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Introduction

The need to improve end-of-life care is a challenge 
for nowadays medicine1. Improving quality of life and 
respecting individual preferences, so that end-of-life 
treatment is adapted to patients’ wishes, must also in-
volve the emergency department (ED)2.

To this end, it is necessary to identify which patients 
arrive at the ED in a terminal situation in order to be 
able to talk to them and their families and make deci-
sions that will mark their future trajectory, whether in 
the hospital or at home. Classically, EDs had the role of 
saving lives3, but it is increasingly necessary that they 
also provide quality palliative care to patients at the 
end of their lives. This is a duty to patients and to soci-
ety. It should not be forgotten that the aim of medicine 
is not to heal or “save lives”, but health care in a broad 
sense, and this includes relief and accompaniment 
when necessary. EDs must therefore be prepared to 
know how to adapt the intensity of the treatment of-
fered to the individual healthcare needs of each patient. 
Mortality in hospital EDs, at around 0.2% (10-15% of 

overall hospital mortality)4,5, is low considering the large 
number of patients seen. Mortality in the ED is a quali-
ty criterion that all hospitals monitor and which the 
Spanish Society of Emergency Medicine (SEMES) also 
defines as a quality indicator6.

Patients who die usually respond to 2 typologies7: 
1) acute patient with severe pathology and unexpected 
death, e.g., polytrauma, vascular pathology (aneurysm), 
shock, etc.; 2) elderly, multi-pathological patient or with 
an irreversible process, the most frequent, whose death 
is foreseeable and who comes to the emergency de-
partment because the clinical situation cannot be con-
tained at home. This patient may require measures that 
include, in some way, a limitation of life-sustaining 
treatment. The objectives of the ED should include, in 
addition to low mortality, quality care for patients in 
the last phase of life.

The objective of this document is to make recom-
mendations for end-of-life care in the ED, so that pro-
fessionals of these services can protocolize high quality 
care for patients presenting with this situation, in ac-
cordance with optimal ethical and clinical standards.
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Deontological and legal framework

The Code of Medical Ethics8, which is binding on all 
physicians and, therefore, also on emergency physi-
cians, states in Chapter 7 (Art. 36.1) that “The physi-
cian has the duty to try to cure or improve the patient 
whenever possible. When this is no longer possible, the 
obligation remains to apply the appropriate measures 
to achieve the well-being of the patient, even when this 
could result in a shortening of life”. For its part, the 
Code of Nursing Ethics, also binding, in Chapter 3 
(Article 18) states that “Faced with a terminally ill per-
son, the Nurse, aware of the high professional quality 
of palliative care, will strive to provide until the end of 
his or her life, with competence and compassion, the 
necessary care to alleviate his or her suffering. He/she 
will also provide the family with the necessary help to 
enable them to face death when it can no longer be 
avoided”.

The Spanish regulatory framework, from the 
Constitution to the Penal Code, passing through the 
different state laws and case law9-13 (judgments that es-
tablish the law on non-legislated aspects), contextualiz-
es what is licit or illicit at the end of life. The right to 
health care at any time (including at the end of life) 
and respect for patient autonomy are legislated. In ad-
dition, in order to guarantee correct end-of-life care for 
patients, most of the Autonomous Communities have 
regulated the medical process of dying, the first to do 
so being Andalusia in 201014-22.

The topics covered are generally common to all the 
autonomous community laws: information and commu-
nication at the end of life, limitation of therapeutic ef-
fort and therapeutic obstinacy, patients’ refusal of medi-
cal interventions, palliative care (including palliative 
sedation), advanced living will (depending on the 
Community, called advance directives, living will or ad-
vance directives), the role of Health Care Ethics 
Committees, patient accompaniment, confidentiality, 
the rights of persons unable to decide or the obliga-
tions of professionals regarding end-of-life care.

As regards advance directives, Royal Decree 
124/2007 regulates the National Registry of Advance 
Directives and the corresponding automated personal 
data file, ensuring its effectiveness and making it possi-
ble for advance directives that have been formalized in 
accordance with the provisions of the legislation of 
each Autonomous Community to be known through-
out the national territory, since it is the Autonomous 
Communities that have the powers to regulate advance 
directives and their regulations may differ.

