condi-
gam with the incorporation of bioethical references.

Method

This is a literature review study conducted by
specialized literature survey on “palliative care”,
“bioethics”, “terminal care”, “death” and “regret”.
Various databases were used, as Brazilian and for-
eign bibliographies, which included not only pub-
lished books and articles, but also academic works.
In databases the above descriptors were explored.
In terms of the cut needed for the construction of
this scientific work, it was decided to not define the
timeframe, as palliative care is relatively new topic
in the history of public health.

Palliative care: brief digression

For a long time, patients out of therapeutic
possibilities of cure were forgotten by the health
services, since the biomedical model, widely used
at the time, did not care about the quality of life of
patients, whereas the main focus of medicine was in
healing the sick %1, The effects of this reductionist
conception of biomedical paradigm brought up eth-
ical questions about the care provided to terminally
ill, which led to the emergence of social movements
for death less painful, more dignified and with great-
er autonomy for the patient, thus allowing develop-
ment of palliative care °.

Palliative care developed largely due to the
excesses committed by tecnologicista medicine,
leading the patient to a final medicalized life and
full of suffering, as opposed to the quality of living.
The process of growing medicalization of death in
the cold environment of hospitals established what
critics of “modern death” and palliative care often
called “therapeutic cruelty”. This situation is related
to the ideas of “futility” and “therapeutic obstina-
cy”, used to define the excess of technological re-
sources, apparently with curative purposes, who
value the continuity of life of the patient, even if it
brings the effect of increasing its suffering 2.

Considering the above, it is understood that
for a long time, health professionals had attitudes
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rather sedimented in a mechanistic conception of
life, which is why you can now observe the numer-
ous difficulties in recognizing the complex and mul-
tidimensional reality of health care. It was precisely
this mechanistic thinking that led to the biomed-
ical model, according to which the body was seen
as machine and the disease, as damage to the ma-
chine, and doctor’s exclusive function repair / heal
the damage caused .

Faced with the challenge of the growing medi-
cal power conveyed by the movement in defense of
euthanasia and criticism of the “therapeutic cruel-
ty” of patients, practitioners were taken to position
itself on the production from the care given to the
patients, so that palliative care have grown in sig-
nificance 2. However, Pessini '* states that the care
provided to patients without therapeutic possibilities
of cure occurs since antiquity. According to him, the
first records of palliative care date back to the fourth
century of the Christian era. However, care for the dy-
ing distinguished considerably the CP we know today.

At that time, assistance to people in the final
stage of life was based on hospitality and mercy
practiced by ordinary citizens. Only later this charac-
teristic of hospice movement of antiquity was taken
over by the Church, which started to take charge of
caring for the poor and sick, a fact that continued
throughout the Middle Ages ™.

It was only in the twentieth century that palli-
ative care became institutionalized model of health
care. This occurred in London, England, with the
creation in 1967 of the first modern hospice - the
St. Christopher Hospice - the nurse, doctor and so-
cial worker Cicely Saunders. Considered a pioneer
in palliative care, she has devoted his working life
to cancer patients in the terminal phase, in order to
give them a dignified death, spreading the concept
of caring and the proposal to keep the focus on the
patient’s needs until the end of his life 121>,

Before St. Christopher foundation existed oth-
er hospices for the terminally ill. However, in them
there was concern for the relief of suffering or with
improved quality of life of the sick, whose suffering
(physical, psychological, social and spiritual) were
often ignored by the staff who attended the &4,
Thus, palliative care emerged over time as a result
of broad changes in social relations and representa-
tions of the death and dying process, as well as due
to changes inherent in the medical field *2.

Initially, the practice was almost restricted to
cancer patients and terminals; however, in the late
1980s, the CP gained visibility and became key issue
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of public health, including those with an iliness that
causes severe pain and other physical, emotional or
spiritual symptoms that acarretassem suffering and
that would make the life intolerable %2, In 1990,
WHO defined palliative care, emphasizing and facil-
itating their application. In 2002, the concept was
reviewed and its definition, readequada the new
perception of the dying process *.

