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Abstract
Emergency units receive patients of greater severity with acute or worsened chronic conditions, and subject to 
sequelae or irreversible damages. In these cases, palliative care is prioritized, aiming to provide a better quality of 
life, with measures that promote physical, emotional, social and spiritual comfort, as essential elements of care 
for the end of life. One of these forms of comfort is palliative extubation, that is, the removal of the orotracheal 
tube, which is intended to alleviate suffering and avoid the prolongation of the death process for all those involved. 
Thus, the purpose of this study was to reflect on these issues from the case report of a patient subject to palliative 
extubation performed in a reference emergency unit.
Keywords: Emergencies. Palliative care. Airway extubation.

Resumo
Extubação paliativa em unidade de emergência: relato de caso
As unidades de emergência recebem pacientes mais graves, com doenças agudas ou crônicas, e sujeitos a sequelas 
ou danos irreversíveis. Nesses casos, priorizam-se cuidados paliativos para oferecer mais qualidade de vida, conforto 
físico, emocional, social e espiritual, elementos essenciais para o término da vida. Uma das formas de proporcionar 
maior bem-estar é a extubação paliativa, ou seja, a retirada do tubo orotraqueal, que tem o propósito de evitar o 
prolongamento do processo de morte do enfermo e aliviar o sofrimento de todos os envolvidos. Dessa forma, o 
objetivo deste trabalho foi refletir sobre essas questões a partir do relato de caso de paciente sujeita a extubação 
paliativa em unidade de emergência referenciada.
Palavras-chave: Emergências. Cuidados paliativos. Extubação.

Resumen
Extubación paliativa en una unidad de emergencia: relato de caso
Las unidades de emergencia reciben los pacientes más graves, con enfermedades agudas o crónicas, y sujetos a 
secuelas o daños irreversibles. En estos casos, se priorizan los cuidados paliativos, para ofrecer más calidad de 
vida, conforto físico, emocional, social y espiritual, elementos esenciales en el fin de la vida. Una de las formas de 
proporcionar mayor bienestar es la extubación paliativa, es decir, la extracción del tubo endotraqueal, que tiene 
el propósito de evitar la prolongación del proceso de muerte del enfermo y aliviar el sufrimiento de todos los 
involucrados. De esta forma, el objetivo de este trabajo fue reflexionar sobre tales cuestiones a partir del relato 
de caso de una paciente sujeta a extubación paliativa en una unidad de emergencia referenciada.
Palabras clave: Urgencias médicas. Cuidados paliativos. Extubación traqueal.
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Emergency Units usually receive patients of 
higher severity of illness, suffering from acute or 
chronic conditions, who are subject to sequelae or 
worsening of chronic diseases 1. What is currently 
perceived in these services is that many diseases are 
difficult to manage or can cause irreversible damage 
resulting from the evolution process of the disease 
itself, which requires new measures intended to 
provide patients with comfort and better quality of life.

In addition, as literature points out, due to the 
severity of the disease, many families experience 
the death of the patient right in the emergency 
unit 2, which exposes the need to prepare both 
the medical team and patient’s family to deal with 
this type of situation. This preparation happens 
in advance, when all involved already know the 
prognosis of the disease and inefficacy of the 
curative measures, considering the seriousness of 
the condition. In this case, palliative care comes 
onto the scene, which may be more beneficial than 
any deliverance action.

Literature today tends to emphasize “dying 
with dignity” over extending the suffering of the 
patient and his/her family with futile treatments 3. 
Priority is given to palliative care so patients can 
be provided with a better quality of life, with 
measures that promote physical, emotional, social 
and spiritual comfort 4, which reduce the costs of 
unnecessary treatments 5-9. 

People associate palliative care with the 
immediate dying process; however, the literature 
makes it clear that this type of care is not limited to 
the end of life. Palliative care must be offered along 
with vital therapies for people suffering from severe 
and chronic illnesses to promote well-being even if 
it does not prevent the natural course of the disease 
and unexpected death 1.

