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Abstract

The aim was to discuss medical performance in palliative care in the Intensive Unit environment. This is a
bibliographical review prepared and written in an integrative manner. Palliative care is not new to medical
practice. In the intensive environment, this care is routinely ignored or poorly implemented. The intensive
care doctor must be prepared to face practical, ethical, and cultural dilemmas. In addition to indicating the
interruption of treatments and providing clear and precise information to patients and family members. The
professional must also be able to recommend palliative extubation, and interruption of dialysis and manage
the main symptoms presented by terminal patients, such as pain, dyspnea, nausea, and vomiting. However,
what is clear is that most professionals are not capable of performing palliative care in an intensive
environment. In this sense, this study seeks to discuss palliative practices in the care of terminally ill patients
admitted to an Intensive Care Unit based on evidence and experiences from large centers.

Descriptors: Palliative Care; Terminally Ill; Critical Care; Teaching; Intensive Therapy Unit.

Resumén

El objetivo fue discutir la actuacién médica en cuidados paliativos en el ambiente de Unidad Intensiva. Se
trata de una revision bibliografica elaborada y escrita de manera integradora. Los cuidados paliativos no son
nuevos en la practica médica. En el entorno intensivo, esta atencidn se ignora o se implementa mal de
manera rutinaria. El médico de cuidados intensivos debe estar preparado para afrontar dilemas practicos,
éticos y culturales. Ademas de poder indicar la interrupcion de tratamientos y poder brindar informacion
clara y precisa a pacientes y familiares. El profesional también debe poder recomendar la extubacidn
paliativa, la interrupcién de la didlisis y manejar los principales sintomas que presentan los pacientes
terminales, como dolor, disnea, nduseas y vomitos. Sin embargo, lo que estd claro es que la mayoria de los
profesionales no son capaces de realizar cuidados paliativos en el entorno intensivo. En este sentido, este
estudio busca discutir practicas paliativas en el cuidado de pacientes terminales ingresados en una Unidad
de Cuidados Intensivos a partir de evidencias y experiencias de grandes centros.

Descriptores: Cuidados Paliativos; Enfermo Terminal; Cuidado Critico; Ensefiando; Unidad de Terapia
Intensiva.

Resumo

Objetivou-se dissertar sobre a atuagdo médica nos cuidados paliativos no ambiente de Unidade Intensiva.
Trata-se de uma revisdo bibliogréfica elaborada e redigida de maneira integrativa. Os cuidados paliativos
ndo sdo uma novidade na pratica médica. No ambiente intensivo, esses cuidados sdo rotineiramente
ignorados ou implantados de forma deficitaria. O médico no cuidado intensivo deve estar preparado para
encarar dilemas praticos, éticos e culturais. Além de ser apto a indicar a interrupgdo de tratamentos e ser
capaz de passar informagdes claras e precisas aos pacientes e familiares. O profissional deve também estar
apto a indicar extubagdo paliativa, interrupg¢do da dialise e a manejar os principais sintomas apresentados
por pacientes terminais, como a dor, a dispneia, a nauseas e o vomito. Porém, o que se percebe é que a
maioria dos profissionais ndo sdo capazes de realizar cuidados paliativos no ambiente intensivo. Neste
sentido, este estudo busca discutir praticas paliativas no cuidado do paciente terminal internado em
Unidade de Terapia Intensiva a partir de evidéncias e experiéncias de grandes centros.

Descritores: Cuidados Paliativos; Doente Terminal; Cuidados Criticos; Ensino; Unidade de Terapia Intensiva.
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Introduction

The 1960s brought an important evolution to health
care. Concern about cancer patients dying in suffering and in
charitable homes with precarious conditions led health
professionals to realize the existence of a large gap in health
services in the care provided to terminally ill patients. There
were, among several deficient aspects, obstacles in
communication, adequate care for patients, and
psychosocial aspects of health that were ignored?.

Palliative care emerges in this context as a quest to
guarantee dignity to terminally ill patients. The word
palliative, which comes from the Latin term “pallium” which
means to camouflage, translates to the search to alleviate
symptoms when the illness can no longer be cured. It is a
quest to care for the person and empower them in their care,
while death approaches. It aims to maximize quality of life
through symptom control, and psychological and spiritual
support, ensuring that the patient has autonomy in the most
difficult moment of human life2.