The Organic Law for the Regulation of Euthanasia23 
has recently been passed in Congress. This law intro-
duces into our legal system the right to request and re-
ceive the necessary help to die, both euthanasia and 
medically assisted suicide. The law regulates this right if 
the required conditions are met, explains the procedure 
to be followed and the guarantees to be observed. It 
also determines the duties of the health personnel who 
attend to the applicants, their framework of action and 

regulates the obligations of the administrations and 
institutions.

However, the aim of this document is to provide 
guidelines to achieve an adequate response to people 
with advanced diseases at the end of life in the emer-
gency department, and this involves, fundamentally, 
providing adequate palliative care in the emergency 
department, so that the law on euthanasia is not the 
subject of analysis in this document.

General ethical principles and standards

In the emergency care of patients at the end of life, 
there are certain ethical principles and standards to be 
taken into account, many of which are reflected in legal 
and deontological standards. On the one hand, there 
are the patients themselves and their relatives, who 
must define, according to their hierarchy of values, 
what their options and preferences are. On the other 
hand, there are the professionals responsible for care, 
who are in charge of providing information to the pa-
tient and his or her environment, as well as providing 
quality care, which in these cases includes end-of-life 
care planning. Finally, we must consider the institu-
tions, which must facilitate that this quality care is also 
provided in the emergency department. However, in 
this triangle, patient-professional-institution, ethical 
conflicts often arise, often exacerbated in emergency 
care because decisions have to be made quickly and 
the particular situation of some patients is often 
unknown5.

Ethical principles

The bioethical principles of Beauchamp and 
Childress23 can be applied to the triangular relationship 
described:
– Autonomy: is the capacity of persons to deliberate 

about their personal purposes and to act under the 
direction of the decisions they may make. Every per-
son should be considered and respected as an auton-
omous moral subject, responsible for his or her own 
decisions regarding the acceptance or rejection of 
whatever affects his or her life project. Persons whose 
autonomy is impaired, even if they are unable to ex-
ercise it fully, do not lose this right and must be in-
corporated into decision-making as far as possible. A 
person who has delegated care planning to a repre-
sentative or caregiver or who has made an advance 
directive document (or advance directive) should be 
cared for in accordance with the principle of autono-
my by substitution, i.e., according to what the repre-
sentative or the document states.

– Beneficence: “Good deeds”, the moral obligation to 
act for the benefit of the sick, helping them to pro-
mote their legitimate interests. In medicine it trans-
lates into applying the medical criterion of indication, 
but considering the opinion of the patient and availa-
ble resources. The patient assesses what is beneficial 
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for him/her with the information of the physician. In 
this sense, it is essential to carry out a correct assess-
ment of the competence of the patient, which must 
always be in accordance with the complexity of the 
decision to be made.

– Non-maleficence: it is the primum non nocere. The first 
duty of the physician is not to intentionally cause 
harm or increase it. It includes not causing pain or 
suffering (physical, psychological or moral), nor pro-
ducing incapacity.

– Justice: equitable distribution of health resources-ben-
efits and burdens among members of society. It im-
plies pursuing equity in the distribution of burdens 
and benefits, so that in the same situation every citi-
zen should have the same opportunities to be treated 
in the same way.

Ethical standars

The application of legislation, deontology and ethi-
cal principles to the practice of end-of-life care results 
in ethical standards, as described by various scientific 
societies24,25:
– Patients susceptible to adequacy of life support26, un-

derstood as the adaptation of treatment to the condi-
tions of the patient, will be all those facing the final 
phase of their life, either abruptly and unexpectedly 
or as a consequence of the evolution of an incurable 
disease.

– The decision to use adequacy of life support should 
be adjusted to current medical knowledge and the 
values of the patient. In case of reasonable doubt, it is 
advisable to initiate intensive treatment27, with with-
drawal conditional on clinical evolution or on obtain-
ing information about the wishes of the patient.

– Individualize the measures. The decision-making pro-
cess should be adapted to the individual life situation 
of the patient28. It will probably be necessary to make 
adjustments according to the idiosyncrasies of each 
service in order to provide the best possible individu-
alized treatment.

– Paternalistic medical decisions29 should be avoided 
and medical action without consent should be con-
sidered only in critical situations of necessity. For the 
same reason, action in “therapeutic necessity” mode 
(without consulting the patient) should be avoided in 
those situations that can be agreed upon by the med-
ical team responsible and the patient or his or her 
representative.

