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Abstract
Palliative care is indicated for patients with life-threatening illness. The goal is to promote relief from the suffering of patients and to treat
their needs, not only physical pain but also spiritual, social and emotional pain. A necessary condition is that such care should be developed by a
transdisciplinary team and also applicable to the family.

Objective: identify palliative care services in the Brazilian health system. Method: descriptive research, through official documents about
the health system. The sample consisted of documents on palliative care services in Brazil, available on the internet. The results show that there
are palliative care services in all regions of Brazil, with a greater concentration in the Southeast region. It was also found that most of the services
work in hospitals and most attend patients of the public health system.

Conclusion: in Brazil the number of palliative care services is small in relation to demand and most are specialized for cancer patients. It
is necessary to create new palliative care services in Brazil, that there is disclosure to doctors, other health professionals, patients and family
members. It is necessary to create new palliative care services in Brazil, that there is disclosure to doctors, other health professionals, patients
and family members. It is also necessary to create a State policy so that palliative care can be valued so that the culture of palliative care can be
developed and so relieve the suffering of patients and, consequently, improve the quality of life.
Descriptors: Palliative Care; Public Health; Quality of Life

Introduction
Palliative care is a modality of attention to the patient with
life-threatening disease. The alternative of palliative care favors
the continuity of the patient’s life, involving physical, emotional,
social, spiritual and cultural aspects, in order to improve the
quality of life, reducing the signs and symptoms of the disease
[1,2]. Palliative care follows principles and is indicated since the
diagnosis to give quality of life to the patient. It is estimated that
20 million people in the world die without access to palliative
care, which could minimize the suffering and pain of patients and
their families. Palliative care is considered a part of the health
care systems and a fundamental element of citizens’ rights [3].
Should be directed according to the patient’s needs, considering
its values, preferences, dignity and autonomy [4,5].
Palliative Care services can be offered by private institutions,
whether or not for profit, with or without public resources, and
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also by the public health system itself. In Brazil, the public health
system is regulated by Law 8080/19906, whose article 2nd
establishes that: “Health is a fundamental right of the human
being, and the State must provide the conditions necessary for
its full exercise.” Thus, it is evident that health, besides being a
fundamental right, it is for the State to promote the conditions
for citizens to exercise this right. However, when the state does
not fulfill its obligations and disrespects this fundamental right,
invariably it will increase the suffering of the patients.

Palliative Care

The term palliative originates in the Latin word palliun,
which means mantle, protection, that is, to protect those whom
curative medicine no longer welcomes [1]. Its concept originated
in the movement hospice, idealized Dame Cecily Saunders, in
the United Kingdom in 1967, having described the philosophy
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of the patient care that is dying [6,7]. Palliative care follows the
precepts of reaffirming the importance of life. Palliative care
is defined as active and integral care oriented to patients with
diseases that no longer respond to healing therapies, and it
aims to improve the lives of those individuals and their family
members by relieving pain and biopsychosocial and spiritual
issues [1].

