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Abstract
The article is a comprehensive coverage of palliative care, its definition, characteristics, purposes, historical
development and current delivery models. Some important ethical challenges and questions pertaining to palliative
care and the dying patient are separately discussed. The author’s opinion is that the controversial ethical aspects in
palliative care should be approached with an open mind.
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Definition: Palliative care is an interdisciplinary medical specialty that focuses on preventing
and relieving suffering and on supporting the best possible quality of life for patients and their
families facing serious illness. [1]
The purpose of palliative care is symptom management.
Certain conditions are necessary in the practice of palliative care:
 There should exist a consistent and sustained communication between the patient and all those
involved in his/her care.
 The caregiver has to conform keeping to the patient’s values and preferences.
 Support is needed also to the caregiving family of the patient, at psychosocial, spiritual, and
practical level.
 There is need of coordination across sites of care.
Hospice and Palliative Medicine is now recognized as a medical subspecialty by the American
Board of Medical Specialties, as well as in Canada, England, Ireland, Australia, and New Zealand.
Many European countries are also in the process of developing certification for palliative care [2].
There are clinicians who are specifically trained in palliative care, who provide in-depth pain
and symptom management, communication regarding goals of care, and care coordination
across settings.
There is a strong tendency assessing that palliative care should be provided not only by
specialists, but also incorporated into the practices of all clinicians caring for persons with serious
and complex illness. [1]
From the opening of St. Joseph’s Hospice for the Dying in 1905 and St. Christopher’s Hospice
in London in 1967 by Dame Cicely Saunders, until the 1980s, palliative care was largely delivered
through hospice programs.
Until recently, palliative care was seen as care provided for people who were not receiving
active treatment for cancer, and were in fact dying of their disease.
It is now recognized that the principles of palliative care are applicable earlier in the course
of any serious illness and that palliative care can and should be provided alongside disease
modifying treatment. According to the World Health Organization (WHO) position statement,
“this change in thinking emerged from a new understanding that problems at the end of life have
their origins at an earlier time in the trajectory of disease” [3].
Some general accepted goals of palliative medicine are:
 Adequate control of pain and other symptoms
 Achieve a sense of control





Relieve burden on family members and strengthen relationships
Gain a realistic understanding of the nature of the illness
Understand the pros and cons of available treatment alternatives weighed in context of the
patient’s goals and values
 Name decision makers in case of loss of decisional capacity
 Have financial affairs in order [4]
In the last years, mainly after 2010 it was emphasized that there is a need to change the
paradigm for management of patients with advanced life threatening diseases, including but not
limited to patients with advanced cancer.
Care should include an earlier and more thorough assessment of patients’ options, goals, and
preferences, and be tailored throughout the continuum of their illness to include symptom
management and attention to quality of life issues.
A provisional clinical opinion from the American Society of Clinical Oncology (ASCO) in 2012
advised combining standard oncologic care and palliative care early in the course of illness for all
patients with metastatic cancer and/or high symptom burden [5].
There are several models of palliative care delivery:
Palliative care services can be provided in the hospital, ambulatory setting, nursing home, or
at home.
Hospital palliative care programs include dedicated inpatient palliative care units and
palliative care consultation teams.
A dedicated unit offers direct control over implementation of the palliative care team’s
recommendations, the presence of a skilled interdisciplinary staff, and a care setting that is
designed to meet the needs of seriously ill patients.
A consultative team is less resource intensive, able to deliver care to many more patients and
their families, and may be able to promote the importance of the palliative care approach to a
wider audience.
A growing number of integrated co-management models are being developed to enhance
palliative care within different practice settings.
Non-hospital palliative care programs include ambulatory, office- and home-based palliative
care programs.
Palliative care for homeless persons has become an important objective for this population.
[6]
Hoping that the layman reader understood this short, but comprehensive coverage of
palliative care, its definition, characteristics, purposes, its historical development and the current
delivery models, let’s focus on few ethical challenges.
# 1. Ethical challenge: Has the patient the right to know that people around (doctors &
family) are considering him/her terminal?
American society has a straight “YES” answer to that, considering that the perception of
reality is paramount for autonomous decisions, and everyone is entitled to have plans until the
very end – “a bucket list”.
Very few physicians still believe in the benefits of obscuring the diagnosis of terminal illness,
claiming that “the hope to survive is essential”.
However, how long somebody may live from this hope only? Is it fair to give to someone some
hope of surviving until his/her child will graduate, despite the reality of his/her condition?