– In patients who have an advance directives or ad-
vance directives document, this should be consulted, 
respecting the wishes of the patient (Law 41/2002 on 
Patient Autonomy) and, if possible, confirming that it 
agrees with the current wishes of the patient. It is the 
obligation of all physicians attending patients in this 
situation to consult the registry of advance directives 
of the corresponding autonomous community.

– Incapacity and incompetence. Decisions shall be 
made by delegation or substitution for any incapable 
or incompetent patient. These decisions will be made 

with the legal guardian and, if there is no legal guard-
ian, with his or her representative. This type of deci-
sion will also be made in situations of temporary inca-
pacity or incompetence due to an acute clinical 
situation (a very frequent circumstance in the ED).

– In the case of minors who are not incapable or inca-
pacitated, but who are emancipated or 16 years of 
age, consent cannot be given by proxy. However, in 
case of serious risk according to the criteria of the 
physician, the consent will be given by the legal rep-
resentative of the minor, once the opinion of the mi-
nor has been heard and taken into account (Law 
41/2002 and Law 26/2015, of July 28, on the 
Modification of the Child and Adolescent Protection 
System).

– Conflicting decisions should be discussed collectively 
and, as far as possible, should be made by consensus, 
including the patient and his or her relatives in the 
deliberation. An attempt should be made to reach an 
agreement with them through a deliberative commu-
nication process, trying to respect the preferences of 
the patient. Shared medical decisions should be pro-
moted in the ED. In specific cases, the adequacy of 
life support decision will have to be made individually 
and, if so, it is recommended that it be discussed a 
posteriori with the rest of the team30.

– Freedom of conscience must be respected as a funda-
mental right enshrined in Article 16 of the Spanish 
Constitution and not be confused with conscientious 
objection. According to Constitutional Court ruling 
15/1982, the right to conscientious objection does not 
consist of a legal guarantee of abstention from a cer-
tain conduct, but rather this right introduces an excep-
tion that must be effectively declared in each case.

– Once the clinical decision has been agreed upon, the 
patient and, if necessary, those close to the patient 
should be informed, and it is desirable that both un-
derstand and accept the situation, avoiding a feeling 
of abandonment on the part of the professionals. The 
family and relatives should not be held exclusively re-
sponsible for the decision making process.

– The right of the patient to health information may be 
limited by the proven existence of a state of thera-
peutic necessity, also known as therapeutic privilege. 
Therapeutic necessity is understood as the physician 
power to act professionally without first informing the 
patient when, for objective reasons, knowledge of his 
own situation could seriously or irreversibly harm his 
health. In this exceptional case, the physician will 
make a reasoned record of the circumstances in the 
clinical record and will communicate his decision to 
the persons related to the patient for family or factual 
reasons31.

– Once the decision of adequacy of life support has 
been made, it is the obligation of the physician not to 
abandon the patient during the dying process and to 
guarantee an adequate death by ensuring the symp-
tomatic treatment and comfort measures required.

– Professionals should not accede to demands for futile 
or disproportionate actions, considered malpractice, 
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contraindicated and illegal, but should accept the 
right of the patient to refuse any action even if it is 
considered medically indicated. Therapeutic obstinacy 
on the part of the professional should therefore be 
avoided, as well as the establishment or maintenance 
of futile treatments.

– The decision to apply adequacy of life support meas-
ures to the patient, after rigorous and consensual as-
sessment of the indication and prognostic criteria, al-
lows us to understand death as an inevitable evolution 
of the disease.

– When necessary, healthcare professionals are responsi-
ble for providing the patient with a death without 
suffering and, in accordance with current legislation, 
through a process in which decisions must be made 
by consensus between the medical and nursing team, 
the patient and the family or representative, with the 
aim of maximizing the comfort of the patient. This 
decision must be based on the best available scientific 
evidence, on the ethical principles mentioned above 
and on the legal system in force.

– If there are doubts, the decision should be reconsid-
ered, and advice may be sought from a healthcare 
ethics committee (HCEC). In case of lack of agree-
ment between health professionals or the family or 
representative, it is also advisable to take into account 
the recommendation of the HCEC of the center, 
whose report or recommendation is not binding and 
must be adapted to the scope of care of the consulta-
tion, in this case the ED.

– Adequacy of life support decisions should be recorded 
in the medical record.

– It is recommended that EDs have their own end-of-
life care protocol to improve the decision-making pro-
cess in complex situations.