Palliative Care has basic principles to guide care. The field
of action is broad to accommodate the needs of patients and
families, even in mourning8. Palliative care is an approach that
improves the quality of life of patients and their families facing
the problem associated with life-threatening illness, through the
prevention and relief of suffering by means of early identification
and impeccable assessment and treatment of pain and other
problems, physical, psychosocial and spiritual [1]. Palliative
care: provides relief from pain and other distressing symptoms;
affirms life and regards dying as a normal process; intends neither
to hasten or postpone death; integrates the psychological and
spiritual aspects of patient care; offers a support system to help
patients live as actively as possible until death; offers a support
system to help the family cope during the patients illness and
in their own bereavement; uses a team approach to address
the needs of patients and their families, including bereavement
counselling, if indicated; will enhance quality of life, and may
also positively influence the course of illness; is applicable early
in the course of illness, in conjunction with other therapies that
are intended to prolong life, such as chemotherapy or radiation
therapy, and includes those investigations needed to better
understand and manage distressing clinical complications [1].
The definition and principles of palliative care of the
World Health Organization (WHO) establishes that care is also
extended to the family environment. Thus, in order for there to
be a good relationship with family members, professionals need
understand and respect the moment they are going through and
the relationship between doctors, patients and family members
should develop from a medical behavior compatible with the
situation of uncertainty [8,9]. In this sense, empathy on the part
of the medical team is imperative, since the sensitivity to conduct
this relationship through honest and effective communication is
a very important factor in empowering and developing family
resilience [9].
One of the necessary conditions of palliative care is the
multidisciplinary team, since this assistance requires that several
behaviors that depend on other health professionals be adopted.
Imperiously palliative care is an interprofessional teamwork
[10]. The interprofessional actions allow a real interaction
among all members of the team to establish and provide the
best possible care for the patient. The palliative care team has an
important role, understands better the end-of-life problems and
pays attention to the specificities of each patient [11].
The correct indication of the patients to be treated in
Palliative Care is essential to avoid the therapeutic obstinacy and
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the suffering of these patients. One criterion for being eligible
for PC is that the patient suffer from at least one of the following
diseases or conditions: Alzheimer’s and other types of dementia,
cancer, cardiovascular diseases (excluding sudden deaths),
cirrhosis of the liver, congenital anomalies, meningitis, immune
and hematological disorders, neonatal conditions, Chronic
Obstructive Pulmonary Disease (COPD), diabetes, Human
Immunodeficiency Virus Infection (HIV/AIDS), renal failure,
multiple sclerosis, Parkinson’s disease, rheumatoid arthritis
and resistant tuberculosis [12]. These situations are eligible for
patients to be accompanied in a Palliative Care service. However,
there is still difficulty in establishing these eligibility criteria
and also in deciding on these “terminal” diagnoses [13]. The goal
should be to avoid therapeutic obstinacy and futile treatments
that do not return the health to the patient, or revert your
condition and simply provoke more suffering. Unfortunately,
patients with life-threatening illness accumulate in hospitals,
invariably receiving inadequate care [8]. It is necessary that the
doctors know the principles of Palliative Care to elucidate the
patient about his situation and direct him to the appropriate
care. Palliative Care should be part of the integral health policy
and ethically justified by the principles of quality of life and
non-maleficence, because the goal of health care cannot only
be to heal people, but also to relieve pain and other symptoms,
alleviating suffering and not causing further damaging for
patients whose life-threatening illness [14].

Clinical Aspects

It is understood as the terminality of life when all possibilities
of recovery of the patient’s health conditions are exhausted and
the possibility of death seems close and inevitable [15]. Most
of the time, it is very difficult to establish when a patient is in
the terminal phase of the disease, since many are the symptoms
that these patients can present, such as xerostomia, anorexia,
dyspnea, behavioral alterations, impairment of mobility and
personal care, among others [16]. Of the physical disorders that
cause the most disability and reduction in the quality of life is
pain, being an unpleasant experience, sensitive and emotional,
with variable duration periods, being considered chronic with
duration greater than six months [17]. Pain is the symptom most
feared by patients who have cancer and many other terminal
conditions. Approximately 40% of hospitalized dying patients
have moderate-to-severe pain in the final 3 days of life [18].

Pain is something primary, individualized and must be
treated properly. Often pain is the starting point for the patient
care plan, and perhaps this is why it is a universal concern
among the professionals working with these patients. Pain is a
problem with great impact on public health, since its prevalence
is high, becoming the main complaint in 40% of the primary
care services [19]. Thus, as a function of pain, hospitalized
patients report a significant worsening of their functionality
and greater suffering [20]. Treating pain is one of the most
important behaviors, for pain beyond discomfort also causes
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suffering. Several factors contribute, mainly the ignorance of the
pain phenomenon and inadequate treatment. Pain is a form of
suffering, however suffering is not restricted to pain.

Therapeutic activities without a healing purpose mitigate
suffering and comfort the patient, an example is empathy that
establishes a relationship of help, doing something for the other,
and also for their families, because they feel comfortable to
realize that the loved one is not suffering [21]. Communication is
the transmission of information from one person to another. The
need for transmission of information received and understood
by the professionals of care is necessary for interaction of
practitioners, nurses and other professionals involved in
the palliative process, reducing the suffering of patients and
families [21]. There are care practices that tend either towards
therapeutic futility or towards care based on measures that limit
the therapeutic effort, with a view to alleviating suffering [22],
this should be the chosen alternative.

Quality of Life

The continuity of life involving physical, emotional, social,
spiritual and cultural aspects, in order to improve the quality
of life, reducing the signs and symptoms of the disease [1,2].
Palliative care provides the patient, whose illness no longer
responds to the healing treatment, comfort, pain relief and
suffering, as well as improvement in the quality of life in the
physical, psychological, social and spiritual aspects, with
emphasis on the protection of the family during the process of
illness, death and mourning [23]. The Palliative Care generates
benefits and improves the quality of life of patients and their
families. Palliative care services can reduce the distress caused
by symptoms and improve the quality of life of patients near the
end of life [18]. However, even if there is progress in research
with the intention of establishing prognostic indexes and quality
of life, there is still something that can be used universally, this
makes this definition more difficult, since it must be private
and individualized. Some factors make this expression less
imprecise, such as clinical, laboratory, imaging, functional, and
even team experience [24]. The recognition that the patient
is out of curative therapeutic possibilities does not mean that
there is nothing more to be done, that sensitivity of inserting the
patient in this thin line is important and will define much about
his quality of life [15].