In Brazil, Rio Grande do Sul was the first state to
have the Palliative Care Service . But only in 1997,
with the founding of the Association of Palliative
Care (ABCP), took up the initiative to introduce and
promote the CP by training health professionals 7.
the following year, the Ministry of Health launched
the National Cancer Institute (INCA) its first Hospital
Palliative Care Unit, whose philosophy was later ex-
panded to other institutions and states #%°, In 2005,
a group of doctors founded the National Academy
of Palliative Care (PCNA), in order to stimulate the
performance of palliative care professionals in the
country ¥, And December 12", 2006, the Technical
Board was established in Pain Control and Palliative
Care by the Ministry of Health 2.

Although the history of palliative care is rela-
tively recent in Brazil, the trajectory of this discus-
sion has contributed to the knowledge of health
professionals on the philosophy provided to pa-
tients no healing prognosis, thus favoring the care
process and valuing human.

Nearness of death and the human terminal ill-
ness

To Eizirik, Kapczinski and Bassol 2!, death is the
power over which we have no control; is for us in-
domitable and unknown. It is also a social fact in-
herent in human life, as well as birth, hunger, thirst,
sexuality, laughter, and as such, has meanings that
go beyond their representativeness 2.

In

The word “terminal” has many meanings.
One of them relates to the patient which is the final
stage of a disease, so near death 3. Borges et al %,
the perception of death in the patient’s vision of the
terminal is different in each stage of the life cycle.
According to the authors, childhood, death can be
represented as are modified thought and language.
For the adult, death may depend on the physical and
psychological experience that is going on. Already,
for the elderly, death can be configured in the pros-
pect of greater resignation.

Most people are not prepared to face death,
including patients and their caregivers. The lack of
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knowledge about aspects related to end of life can
make assistance to terminally ill patients a terrifying
experience for many professionals. And the younger
the patient, the more difficult to handle the situa-
tion. Death is “expected” event for the elderly and
therefore, the degree of acceptance of death in
these patients is greater, because it is regarded as
the final stage of the life cycle .

Death did not reach the healthcare team in
the same way because of the perceived loss is deter-
mined by such factors as age, condition and death
primarily by the degree of involvement with the pa-
tient 2. However, although death is part of the con-
text of life and routine of the hospital environment,
the members of the multidisciplinary health team -
in general - are not prepared to face death and deal
with the loss of patients. Only safe individuals in re-
lation to their feelings, and natural attitudes toward
life and death, have reached the stage that gives
them understanding capacity to assist others 2.

As support Costa Lima and %, so you can give
appropriate assistance to terminally ill patients, it
is necessary to understand the reactions and be-
haviors that both patients and family members can
come before the approach of death. The patient
may react in various ways regarding their disease
and terminal illness of his life. You can either accept
or deny; may have the knowledge that is dying, but
emotionally feel unable to accept; or you can accept
it, but can not verbalize the situation .

According to Kubler-Ross %, the diagnosis of a
terminal disease is potentially a psychological factor
disintegration, causing patients and family mem-
bers undergo some stages emotional traits. Without
necessarily be a linear process, strict sequence, as
not all patients experience it in the same way], the
stages systematized by Kibler-Ross for monitoring
the process of dying of terminal patients, alleviating
their suffering.

First stage: denial and isolation

Denial is temporary defense mechanism in the
face of death. This occurs more often at the begin-
ning of the disease, and patients and families who
are prematurely informed of your diagnosis. The in-
tensity and duration of this stage depends on the
patient’s ability, and other people living with him, to
deal with this pain. In general, the denial does not
persist for long. However, some patients may never
exceed this stage, going from doctor to doctor, to
find someone to assist it in its position. The wisest
thing would be to talk about death with patients and

families before it occurs and in fact since the want,
because it is easier for the family to discuss these
matters in times of relative health and well-being of
the patient. Moreover, postpone this conversation
does not benefit the patient in any way.