For the World Health Organization (WHO),
palliative care is an approach that improves not only the
patient's quality of life, but also that of their family
members, when facing problems associated with life-
threatening illnesses, through prevention, relief of suffering,
early identification, and accurate assessment of the
treatment of pain and other physical, psychosocial, and
spiritual problems3.

Although the concept of palliative care is widely
adopted, there are major barriers to implementing this
assistance. Palliative care is currently not part of routine
clinical care and there are limitations in understanding the
ways to provide this essential care. Intensive Care Units (ICU)
represent a place of care with high mortality rates, ranging
from 20% to 35%, depending on the geographic region, and
with an increase in hospitalizations in recent years. In the
absence of a response to treatment and care objectives,
ICUS must have adequate support to guarantee a dignified
death. However, what is observed is the lack of
understanding among most professionals about the
suspension/withdrawal of interventions and the support
that should be offered at the end of life?4.

Therefore, this article aims to present the
importance of palliative care for terminally ill patients in the
ICU. Furthermore, critically demonstrates how doctors
should behave in the face of adversity, both with the
patients themselves and with their families in times of
conflict.

Methodology

This study is a bibliographical research, research
methodology defined® as the search for material prepared
and endorsed by peers, such as books and scientific articles.
It is also characterized by research that seeks to guarantee a
broad view of phenomena that direct investigation cannot
cover all aspects of. Complementarily, a study® presents as a
study that performs analysis and synthesis of information
relevant to the topic of the study, its function being to
summarize existing knowledge about a research problem.

https://dx.doi.org/10.5935/2675-5602.20200375

To carry out this study, a critical review of the
literature, the terms intensive care, palliative care, intensive
care unit, palliative care, medical communication, and
terminal patient were researched in the Virtual Health
Library (VHL) databases and its different banks database,
Scientific Electronic Library Online (SciELO), Medical
Literature Online Analysis and Retrieval System (MedLine).

The inclusion criteria were original articles,
revisions, and experience reports, written in Portuguese,
English, or Spanish, published between 2011 and 2021,
available in full online, and relevant to the topic sought.
Furthermore, a Thematic Content Analysis was carried out”.

Results and Discussion
Medical communication in the ICU environment

The ICU environment involves several uncertainties
and ethical issues, which is why communication suffers from
barriers within the team itself, between the team and
patients and family members. The doctor in the ICU
environment must deal with the unpredictability of results,
which affects decisions, increases the stress involved, and
ethical dilemmas, such as the dilemma of when to suspend
life-sustaining treatments, which must involve family
members and which, Therefore, good communication®.

In the current scenario, it is observed that the ICU
environment represents a place of conflict, causing
animosity, mistrust, and poor communication. Conflicts are
related to disagreements about prognosis and treatment
plans, almost always occurring within the team itself,
transmitting insecurity to the patient and family members®.

A cross-sectional study was carried out with 103
patients admitted to the ICU, seeking to assess the quality of
communication. Patients reported communication failures
the small amount of information passed on, and although
there was a desire to know more, they also communicated
the need for greater sensitivity from doctors, confidence in
reporting pain and discomfort, and felt the need for more
attention time. Although overall communication was good
on the scale, end-of-life communication was considered
poor by patients. Even those who considered it good, in this
study, pointed out the need for more time available to clarify
the clinical condition, treatment, and prognosis of the
clinical condition. It is pointed out that providing frequent
information about the diagnosis, length of stay, talking
about common aspects of everyday life, and instigating the
desire to return to normal life, as well as addressing
spirituality and sharing decisions are elements of
communication that cause greater patient comfort in
intensive care®.

In the ICU environment, it is also necessary to pay
attention to unconscious and sedated patients who cannot
express an opinion. Communication with the family is a great
challenge and a source of various conflicts, which arise,
mainly, when the family does not agree with the team's
conduct, when they feel excluded from the decision-making
process, or when the team disagrees with conduct that the
family wants. are adopted. Therefore, it is necessary in this
process to guarantee access to clear, direct, and honest
information about the risks and benefits of treatments and
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prognosis. Communication difficulties include the use of
medical jargon, lack of team training in communication, and
rotation of professionals with different communication
skills®1°,

Researchers!! highlighted how current
communication is inefficient and problematic. In the study
involving 75 family members of patients in a neurosurgical
ICU, they observed that more than 70% of the family
members evaluated did not understand, at some point, the
diagnosis, prognosis, or treatment. Less than 30% of patients
understood the three items assessed. Understanding was
lower among elderly patients and those with a worse
prognosis. This study presents as a problem the inability of a
family member who does not understand the information to
determine what is best for the patient.