Adequacy of life support and palliative 
sedation

Adequacy of life support is the adjustment of treat-
ments to the clinical situation of the patient32. In ade-
quacy of life support, treatment is modified according 
to new therapeutic objectives. These objectives are 
adapted to the living conditions of the patient, aiming 
at the well-being of the patient and the treatment of 
symptoms that may cause suffering, while avoiding 
contributing to the prolongation of a clinical situation 
that lacks reasonable expectations of improvement33.

Not all life-prolonging treatments are beneficial to 
the patient and not everything that is technically possi-
ble is ethically acceptable. In end-of-life situations, 
many tests and therapies can produce more harm than 
benefit (they are disproportionate).

The Spanish Society of Palliative Care (SECPAL, acro-
nym in Spanish) considers therapeutic obstinacy to be 
the adoption of diagnostic or therapeutic measures that 
pursue a curative objective and that are not indicated 
in the advanced and terminal phase of a disease be-
cause they are disproportionate (they produce more 

harm than benefit), as well as the use of extraordinary 
measures (usually invasive) with the aim of unnecessari-
ly prolonging life in the last days or last hours of life34. 
Therapeutic obstinacy does not prolong life, but rather 
lengthens the process of dying, making it harmful for 
patients and their relatives, as well as being unfair to 
society as a whole, because healthcare resources are 
spent unnecessarily.

Palliative sedation is an appropriate treatment in 
those patients who present intolerable suffering and do 
not respond to adequate treatments. Its aim is to allevi-
ate suffering and calm any refractory symptoms (pain, 
dyspnea, agitation, anxiety, panic, nausea/vomiting, hy-
peractive delirium), although this may bring forward 
the death of the patient, who is already in the terminal 
phase. Palliative sedation, in addition to being good 
clinical practice and having an ethical justification, is in 
line with the current legislative and deontological 
framework. Adequacy of life support and palliative se-
dation are procedures of good clinical practice, and 
therefore criteria of quality of care.

The ethical justification of palliative sedation is usu-
ally made through the principle of double effect. The 
ethical principle of double effect indicates an action or 
omission that has 2 effects, one considered positive and 
the other negative. It is ethically acceptable when these 
conditions are met: 1) that the act to be performed is 
good or, at least, indifferent to its object; 2) that the 
positive and negative effects follow from the act, that 
is, that the positive effect is not obtained by means of 
the negative; 3) that only the positive effect is sought 
and the negative is limited to toleration; and 4) that 
there is a certain proportion between the positive effect 
desired and the negative effect tolerated, that is, that 
the positive outweighs the negative, or at least equals 
it.

In palliative sedation, sedative drugs are adminis-
tered, alone or in combination, to reduce the level of 
consciousness of a terminally ill patient. Its aim is to 
avoid intense suffering caused by one or more refracto-
ry symptoms. Palliative sedation requires prior consent 
from the patient. If this is not possible, the consent of 
family members or relatives must be obtained. Palliative 
sedation does not have to be irreversible, it can be con-
tinuous or intermittent and its depth is graded in order 
to achieve the level of sedation that achieves sympto-
matic relief. For all these reasons, the drugs of choice 
have a fast half-life. Before applying them, the physi-
cian must verify that: 1) there is suffering caused by re-
fractory symptoms; 2) the patient (and if this is not 
possible, his or her family/neighbors) has given in-
formed consent; 3) the patient has been given the op-
tion of satisfying his or her family, social or spiritual 
needs.

Sedation in agony (or last hours of life) is used 
when the patient is in the last days or hours of life to 
relieve severe suffering. In this situation, sedation is 
continuous, predictably irreversible and as deep as nec-
essary to alleviate suffering. In last hours sedation, it is 
recommended to maintain only essential drugs, such as 
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anticholinergics (bronchial antisecretory agents) or opi-
oids, withdrawing others that are not essential, such as 
antibiotics, nutrition, etc. In this case, it is essential that 
the responsible physician confirms that the necessary 
requirements for palliative sedation are met (patient 
suffering, informed consent and satisfaction of personal 
needs) and that there is also clinical evidence of immi-
nent or very near death. The Menten Scale has been 
validated in oncologic patients, but it is also used in 
other types of patients (Table 1). In addition to the 
treatment of pain and suffering, anything that increases 
the discomfort of the patient or uneasiness should be 
avoided, since the dying process is accompanied by 
physiological alterations that decrease consciousness 
and should not be reversed, such as hypercapnia, in-
creased uremia or decreased cerebral perfusion. The ED 
is not the ideal environment for sedation in agony, but, 
unfortunately, there are situations that make it neces-
sary to resort to it as the only therapeutic strategy.