Second stage: anger

This stage may be related to impotence and
lack of control over one’s life. It is very difficult to
deal with the patient at this stage: it demands, reb-
els, calls continuous attention is critical and has be-
havioral explosions if not met or feel misunderstood
and disrespected. It is important that at this stage
there is understanding of others on anxiety turned
into anger in the patient who had to stop the activ-
ities of your life because of illness. Patients in this
stage are difficult to treat. Generally rebel against
God, fate or someone close. A common question is
“Why me? Why is this just happening to me? “. Thus,
the management of patients who are at that stage
involves understanding that expressed anger can
not be seen as something personal .

Third stage: bargaining

In this phase, the patient usually tries to nego-
tiate with God implicitly or even doctors, going into
some sort of agreement to postpone its inevitable
outcome. Patients believe that, by being obedient,
cheerful and not questioning, the doctor will make
better. Normally, the person who is in this stage per-
forms promises in secrecy, with the possibility of be-
ing rewarded for their good behavior. In general, the
patient remains serene, reflective and docile %.

Fourth stage: depression

This phase occurs when the patient is termi-
nally ill and is aware of his physical weakness; there-
fore, can no longer deny his illness. At this stage, the
individual is often forced to submit to another hos-
pital or other surgery. Here depression takes charac-
teristic clinical picture: discouragement, disinterest,
apathy, sadness, crying etc. Previous attempts did
not work: deny to no avail; It revolt and make bar-
gains, either. Thus, you should leave it free to ex-
press his regret and so accept the situation more
easily 2. The patient is about to lose everything and
all who love, so it is important to pass the final mo-
ments with their families and loved ones.

Fifth stage: acceptance
Kiibler-Ross % comes to the conclusion that, in
the last stage, patients who have had the disease and
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were supported can get to that stage accepting the
process. Most of the time, the patient expresses great
tranquility and can remain silent. No longer experienc-
es the despair or reject your reality. This is the time
when the family will need more support, help and un-
derstanding, and the responsible staff to be aware of
the stage at which the patient is going through.

It is important to know the main factors in-
volved in the process of becoming ill and dying.
You can not give up the treatment of the patient,
because, feeling abandoned or unattended, he sur-
renders and gives up too. The patient will feel com-
forted to know that was not forgotten, even when
there is nothing else to do for him 7. At this point,
palliative care will meet the needs of terminal pa-
tients, since they may, instead, minimize pain and
suffering, and at the same time meet their basic hy-
gienic needs, nutrition and comfort, helping you to
maintain your dignity as a person.

Bioethics and legal aspects of death

The most appropriate situation for the con-
duct of the end of life is directly related to the hu-
man dignity and respect for their decisions about
the process of death and dying °. According Fabriz,
although the right to life constitutes inviolable pre-
rogative, should always be seen in the light of the
principle of human dignity: if life is a fundamental
assumption, major premise, dignity is absolutizes
due to a life that is only significant if worthy .

In turn, Kloepfer 3! states that the right to life
is, above all, the right to live. It covers bodily exis-
tence, biological and physical existence, which is
vital prerequisite to enjoy all fundamental rights.
Protection refers here to the individual life, not just
human life in general. Life is understood, then, in
purely biological and physiological sense.

The issue about the end of life, which mainly
involves the definition of the treatment of terminal
patients and the process of death and dying, implies
ethical dilemmas and impasses of a legal, causing
not only health professionals, but also students of
several areas, and even the lay public, think critically
about the ethical and legally appropriate course of
action before the terminal illness of human life 32,

Bioethics is defined as transdisciplinary nature
of reflection, focused primarily on the phenomenon
of human life on the great advances in technology,
biomedical sciences and care for the health of all
people who need it, regardless of their social con-
dition 33. The principialism is the most widespread

Rev. bioét. (Impr.). 2014; 22 (3): 556-64

current study of bioethics. According to Diniz and
Guilhem 34, was with the publication of the book
“Principles of biomedical ethics” by Beauchamp and
Childress * that bioethics has consolidated its theo-
retical strength by proposing four guiding principles
of the health professional: autonomy, beneficence,
non-maleficence and justice. Also according to Diniz
and Guilhem 3 the work represents the first suc-
cessful attempt to manipulate the dilemmas related
to moral choices people in health and disease, con-
sidering the approach to the patient and the deci-
sions to be taken in relation to your situation.