Among the causes of poor communication are the
inadequate training of doctors in communication skills, the
complexity of ICU environments, the high time that doctors
spend within the ICU environment, using their language and

interacting with technological equipment, such as
mechanical ventilators and vital signs monitors®*°.

For effective communication, it is important to note
that:

“The doctor must start from topics that are relevant to each
family and be aware that family members' ideas about the
disease and perspectives may be very different from their own.
The doctor also must receive information and understand the
latest information about the patient's expectations, things that
families probably know best. Doctors must verify that the
exchange of information occurred and that it was given and
received correctly, especially when delicate and irreversible
decisions must be made based on that same exchange”®3%2,

It is also pointed out that feedback is necessary for
effective communication. That is, ask the family and the
patient about the information they received. What did they
understand and what doubts remained about the patient's
condition®1°,

Chart 1 brings together the main elements to
ensure effective communication.

Chart 1. Elements necessary for efficient communication. Paracatu, MG, Brazil, 2022

Efficient communication in the ICU environment

Clear, accurate, jargon-free communication about condition and prognosis

Guarantee of privacy and comfort when making communications

Consistent communication, avoiding contradictions

Communicate risks and prognoses in quantitative terms

Check whether the information given was understood by the receiver

Associate written information about diagnosis, prognosis, and treatment

Allow family members to participate in medical rounds

Provide security to family members when making decisions, not giving the impression that they are fully responsible for the decisions

Discuss the benefits and limitations of continuing treatment before making decisions

Scheduled meetings with family members, especially after the medical visit

Source: Briggs*2.

Study®? points out that it is necessary to clarify to
family members the reason why the patient was admitted to
the ICU and the evolution since then, the acute medical
problems, treatments given and intended to be given, what
the doctor believes could happen, what the treatment
options are available and decisions that need to be made.
Family members should also seek to clarify their concerns
and fears if there is any advance directive of will or desire
verbally expressed by the patient. At the end of any
conversation, it is necessary to check whether the questions
have been answered, asking family members to summarize
the information received. In turn, researchers®® point out
that it is necessary to identify team members, their
responsibilities, and family members, identify who will be
responsible for decisions, establish regular meeting times,
analyze, and identify patient preferences and main
problems, evaluate expectations, and plan meetings.

Palliative extubation

Palliative extubation consists of a stage in the care
of patients whose terminal condition has been established.
Itis a measure that aims to ensure patient comfort, and relief

https://dx.doi.org/10.5935/2675-5602.20200375

from suffering and avoid unnecessary prolongation of life. It
is a stage in which one must seek to ensure the best comfort
of the patient, requiring effective communication to dispel
the feeling of abandonment that may be faced by patients
and their families*.

The family must receive sufficient information
about the risks and benefits. Inadequate and incomplete
information can cause resistance and cause anxiety and
depression in family members. Furthermore, inadequate
dialogue can lead to the development of feelings of guilt
regarding the death of a loved one. Furthermore, it is
necessary to guarantee psychological support to family
members and ensure that they can carry out social and
farewell rituals®®.

This procedure presents risks such as the possibility
of causing dyspnea, anxiety, and discomfort in the patient.
Benefits include improved communication between the
patient and family, a greater sense of comfort, compassion,
and sensitivity, and fewer symptoms of depression among
family members!>16,

It is noteworthy, however, that despite the
benefits, ICU professionals, even those who adopt a
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palliative approach, still show resistance to palliative
extubation, relating the withdrawal of mechanical
ventilation to the concept of euthanasia. They only consider
mechanical ventilation for dyspneic patients as legitimate®’.

To carry out this procedure properly, it must be
ensured that all actions seek dignity and benefit to the
patient, review with the patient in detail the procedures to
be adopted, greater flexibility must also be ensured in family
visits to patients, discontinue monitoring, treatments, and
unnecessary medications, ensure that there is pain relief,
and the patient remains calm!3. These are practical
procedures for palliative extubation:

“Remove enteral feeding 12 hours before extubation.

Withdraw neuromuscular blockers for at least 2 hours (note: in
cases of multiple organ failure, neuromuscular blockers may act
for up to 18 hours). Do not use neuromuscular blockers.

The entire team taking part in the procedure must be close to the
patient.