Palliative Care in Brazil

In Brazil, palliative care began in the 1980s, with significant
growth in the 2000s, but still much progress has to be made [24],
because about 80% of the patients who should be in a palliative
care service are treated in hospitals [12]. Moreover, there is a
problem in the training of professionals for this kind of care,
since in most of the courses the subject is not approached in the
graduation. The subject Palliative Care should be worked on in
the training of health professionals at the three levels [25].
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The National Academy of Palliative Care (NAPC) conducted
a survey on the palliative care services available in the country
in 2018 and through this mapping, it found 177 palliative care
services in Brazil by August/2018 [23]. The identified palliative
care services, 58% are in the southeast region, and the region
with the least number of services was the northern region, with
only 3% [23]. The survey carried out by the National Academy of
Palliative Care evidenced a great inequality of service availability
by regions in the country. This situation shows that there is no
State policy for the implementation of palliative care services.
The services that care for cancer patients in Brazil and
are accredited in the public health system, Center for High
Complexity in Oncology Care (CACON, in Portuguese), must
provide assistance in palliative care and respect the principles
of this kind of care [26]. Although the provision of palliative care
is mandatory for a facility to be accredited as a CACON, there is
no regulation for the operation of a hospice. Therefore, in Brazil,
most of the palliative care services offered by the public health
system are linked to oncology [3] and therefore this situation
causes a false impression that palliative care is only for cancer
patients.

Another important finding identified by the National
Academy of Palliative Care (NAPC) was that 74% of palliative
care services operated in hospitals and only 5% operated in
hospices [23]. This result is worrying, since centralized care in
hospitals demands a higher cost for the public health system,
and sometimes does not provide optimal and adequate care
for patients. Still according to the Academy mapping, 48% of
palliative care services were created between the years 2006
and 2015 and in the period from 2016 to October 2018, 23%
of the services were created [23]. These data demonstrate a
substantial increase in the availability of palliative care services,
probably because oncological centers, when accredited in the
health ministry, are obliged to offer palliative care.

An important result refers to the attention in the health
system, of the total of palliative care services, 66% attend
patients of the public system, that is 117 services [23]. However,
this absolute number shows that the needs are not solved, since
the supply is small when compared to the demand. Moreover,
the patient who is in this situation and is treated in the public
health system, requires the attending physician to recognize the
case and the correct indication. Another relevant fact is that only
21% of palliative care services attend pediatrics [22]. Besides
the availability of palliative care services, another important
situation to analyze is the offer of palliative care education in
undergraduate courses in the health area in the country. A
necessary condition of Palliative Care is to be multidisciplinary,
for this, the other courses in the health area should also include
Palliative Care in the curriculum [14]. According to NAPC (2018)
[23], in Brazil there is no qualification of professionals according
to what the demand. Of the 302 undergraduate medical courses
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in the country, only 42 (14%) offer a palliative care discipline, and
only 18 courses (6%) are compulsory subjects [23]. In Europe
the situation is quite different because the medical courses
in Europe generally have the subject palliative care, because
improving quality of life in serious illness is an international
priority [27] (Table 1).
Table 1: Mapping of palliative care services in Brazil.

Services Registered on the NAPC Map
Up until the 8/16/18

N

%

Total of services
registered

177

Regions of Brazil

100

Midwest

8

5

Northeast

36

20

25

North

Southeast

5

103

3

58

South

Beginning of Activities

14

2016-2018

40

23

2006-2010

23

13

2011-2015
2000-2005

1999 or before

49
12
7

28
7
4

Uninformed

46

Operation

26

Hospital

131

74

Hospice

Patients of public
system
Pediatrics

8

Attendance

5

117

66

38

21

There are also in Brazil an increasing number of residences
in palliative medicine and palliative care, the latter aimed at nonmedical health professionals, as well as postgraduate courses
and specialization in palliative care, however, there is still no
regulation a matrix of competencies that guides these courses
or residences [23]. In Japan, the Residents learn palliative care
during the entire course of illness, and the contents of the course
range from training in making accurate pain diagnoses and
treating the pain to training in home-based palliative care [28].