The principle of respect for autonomy is the
most relevant to bioethics, assuming that, for the
exercise of morals, the existence of autonomous
person is required *. The principle of beneficence
is what establishes the moral obligation to act for
the benefit of other. In the area of biomedical sci-
ences, concerns not only the technical-care point of
view, but also the ethical aspect 36. Already, in ac-
cordance with the principle of non-maleficence, the
health professional has a duty to intentionally do no
harm and / or damage to your patient ¥.

The principle of justice defends the right of all
people, both with regard to their status as human
beings who deserve consideration and respect, as in
regard to equal obtaining assistance and control the
distribution of limited resources for health and the
maximum benefits to the community *. in this con-
text, the concept of justice is based on the premise
that people have rights equal security, including the
rights related to the care of their health *°.

Despite this, the role of health professionals
in palliative care should turn to the relief of pain
and suffering, even though in certain situations
some procedures may influence the duration of life,
whether in your shortening or extension “°.

The main ethical distinction observed in pal-
liative care is given in monitoring the person in his
finitude process, in order to maintain their dignity
and relieve his suffering and pain at the end of life
bioethics 6. In this perspective, aimed to palliative
care and patients with no possibility of cure, eutha-
nasia are discussed, dysthanasia and orthothanasia.

Euthanasia

According to Pine and Barbosa *, the word
“euthanasia” comes from Greek and means good
death (I = good + thanatos = death). It was first used
in the seventeenth century, for his alleged creator,
philosopher and politician Francis Bacon English. Bi-
zatto *? states that, in practice, euthanasia is equiva-
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lent to medical action to shorten the lives of people
in a state of severe suffering from incurable disease
and no improvement prospects with the patient
sentenced to progressive death. What is nothing
more than promoting death by conduct able to em-
ploy efficient means to produce death in these pa-
tients, interrupting his life.

Euthanasiais intended to lead to the withdraw-
al of functioning by considerations taken as human-
istic; however, is ethics violation and illegal conduct
by Brazilian law *. In the developed world, the prin-
ciple of quality of life is used to defend the notion
that life without quality is not worth living, and that
is justification for the practice of euthanasia *.

Thus understood, euthanasia is seen as the
pious death and, according to Villas-Boas * and
Sigueira-Batista and Schramm %, can be classified as
active, passive or double effect. These settings are
configured as the act and the consent of the patient.
Active euthanasia is planned between the patient or
relative and the health professional. The act is given
by the doctor deliberate action. In passive euthana-
sia, death occurs by deliberate omission not to ini-
tiate life support medical therapy to the patient or
the interruption of treatment available, even when
it turns out that there are benefits for the treatment
of disease or care of the symptoms. And the dual
effect of euthanasia occurs when death is accelerat-
ed as a result of medical action that does not target
the lethal effect, but the relief of suffering. It is also
known as indirect active euthanasia.

There are also voluntary euthanasia, in which
case the patient’s life is shortened at will, and not
voluntary, when it occurs without knowing the pa-
tient’s wishes. The respect of the latter categoriza-
tion, Siqueira-Batista and Schramm 46 speculated
that, from the principle of consent, can be found
moral justification for voluntary euthanasia and
eventually for not voluntary, but never for invol-
untary, that is, the held against the patient’s will,
because then it would not be of any form of eutha-
nasia, but simply murder.

As for the used method or course of action
for your practice, euthanasia may be natural or in-
duced. To Cabette 47 in the first case there is no
suffering, in the second there is the interference of
human conduct involving third parties.