Ensure that intravenous medications are used to control
symptoms before and during extubation. The goal should be to
alleviate symptoms, such as difficulty breathing and agitation.
Maintain venous access to administer medications for patient
comfort.

Maintain suction equipment for any oral secretions after
extubation.

Raise the head of the bed to 35 - 45°.

Reduce the fraction of inspired oxygen to that of ambient air and
reduce the parameters by 50%. If the patient remains
comfortable, reduce pressure support and positive end-
expiratory pressure to assess whether discomfort-free ventilation
occurs. If the patient remains comfortable, extubate.

Use an oxygen mask with humidification after extubation.
Observe symptoms of anxiety, dyspnea, and agitation, and treat
them if necessary [..]J, a bolus dose of opioid and a
benzodiazepine can be administered”*3:?7,

Among the medications available to control
palliative extubation symptoms are morphine with
midazolam (bolus of 2 to 10 mg of morphine, with 1 to 2 mg
of midazolam, with morphine maintenance at 50% of the
bolus dose/h and 1 mg of midazolam/hour) or propofol,
preferable for awake patients with severe respiratory
distress, at a dose of 20 to 50 mg bolus and maintenance of
10to 100 mg/h. During the extubation process, it is expected
that the family will ask about the possibility and survival time
of patients, which is an element investigated in several
studies. A study with 148 patients undergoing the
procedure, with an average age of 78 years, followed until
death or discharge, had a mortality rate of 77%, with an
average time until death of 8.9 hours, ranging from 4
minutes to 7 days. About half of the patients died within 24
hours!®. Another survey divided patients into three groups:
A — terminal cancer patients, B — patients with out-of-
hospital cardiac arrest, and C — patients with non-oncological
organ failure, it was observed that the time until death was,
respectively, 97 hours, 0.3 hours, and 6.1 hours*°,

In a cohort with 322 patients, of which 159 patients
were palliatively removed from mechanical ventilation, the
average time between extubation and death was 0.9 hours,
with a range of 0 to 165 hours, with the time being shorter
for patients using vasopressors, dialysates, and with high
ventilation settings®.

https://dx.doi.org/10.5935/2675-5602.20200375

Palliative interruption of dialysis

The presence of renal failure in the intensive care
setting is common. It is estimated that the incidence of acute
kidney injury in the critical environment is between 20% and
50%, with increasing trends?l. A large population-based
survey demonstrated that between 1996 and 2010, in
Canada, the incidence of acute kidney injury requiring
dialysis in critically ill patients increased from 0.8% to 3.0%22.

One of the aspects discussed in palliative care for
critically ill patients is dialysis, whether its introduction or
maintenance. When managing dialysis, it is important to
guarantee the patient an approach that focuses on their
comfort and is combined with their preferences, as it is a
treatment associated with a high prevalence of debilitating
symptoms, associated with multifactorial causes such as
uremia. There must be a discussion of goals, prognoses, and
encouraged communication between family members and
the patient. Furthermore, it is necessary to consider that
dialysis does not always represent a benefit for the patient —
a topic that still seems to represent a taboo. Patients over 75
years of age, with comorbidities or ischemic heart disease
and poor response to treatment, do not have better survival
when a dialysis regimen is instituted, on the contrary, they
have exacerbated symptoms of suffering?-%°.

However, despite several recent studies on
palliative care, there are no clear guidelines on which
patients should stop or withdraw from dialysis. Authors®?
recommend that it not be carried out or suspended in
patients with maintained decision-making capacity, fully
informed, who decide so, patients who have previously
indicated oral or written refusal or who have expressed their
legal representative, and patients with irreversible and
profound neurological impairment, patients with kidney
damage acute, chronic kidney disease or end-stage kidney
disease with a very poor prognosis. They also recommend
that this procedure be discussed for patients over 75 years
of age, with stage 5 renal impairment who have a high
probability of death within 6 months, a high comorbidity
coefficient, significantly compromised functionality, and a
state of severe malnutrition.

It is also necessary to be aware that patients with
end-stage renal disease may experience pain with great
frequency, respiratory secretion, anxiety, mental confusion,
dyspnea, and nausea, requiring adequate management of
these symptoms. Currently, however, these symptoms are
generally inadequately managed by health services?®.