The teaching of end-of-life care in Brazil has limitations,
requiring extensive discussion, and more efforts should be
directed at improving the reality of this important issue in
medical education, not only by medical schools, but by health
and education agencies in Brazil [29]. The training courses are
few and there is still resistance to the debate on the subject,
reinforcing the idea that only with a substantial change in
knowledge management and in the undergraduate curriculum
of health professionals palliative care will have the opportunity
00121

to consolidate in Brazil [30]. This situation is alarming, because
if there are no professionals qualified to work with Palliative
Care, we can conclude that many patients with life-threatening
illness are suffering because they do not receive the necessary
and adequate attention to their case [14].

Bioethical Approach

Humanization is a complex definition, since it refers to a
change of behavior that goes beyond the specific clinical practices
and techniques of each health professional, requiring in addition
a behavioral change in response to the patient’s demands [3].
In contemporary thought the maxim in human relationships is
“do unto another as he would have it done unto him,” no longer
use the thought “do unto another as you would have it done
unto you.” Each person knows what is best for themselves and
what is good for one, may not be good for the other, so respect
for autonomy is an essential condition in the doctor-patient
relationship. The autonomous individual acts freely according
to a plan chosen by himself [31]. The patient with severe and
advanced disease, if he has sensory conditions, has the right to
decide, to have his autonomy respected, so the patient must be
informed about the treatment. The information as a basis of the
autonomous decision and it is the responsibility and obligation
of the physician to give all the necessary information so that the
patient decides autonomously and that he receives the best and
adequate attention for his case [14]. And to ensure the principle
of autonomy, respect the desire and the will of the patient, it is
necessary for the patient to receive all the information about
his case, to understand what Palliative Care is and to accept this
kind of attention [14].
The quest for immortality is intrinsic to the human being,
death in some Western societies is not yet accepted as a natural
consequence of life. However, death is inexorable, can not be
combated at all costs, acceptance of the finitude of human life
is imperative for the moment to occur respecting dignity. The
definition of dying with dignity recognizes unconditional
intrinsic human values, such as physical comfort, quality of life,
autonomy, purpose, preparation, and interpersonal connection
[32]. Therefore, the understanding of the health professionals
before the process of finitude is fundamental, above all for
allowing the recognition of the human being.
Another important bioethical principle is the beneficence
that has as its statement: giving the patient what is best for his
situation, also ensures that another ethical principle is respected,
the principle of beneficence, that is, maximize the benefits [14],
however, it is important to remember that what can be good for
one patient, for another patient can cause harm and suffering,
so a bioethical principle that must be applied correctly is the
principle of non-maleficence, whose maxim is not to cause harm.

Last but not least, the principle of justice is based on equity
and the equitable distribution of goods and services and benefits
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and fair distribution. The principle of justice that is expressed, in
this case, through equity, give each one according to necessity,
this principle indicates what should be done for the patient and
should be according to the needs of the patient [14].

7. Floriani CA, Schramm FR (2010) Casas para os que morrem: a história
do desenvolvimento dos hospices modernos. Hist Cienc saudeManguinhos 17(suppl 1): 165-180.

The characteristics and purposes of palliative care, such as
relieving pain, reducing suffering, providing comfort, improving
quality of life, and extending family actions are essential and
are principles of palliative care. Besides that, it is critical that
physicians and other health professionals know how to recognize
palliative care clearly, although this is rarely addressed in
undergraduate and postgraduate courses in Brazil.

9. Nunes ECDA, Sousa JO (2017) Limitação do suporte de vida na terapia
intensiva: percepção médica. Rev Bioét 25(3): 554-562.

Conclusion

Therefore, in addition to professional experience, maintaining
the habit of study and updating, allows the professionals the
knowledge necessary to offer the patient the best attention they
need. Knowing the principles of palliative care and knowing
which patients to indicate them is of fundamental importance,
since the doctors who work in the public health system are
responsible for the initial referral. When properly indicated it
avoids patients being subjected to futile and disproportionate
treatments for their case.
It remains to be seen whether physicians refer patients to
palliative care services, if they do not, because that happens,
probably the reasons is that in Brazil the number of palliative care
services is small in relation to demand and most are specialized
for cancer patients. However, palliative care is not only indicated
for these patients. It is necessary to create new palliative care
services in Brazil, that there is disclosure to doctors, other health
professionals, patients and family members. It is also necessary
to create a State policy so that palliative care can be valued so
that the culture of palliative care can be developed and so relieve
the suffering of patients and, consequently, improve the quality
of life.
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