Importantly, when death is caused autono-
mously, suicide is considered atypical fact the Bra-
zilian legal system. However, it adds that in the case
of death caused autonomously, criminal disinterest
in the subject is not absolute according to Brazilian

law, considering the crimes of inducement, instiga-
tion or assistance to suicide under Article 122 of the
criminal Code . in cases like this, there is talk of as-
sisted suicide, which, despite not having the same
meaning, is the most similar to the definition of eu-
thanasia.

In Brazil, according to the Medical Code of Eth-
ics and Nursing, is prohibited such action. Under Ar-
ticle ¥ of the Code of Ethics of Nursing Professionals,
is vetoed the promotion of euthanasia or participat-
ing in practice designed to anticipate the death of
the patient %8, According Cabrera %, the Penal Code
in force in the country does not specify the euthana-
sia crime. However, the doctor that shortens the life
of his patient, even if moved by an act of solidarity,
commits simple crime of murder under Article 121
of that law, being the author subject to penalty 6-20
years in prison for having hurt the principle of invi-
olability of the right to life guaranteed by the Con-
stitution.

Recently, it was observed that the issue is not
limited to cases of terminal patients, because it is
common to speak under that procedure to cases of
newborns with congenital anomalies, patients in ir-
reversible vegetative state and 47 invalid.

Dysthanasia

Just as “euthanasia”, the word “futility” also
consists of words of Greek origin (dis = difficulty,
deprivation + thanatos = death), and designates the
exaggerated extension of life when there is no pos-
sibility of cure or improvement of the patient condi-
tion generating agony, pain and suffering, to prolong
the process of dying %4,

Disthanasia, grown in Western society values
the salvation of life at any cost, subjecting patients
to therapies that do not prolong life, but rather the
process of death 52, Disthanasia prolonging the
suffering of the person without her having healing
expectation or improvement in their quality of life.
Therefore, it is seen as idle treatment and no bene-
fits for the patient terminal.

Investment in patient healing out of therapeu-
tic possibilities can be considered assault upon per-
sonal dignity, compromising the quality of life of the
patient and his family %31, So dysthanasia as artificial
prolongation of the dying process, resulting in the
suffering of the patient, is opposed to euthanasia,
used to abbreviate such a situation, it is concerned
with the quality of human life in its final phase.

In dysthanasia not matter the conditions of
humanization and dignity of the patient, since your

Rev. bioét. (Impr.). 2014; 22 (3): 556-64

<
=
)
S
©
L
(8]
S
(30}
()
(7]
()
oc

561



2
"
e}
-
©
L
(8]
s
(52}
(]
(7]
(V]
(a4

562

Ethics related to therapeutic decision in cases of extreme prematurity

goal is treatment with focus on existing technologi-
cal realities, which characterizes the so-called ther-
apeutic obstinacy (or “therapeutic cruelty”), as the
practice is known in Europe 4. in the United States
it is more common to use the term medical futility.

Being the dignity of the human person the
guiding principle of Brazilian law, dysthanasia is
equivalent to degrading and inhuman treatment,
even if results from the noble doctor feeling that you
want to extend the life of the patient, and should be
prevented by cause painful death and suffered °°.
Adoni % further states that although dysthanasia af-
fect the physical and mental state of the patient due
to its prolonged agony, often it is still lucid and mas-
ter of his mental faculties.

In this context, from the reading of Pessini 4,
you can understand that there is no obligation to
start or continue a therapeutic intervention when
the suffering and the effort not apply to real bene-
fits. The most important thing is to live with dignity
and, when the time comes, also die with dignity.

Orthothanasia

Unlike euthanasia and futility, there is the pos-
sibility of death on your own pace and circumstanc-
es: orthothanasia. This practice does not accelerate
or postpone the death of the individual, but offers
natural point of departure. Setting the death as part
of the life cycle, ensuring the patient the right to
die with dignity °¢. The term “orthothanasia” is also
formed by Greek roots (orthos, right, right + than-
atos, death), and means no artificial extension the
natural process of death. It is, therefore, considered
as good or desirable death death **.