Management of symptoms of terminally ill patients

It is expected that the terminal patient will face
various symptoms and discomfort related to the disease
itself, the environment in which they are placed, and the
impact of knowing how to end. Among the symptoms, pain
is the most frequently reported symptom, followed by
dyspnea, agitation, and nausea. Psychological and
psychiatric symptoms, such as symptoms of delirium and
suicidal ideation, are also expected. Family members are also
exposed to these symptoms, presenting insomnia and
depressed mood?’.

Glob Acad Nurs. 2023;4(Spe.1):e375


https://dx.doi.org/10.5935/2675-5602.20200375

Medical performance in palliative care for terminally ill patients admitted to an intensive care unit
Oliveira IR, Mascarenhas ACF, Paulino AR, Anselmo AR, Rosa Neto JS, Amorim NC, Paulino RA, Melo SCO, Reis SM, Vasconcelos DQ

Pain

Within palliative care, symptoms that cause
discomfort need to be controlled, especially pain. Currently,
pain must be managed continuously, with fast-acting and
sustained analgesics. A consistent level of medication should
be maintained throughout the day. Morphine is considered
one of the preferred options for treating patients in palliative
care. Itis a cheaper medicine and is available through various
routes of administration. Opioids considered weak, such as
codeine, tramadol, and meperidine, are not recommended.
Fentanyl can be used for very severe pain. As an adjuvant,
non-steroidal anti-inflammatory drugs and corticosteroids
can be used. Gabapentin can also be used for patients who
have neuropathic pain?%,

A study showed that around 35% of patients do not
receive adequate pain management and around 45% feel
the need for an increase in the dose of analgesics or
additional treatment, demonstrating that there are still
flaws in this management®.

Dyspnea

Various clinical conditions of terminally ill patients
can trigger dyspnea, which is often poorly understood and
even ignored by clinicians. Palliation of this symptom is still
little discussed and is generally performed ineffectively®3!,

Various medications can be used to alleviate this
symptom. Opioids can be used to relieve dyspnea. By acting
on central receptors in the right posterior region of the
cingulate gyrus, they act to depress the spontaneous
respiratory impulse and modulate cortical activity.
Furthermore, low doses do not increase the risk of death or
admission to the hospital. One way to use it is to use 1 to 2
mg of morphine IV, every 15 minutes, until the desired effect
is obtained, or more quickly for severe dyspnea. The
symptom must be controllable without the adverse effects
of the medication being intolerable*3,

Benzodiazepines can treat patients' anxiety and
panic, being useful in controlling dyspnea that has this origin.
However, studies on the topic are still scarce and this
conclusion is controversial. Furthermore, benzodiazepines
can cause adverse effects, particularly drowsiness. It is
common for them to be used in combination with opioids, as
a second or third line of treatment3%32,

In addition to the medications mentioned above.
Corticosteroids are used to reduce airway inflammation and
edema, although their ability to achieve the desired
palliative treatment is controversial. IV loop diuretics are
used for patients with congestive heart failure and patients
with obstructed thoracic lymphatics. Oxygen therapy is also
adopted, even though its effects on relieving dyspnea are
still controversial. It is believed to stimulate upper airway
receptors and reduce respiratory drive, in addition to
reducing hypoxemia, serum lactic acid, and pulmonary
artery pressure. Finally, non-invasive ventilation can be
adopted for tachypneic patients, who use accessory muscles
and experience uncontrolled dyspnea even when
undergoing other therapeutic measures!33%:32,

Itis also necessary to consider non-pharmacological
treatments, such as positioning and breathing techniques,
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mobility aids, and muscle strengthening, which are normally
neglected?,

Nausea and vomiting

Nausea and vomiting are noticed by most
terminally ill patients, they are derived both from the disease
and can also be a result of the adverse effects of medications
used, such as opioids. The origin is usually multifactorial3334,

When managing this symptom, it is necessary to
explain its probable origin and the proposed treatment to
the family. Traditionally, antiemetics seek to block the main
emetogenic pathways, highlighting that determining the
pathway is not relevant in palliative care, due to its
multifactorial origin and the action of medications on
different pathways. For vomiting of chemical origin,
haloperidol is recommended as a first line. For delayed
gastric emptying, metoclopramide. For head injuries and
radiotherapy, histamine antiemetics, such as cyclizine, are
the first line. For vomiting that is caused by anxiety and pain,
benzodiazepines are indicated. In case of intracranial
hypertension or cerebral edema, dexamethasone is
recommended?®3334,