There are scales to assess sedation, such as the 
Ramsay Scale (Table 2), the Sedation Analog Scale (SAS) 
or the Visual Analog Scale (VAS). The sedation guideline 
in agony should be composed of a combination of 
drugs including a benzodiazepine and an opioid, which 
set the level of sedation or analgesia. Other drugs can 
be added to this regimen to alleviate other symptoms 
such as delirium, hiccups, vomiting, secretions, etc. The 
drugs and doses most frequently used in sedation are 
listed in Table 3. It is worth insisting that in terminal 
sedation no dose limit should be considered, since the 
purpose is the control of refractory symptoms, and the 
recommended route of administration will be intrave-
nous or subcutaneous, depending on the resources and 
the specific clinical case.

It is recommended to consider the possibility of in-
creasing the degree of sedation (there is no maximum 
dose limit) in the following situations: patient request, 
respiratory distress, tachycardia, hypertension, diapho-
resis, crying, vocalization with movements, facial gri-

macing or restlessness. On the other hand, if in an ED 
it is necessary to resort to sedation in the last hours and 
the patient is intubated, it is convenient to use sedative 
drugs in advance to avoid a sudden increase in dyspnea 
after the withdrawal of mechanical ventilation, and a 
dose 2 or 3 times higher than that previously received 
on an hourly basis may be administered.

Recommendations for the protocolization 
of the appropriateness of life support 
in emergency departments

In accordance with the above (legislation, deontolo-
gy, principles and general ethical standards), and hav-
ing made the pertinent conceptual clarification with re-
spect to adequacy of life support and sedation, the 
following recommendations are proposed for the devel-
opment of protocols for quality care of patients at the 
end of life in the ED:
 1. Adequacy of life support is justified when the team 

responsible for the patient considers that active 
treatment does not improve the clinical condition of 
the patient, is futile or harmful, as well as when it is 
considered to be inefficient and, therefore, 
disproportionate.

 2. An attempt should be made to reach consensus 
(not unanimity) among the team treating the pa-
tient and, if necessary, the opinion of other profes-
sionals should be considered to assist in decision 
making. This consensus should include the patient/
representative and, when necessary, those close to 
the patient.

 3. It is essential to take into account the autonomy of 
the patient, and consideration should be given to 
the possibility of the patient having an advance di-
rective or, in the case of complex chronic patients, 
an advance decision making plan. If this is not the 
case, the consent of the patient-representative or 
close relatives should be obtained after receiving the 
information in a clear, truthful and comprehensible 
manner, all of which should be saved in the medical 
record.

 4. A therapeutic communication strategy will be pro-
posed with the patient and his or her relatives, of-
fering clinical options to meet their physical, psy-
chosocial and spiritual needs.

 5. It is in this communicative strategy that the adequa-
cy of life support should be presented to the pa-

Table 1. Menten Scale. Determination of agonic situation
Criteria

Cold and white nose 
Cold extremities 
Lividities 
Cyanotic lips 
Premortem stertors 
Apneas (15 seconds/1 min) 
Oliguria (< 300 ml/d) 
Drowsiness (> 15 h/d)
Interpretation:
$ 4 criteria → Agonal situation: mortality > 90% within 4 days.
1-3 criteria: Pre-acute situation.

Table 2. Ramsay Scale: Assessment of the level of sedation
LEVEL 1: Patient agitated and distressed
LEVEL 2: Calm, oriented, and cooperative
LEVEL 3: responsive to verbal stimuli
LEVEL 4: Sleepy, rapid response to light or sound
LEVEL 5: Slow response to light
LEVEL 6: No response

Table 3. Most common drugs in palliative sedation

EV bolus dose Duration 
of the effect EV perfusion

Midazolam 1-3 mg 4-9 hours 0.05-0.25 mg/k/h
Morphine 3-5 mg 3-4 hours 0.5-4 mg/h
Fentanyl 0.05-0.1 mg 0.5-2 hours 0.5-2 μg/k/h
Haloperidol 5 mg 2-4 hours 3-5 mg/h
Other drugs used are: remifentanil, propofol, levopromacin, chlorpro-
mazine, phenobarbital, scopolamine, according to the protocol establi-
shed in each center.
EV: endovenous.
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tient-representative/neighbors, guaranteeing confi-
dentiality, explaining the reasons for the adequacy 
of life support and the measures to be carried out, 
reinforcing that the relief of the pain and suffering 
of the patient will be sought, and stressing the im-
portance of the wellbeing and comfort of the 
patient.