Santoro * states that orthothanasia is the
medical behavior that, given the imminent and un-
avoidable death, suspend the execution of actions
that prolong the patient’s life and that would lead
to useless treatment and unnecessary suffering. In
orthothanasia going to offer to the patient palliative
care appropriate to come to die with dignity. So it
can be considered as the correct conduct in death,
not anticipating or delaying, but rather accepting
that, once started the process of death, we must
continue to respect the dignity of the human being,
not submitting this patient unnecessary suffering.

The practice of orthothanasia respects the pa-
tient survival time is in terminal phase, so that the
methods that artificially sustain life are eliminated,
allowing it to follow its natural course *’. Such con-
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duct is considered atypical in the Brazilian penal
law in order that corresponds to the promotion of
lawful attitude, since not intended to shorten the
patient’s life, but formalize irreversible situation of
brain death. Moreover, orthothanasia find playing
field when before dysthanasia frame .

For the Federal Council of Medicine (FCM),
orthothanasia is the appropriate approach before
patient who is in the final stage of life. The FCM
Resolution 1.805/2006 > allows the doctor to lim-
it or suspend procedures or treatments that delay
the patient’s life in end-stage incurable disease, re-
specting the will of the person and his legal repre-
sentative, may be made available to doctors to its
realization by family consent.

Importantly, before the creation of the resolu-
tion authorizing the practice of orthothanasia, the
doctor took the guarantor function of the non-oc-
currence of death, because if he only chose to use
the palliative treatment and not the same mainte-
nance of life the patient was terminal, could account
for intentional homicide by omission, even if the pa-
tient in possession of his mental faculties authorize
treatment discontinuation *3. thus, with the techni-
cal support of FCM, the House of Representatives,
through its Committee on Social Security and Family,
adopted on 8 December 2010 a proposal that regu-
lates the practice of orthothanasia and shall provide
all basic and palliative care applicable. This proposal
is a Member of the substitute José Linhares *° to the
Senate Bill 6715 of 2009 *°, which provided only for
the decriminalization of conduct.

In order to provide comfort and relieve the in-
tolerable anguish of the patient, sedatives can also
be used %2, In palliative sedation, the purpose is
to alleviate suffering using sedatives recommended
only for symptom control .. There is no evidence
that palliative sedation administered properly, ac-
celerate death. However, it is important that the
patient’s level of consciousness is only reduced
enough for the relief of symptoms €.

Pain is one of the most common reasons of
disability and suffering in dying patients. At some
point in the evolution of their disease, about 80%
of patients experience pain . In painful experience,
sensory, emotional and social aspects are insepara-
ble and should also be investigated and the appro-
priate preparation of the team is a prerequisite for
control pain and prevalent symptoms in patients un-
der palliative care .
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Final considerations

The study sought to reflect and encourage de-
bate on the subject. Looking bring relevant issues
to palliative care and bioethics, says the practice of
humane terminal care with the perspective of the
stages of grief and terminal illness. The purpose of
the article was to show that death is a complex phe-
nomenon and full of ethical and professional dilem-
mas, endowed with feelings that need to be worked
through and discussed ethical principles which are
summarized in the welfare and dignity of the patient.

Palliative care has earned its place gradually.
In the Brazilian panorama, there is the enlargement
process of its importance for the well-being of peo-
ple who are in the last days of life. However, pain
and suffering are still seen more from the perspec-

with dignity, which prevents the patient to active-
ly participate in decision-making processes and to
have the opportunity to live the bit properly time
you have left. The family support given the risk of
loss, the potential suffering and mourning period is
commonly neglected issue.

The performance of palliative care is present-
ed as real challenge to health services and teams. Its
importance is revealed in that it is able to respond to
human needs, which indicates the need for further
research to continuously improve their practice. De-
spite the ethical issues, the challenge is to consider
human dignity before the approach of death beyond
the physical-biological dimension and medical and
hospital perspective, implying a new vision on the
social reality in which the uniqueness of each indi-
vidual, their biopsychosocial aspects and their au-
tonomy is valued. In particular, when life is closer

tive of acceptance of that questioning and coping to death.
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