Levomepromazine is suggested as a second or
third-line therapy for refractory vomiting. This analgesic
medication must, however, be used carefully, due to the
sedative effect and great potential to cause postural
hypotension. It should be noted that there are limited
studies on the management of nausea and vomiting in
palliative patients and the evidence for some medications,
such as haloperidol, is considered weak33*3®,

Grief and depression

The terminal diagnosis is traumatic, leading the
patient to experience some type of loss, such as loss of
health, property, self-image, and sense of control, leading to
the development of grief, an expected and natural adaptive
response to the diagnosis, and depression, which It differs
from the first because it can worsen physical symptoms,
such as pain, interfere with the relationship between the
patient and their family members and cause suffering in
companions3®,

The grieving patient must be offered support. The
patient should be encouraged to seek external support, such
as family, friends, and even religious communities. Active
listening must be exercised and the patient's communication
with their family members must be facilitated3®.

Depression, in turn, is mistakenly seen as a
universal symptom but manifests itself as a depressed mood
along with sleep disturbances, feelings of guilt or
worthlessness, anhedonia, loss of concentration, difficulty
making decisions, agitation or retardation psychomotor,
suicidal ideation, must be promptly identified, and treated.
Different strategies can be adopted in these patients
depending on the prognosis and the profile of adverse
events and the costs of each medication. Psychostimulants
are a good option, as they reduce symptoms in a few days,
and are therefore more suitable for patients whose
prognosis is restricted to days or weeks3®.
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Other care for terminally ill patients
Nutrition and hydration

Artificial hydration and nutrition need to be seen as
medical interventions and, therefore, can cause discomfort
to the patient without, in return, improving the patient's
prognosis. The effects of this therapy include nausea and an
increased risk of aspiration®”38,

A study with Italian doctors and nurses
demonstrated the difficulty of considering these
interventions based on evidence. Cultural, ethical, and
psychological issues were a major point of support in
decision-making about this therapy, so only 25% of
participants in this study followed the recommendations of
not adopting hydration and artificial nutrition in terminally
ill patients with advanced dementia. On the other hand, the
patient's family also makes this perception difficult. When
noticing a reduction in oral intake, weight loss or
manifestation of asthenia, family members, the patient, and
health professionals tend to have great anxiety about the
condition. This is also pointed out as a reason, together with
the lack of information, for the adoption of these erroneous
measures3%39,

Within palliative care, therefore, it is necessary to
emphasize to family members and patients that most
terminally ill patients do not benefit from this measure.
However, it is necessary to consider that interruption can
cause suffering to family members and the patient himself,
therefore it is a delicate decision that will depend on factors
beyond the evidence®.

Spirituality

Traditionally, the intensive environment suppresses
expressions of spirituality, that is, the expression of meaning,
purpose, and connection, of the patient and their family
members. However, most patients and their families tend to
view death as a transition or a spiritual journey, so spiritual
support, even in an intensive environment, should be one of
the areas of ICU care®C.

Both family members and patients feel the need to
have their values and beliefs respected and incorporated
into the discussion and decision-making process. They also
benefit from questioning their desires, recognizing their life
history, and reconnecting. The participation of spiritual
caregivers also appears to be beneficial when it involves
practices of discussing spiritual and religious needs, family
feelings, patients' values, and memories about the patient's
life. The greater the number of activities carried out, the
greater the satisfaction that family members obtain about
intensive care?®4l,

Final Considerations

This study demonstrates that there are no
contradictions between palliative care and the ICU
environment. Although, at first glance, it may seem that
there is a restriction on palliative care, due to the complexity
of the environment and the care adopted, it is fully possible
to guarantee dignity to intensive care patients in their final
moments. It is necessary for doctors who work in this
environment to reinforce their communicative skills, the
basis of all palliative care, and know how to correctly indicate
the suspension of treatments and manage the symptoms
that may arise from this interruption. Currently, the
management of the suffering of patients and their families is
still deficient, demonstrating the need to discuss current
medical education on palliative care. Doctors responsible for
intensive care must know the ethical and practical aspects of
caring for terminally ill patients, and specific training is
required for these professionals.

Despite all the bibliographical review carried out,
this study has limitations, as it is necessary to develop more
current studies with medical updates and management
techniques in ICU and palliative care, so that new research
can be carried out with even more criteria on how it should
be carried out. be the way doctors should act in palliative
care for terminally ill patients in Intensive Care Units.
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