 6. If there are doubts about the decision, if the clinical 
situation permits, it is recommended to postpone 
the decision for a few hours or days.

 7. If necessary, professionals who, for reasons of con-
science, do not agree with the consensus decision 
should be removed, respecting their right to con-
scientious objection. This type of decision should 
not be left to the physician on duty, but on rare oc-
casions (and not being the most advisable), clinical 
urgency will mean that he/she will have to make 
this decision.

 8. Once the adequacy of life support decision has 
been made, a plan for compliance and manage-
ment of  poss ible compl icat ions should be 
established.

 9. At all times, the patient will be accompanied by his 
or her family and relatives, and maximum intimacy 
will be ensured, thus facilitating an adequate 
mourning process afterwards.

10. In the event that the adequacy of life support deci-
sion is not accepted by the patient or his/her rela-
tives, a waiting/reflection time shall be considered 
and, if necessary, a consultation shall be made with 
the HCEC.

11. In case of a request by the patient or relatives for 
disproportionate measures or measures of proven 
therapeutic futility, it should be explained that such 
measures are harmful to the patient and should be 
limited, even against the wishes of patients or 
relatives.

12. If there are changes in the diagnosis of the patient 
or prognosis, adequacy of life support decisions will 
be re-evaluated.

13. In all cases, the decisions and actions taken should 
be recorded in the medical record, reflecting, when 
they exist, the refractoriness of the symptoms. Once 
a decision has been made on VSA, the medical re-
cord should reflect which measures are withdrawn 
(vasoactive drugs, mechanical ventilation or any 
other supportive treatment) and which are not, as 
well as the pertinent order not to perform cardio-
pulmonary resuscitation.

14. It is essential that EDs have protocols for palliative 
sedation and sedation in agony, including the ap-
propriate drugs, doses and routes of administration. 
If possible, these protocols should be agreed with 
the palliative and oncology units, as well as with the 
HCEC.

15. In palliative sedation, drugs should be individualized 
according to the refractory signs or symptoms pre-
sented by each patient. The use of pain and seda-
tion scales is recommended in order to adapt the 
doses of medication to the situation of the patient.

16. It is recommended to foresee all the possibilities 
that may occur, such as prolonged agony or even 
the survival of the patient. The moment of death 
should never be predicted.

17. In situations of the last hours or days, the best loca-
tion for the patient and his/her relatives should be 
sought, guaranteeing the maximum comfort of the 
patient and the accompaniment of his/her relatives.

18. The assessment of suffering, a broader concept than 
pain, implies knowledge of the values of the patient 
through dialogue with the patient and his or her 
relatives. It is therefore recommended that profes-
sionals improve their skills in recognizing and mini-
mizing situations of suffering in the terminally ill 
patient.

19. Finally, it should not be forgotten that both hospital 
and prehospital EDs attend daily to patients with 
severe neurodegenerative, neurological and end-
stage cardiorespiratory diseases, many of whom do 
not require active medical treatment or curative sur-
gery, and that these patients can be considered po-
tential donors. The inclusion of transplants in the 
portfolio of services, as well as the culture of dona-
tion, are essential for these areas to become gener-
ating units of potential donors. Organ and tissue 
donation is a right of the patient and part of end-
of-life care. It is our duty to inquire about the possi-
ble existence of prior instructions and, in the ab-
sence of these, the representative or relatives of the 
patient should be asked about the willingness of the 
patient to be a donor.

Glossary

– Adequacy of Life Support (ALS) is defined as “the de-
cision not to implement or withdraw therapeutic 
measures when it is expected that they will not be of 
significant benefit to the patient”.

– Comfort: subjective perception of well-being, which 
requires a series of specific, realistic, proportionate 
measures adapted to the emergency setting, with 
special emphasis on the control of situations that 
cause discomfort. To achieve this, pharmacological 
treatment of the symptoms should be started early, as 
well as anticipating the appearance of the different 
complications.