Being honest about the patient’s diagnosis does not mean negating the right to hope, and it
is an essential part of the informed consent. The overwhelming majority of physicians is for
unveiling detailed information and a considerate and tactful dialogue with the patient about
therapeutic options.
It is thought that involving family in the disclosure is beneficial, giving the patient serenity
and dignity in the face of approaching death. [8]
# 2. Ethical challenge: Who is the proper person to inform the patient about his/her
terminal condition, and in what manner this should be done?
Everyone agrees that there is a strong need of open conversation with the patient, adapting
the communication style to the personality of the patient, ensuring that everything would be
done to make him/her comfortable.
A good idea would be an inter-disciplinary consultation with a psychologist, psychotherapist
or psychiatrist, to obtain the best results.
In hospital settings a chaplain may help to bring the conversation about impending death, but
some legal counselors dispute that, considering inappropriate sharing the patient’s condition
with a third person. Some opinions consider cruel letting the chaplain bring the news about the
prognosis to the patient, and a lack of assuming responsibility from the medical staff. There is an
opinion that letting the chaplain unveil the impending death means actually saying “I, as a doctor,
cannot do more for this patient”. [8]
# 3. Ethical challenge: Where the moribund people should be kept?
Moribund people may be kept alive for hours or days, until support is withdrawn or death
inevitably occurs.
Brainstem death, is now regarded in law as death, even though the heart is beating.
Patients in the permanent vegetative state are as dead as those who are brainstem dead.
They have no awareness - no experience of life or social interaction, and they will eventually die
without regaining any autonomy.
The differences are that:
 this situation has not (yet) been legally defined as death,
 the diagnosis is not so categorically and easily determined and
 the process of death may extend for many years.
The management of patients with prolonged disorders of consciousness, including the
permanent vegetative state, is challenging because of the uncertainties about diagnosis (e.g., Can
we know that someone is unaware?) and prognosis (e.g., Can we be certain that recovery will not
occur?).
Clinical staff and managers often take the easy option - just continue treatment - because it
is much less challenging. But is that correct? [7]
# 4. Ethical challenge: Has the moribund patient the right to ask the medical personnel for
obscuring his/her doomed prognosis?
And what are we going to do with the patients and their families belonging to minorities who
share a different set of values, beliefs and customs?
What about the non-disclosure to certain members of the family, for mere protecting their
endangered health?
Several cases shown how embarrassing a given prognosis may become, when the patient
does not die when predicted.

If we stick to the right of confidentiality and the right of the intimacy of the dying patient, we
have to agree that a limited disclosure of the doomed prognosis is preferable. [8]
# 5. Ethical challenge: Do the dying patients have the right to die at home?
The answer would be: ”Theoretically yes, but our society makes it very difficult.”
Many terminal patients would prefer to die at home, but their families are bringing them to
hospital settings, sometimes against the patient’s wishes.
Because pain-killers and other medication used in palliative care have a special approval and
delivery system, the cooperation between the patients’ family and ambulatory, office- and homebased palliative care programs is paramount.
Some NGOs got involved in this and developed home-caring programs for terminal patients.
[8]
# 6. Ethical challenge: What are we going to do with patients lacking autonomy? What
exactly are we offering them and until when?
Assisted hydration and feeding may be done manually or on through a feeding tube (nasalgastric / gastric), by a family member or by hospital personnel.
In cases of intestinal occlusion, any artificial feeding is dangerous because it produces pain
and ultimately death.
If the decision to stop these is taken, either stopping of hand administration or tube removal
may occur. Some bed confined people may survive approximately 40 days without food,
depending of the constitution and the state of general health. Stopping the hydration will kill the
patient in 3 to maximum 10 days, death occurring through multiple organ failure.
There are several ethical principles in place, which require iterative review, from time to time.
[9]
# 7; # 8; # 9; # 10. Ethical challenges: What about those heroical measures (i.e., maintaining
the patient alive at any price)?
 Is interrupting the artificial feeding and hydration to a terminal person, who is not a
moribund a form of euthanasia?
 If we interrupt the artificial hydration and feeding to someone, is he/she going to feel thirst
and hunger?
 Which are the limits of “reasonable” and “futile” in taking such decisions?
 What is more important in the concept of “patient’s autonomy” – its content or its form?
[11]
# 11. Ethical challenge: What would be ethically preferable: to make the last days of the
patient as non-painful and as comfortable as possible or to help him/her avoid living those
days, helping him/her to quietly pass away?
This challenge was explicitly brought to the medical & ethical community by the ethicist
Benrubi in 1992, when he explicitly accused the new technologies used to prolong the life of the
patient as bringing more suffering and torment to the patient than before. [10]
He added that in those situations “compassion, intuition and common-sense demand an active
intervention to stop the patient’s suffering once forever, if he/she is demanding this!”.
He became a partisan of “voluntary euthanasia” promoting several procedural criteria needing
minimum three medical doctors:
 The specialist in palliative medicine
 An anesthesiologist specialized in painkillers

 A psychiatrist to evaluate the patient’s state of mind [10]
Nevertheless, there are plenty of contrary opinions, blaming any type of euthanasia. [9]
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