– Advanced incurable disease: a disease with a gradual 
and progressive course, unresponsive to available cu-
rative treatments, which will progress to death in the 
short or medium term in the context of progressive 
frailty and loss of autonomy.

– Terminal disease: it is an advanced, progressive and 
incurable disease, without reasonable chances of re-
sponse to treatment, with a survival prognosis of less 
than 6 months, which is accompanied by multiple, 
variable and multifactorial symptoms.

– Oncological terminal disease: a terminal disease in 
which it has been proven that the histology of the tu-
mor has no influence on the patient’s survival.
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– Euthanasia: procedure by which the anticipated death 
of the patient is sought, in a deliberate manner and 
by administering drugs at lethal doses to end the pa-
tient’s suffering. In contrast, sedation seeks to lower 
the level of consciousness with the minimum dose of 
drugs so that the patient does not perceive the refrac-
tory symptom. Therefore, the main difference be-
tween terminal sedation and euthanasia is the inten-
tion in the procedure employed and in the outcome.

– Futility: a futile treatment is one that does not obtain 
the expected result, despite having a precise indication 
and being correctly applied. It is up to the physician to 
recognize when a treatment is no longer effective. 
Futile medical actions should not be initiated or should 
be withdrawn if they have already been initiated.

1. Physiological futility: it is impossible for the treat-
ment to achieve the intended physiological response 
and, therefore, it fails to restore or improve the al-
tered function.

2. Quantitative or probabilistic futility: interventions 
performed to provide a benefit to the patient have 
a high probability of failure based on data from clin-
ical trials and studies. There is no agreement on the 
probability of success that would allow therapeutic 
measures to be considered futile. The most widely 
accepted threshold figure is a probability of success 
between 1% and 5%.

3. Qualitative futility: the professionals consider, in the 
light of their own experience and previous studies, 
that the intervention to be carried out has little 
chance of achieving a functional recovery and quali-
ty of life that can be perceived by the patient as 
satisfactory.

– De facto incapacity: a situation in which people lack 
sufficient understanding and will to govern their lives 
autonomously, without necessarily having a judicial 
resolution of incapacitation.

– Responsible physician: the professional in charge of 
coordinating the information and health care of the 
patient or user, who is the main interlocutor of the 
patient or user in all matters relating to his/her care 
and information during the care process, without 
prejudice to the obligations of other professionals in-
volved in the care process.

– Potential donor: patient with catastrophic brain dam-
age with a high probability of progressing to encephal-
ic death in a short period of time and with no appar-
ent medical contraindications for organ donation.

– Potential donor: patient who has progressed to ence-
phalic death and without medical contraindications 
for organ donation.

– Representative: a person of legal age and capacity who 
gives consent on behalf of another, having been desig-
nated for this function by means of a declaration of 
anticipated vital will or, if there is no such declaration, 
following the legal provisions in force on the matter.

– Sedation in agony: is a therapeutic decision pre-
scribed only by physicians, to treat a physical or psy-
chological symptom refractory to other treatments.

– Palliative sedation: is the administration of drugs to 

reduce the level of consciousness of a patient with 
advanced or terminal illness in order to avoid intense 
suffering caused by one or more refractory symptoms. 
It can be continuous or intermittent and its depth is 
graded in order to achieve a minimum level of seda-
tion that achieves symptomatic relief. Palliative seda-
tion need not be irreversible. The drugs of choice are 
those with a short half-life.

– Difficult symptom: it is a situation that requires for its 
clinical control the implementation of therapeutic 
measures beyond the usual ones.

– Refractory symptom: a symptom that cannot be ade-
quately controlled despite efforts to find a tolerable 
treatment within a reasonable period of time without 
compromising the consciousness of the patient.

– Agony: the phase preceding death when death occurs 
gradually and in which there is intense physical dete-
rioration, extreme weakness, high frequency of cogni-
tive and consciousness disorders, as well as difficulty 
in relating to others, with a prognosis of life limited 
to hours or days.

– Life-sustaining treatment: health intervention aimed at 
maintaining the vital signs of the person, regardless of 
whether or not such intervention acts therapeutically 
on the underlying disease or biological process that 
threatens the life of the person.

– Inappropriate treatments: those that are not beneficial 
or of uncertain benefit or are disproportionately cost-
ly. It is considered ethical not to administer a treat-
ment when it is considered futile, inappropriate, con-
trary to the interests of the patient or when there are 
insufficient resources.
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