One of the ways of giving some relief to 
patients admitted to the emergency room is to 
remove invasive me1asures. Removing mechanical 
ventilation is the most common action in anticipation 
of death 10. Palliative extubation is applied in patients 
whose death is expected: It is considered as part of 
the transition to the type of care that generates 
measures of comfort for the patient, since it was 
concluded in advance that medical assistance 
previously offered in an aggressive manner was 
unable to meet the expected goals, such that the 
patient could not benefit from the continuity of 
mechanical ventilation 11,12. 

Removal of the endotracheal tube during 
interventions preceding death should not be 

considered simply a medical procedure, but care 
that alleviates suffering and avoids the prolongation 
of the death process 13. However, the medical team 
must address the family in an appropriate manner, 
allowing the grieving process to start early and 
providing adequate psychological support and 
control of the patient’s symptoms and well-being, if 
he/she regains consciousness after extubation.

It is also necessary to provide the 
documentation that substantiates this care and 
minimize the possible negative impacts on the 
medical team 13. As demonstrated by some studies, 
adequate palliative extubation is associated with 
more family satisfaction 14 and decreased incidence 
of depression among family members 3. However, 
despite the benefits, this practice still faces some 
barriers in emergency units 1,2,5.

Very few reports on this practice have been 
found in the literature available. Thus, the objective 
of this study is to present the case report of a patient 
undergoing palliative extubation in an emergency 
unit.

Method

This is an experience report that presents 
facts and feelings of those involved in a palliative 
extubation procedure that took place in June of 2017 
at the referral unidade de emergência referenciada –  
UER (emergency unit) of Hospital de Clínicas da 
Universidade Estadual de Campinas – Unicamp 
(Campinas State University Hospital). 

Data was collected in July of the same year, 
about one month after the death of the patient, and 
gathered based on the procedures described and the 
patient’s medical record. The project was submitted 
to the ethics committee of the institution; and the 
term of free and informed consent was judged as 
dispensable.

Results

The patient, a 80-year old female born in 
Campinas, was healthy, hypertensive, diabetic and 
dyslipidemic. She was brought to the pre-hospital 
care in June 2017, after being found unresponsive 
by her brother in her bedroom one morning. She 
arrived at the emergency room with score of 5 on 
the Glasgow coma scale in a decerebrate State, also 
showing anisocoria. 
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Orotracheal intubation was performed upon 
admission, followed by a skull tomography, which 
confirmed an ischemic cerebrovascular accident in 
the brainstem area. Once the patient’s condition 
was stabilized, she was transferred to the intensive 
care unit of the emergency room where she was 
kept under mechanical ventilation.

Family members were present during visiting 
hours, monitoring closely the evolution of the patient’s 
condition. They could see her suffering and how her 
health was deteriorating by the day, reporting their 
sight to the medical team. Between the third and 
eighth day following the patient’s admission to the 
emergency room, the medical team shared with the 
family and multidisciplinary team the poor prognosis of 
the disease. They were told that the patient would no 
longer be able to perform her daily activities, including 
talking to or understanding people, and would become 
completely dependent on basic care, such as eating and 
bathing. Therefore, under this irreversible condition, 
she would experience a prolonged death process, with 
more suffering and pain. 

The family understood the scenario and 
realized that leaving her in this situation would 
only cause more suffering and affect her social 
circle. After this conversation, the medical team 
addressed issues related to palliative care, the 
comfort provided by the multiprofessional team, 
and the importance of visiting and/or staying with 
her family, even outside of the normal visiting hours. 
In addition, they were told that the permanence 
of the orotracheal tube and the administration of 
vasoactive drugs would not reverse the patient’s 
condition, which could cause further damage. 
After a consensus was reached among the medical 
team and family members, comfort measures were 
applied, including palliative extubation.

The patient was extubated after nine days of 
hospitalization. Nevertheless, she continued with 
a score of 5 on the Glasgow coma index, showing 
ocular response to calls, eupnea in ambient air, 
comfortable physiognomy, and no pain. She also 
continued to receive intensive and basic care like 
bathing, change of decubitus, and feeding through 
nasoenteric tube. She was monitored by the medical 
team and family members 24 hours a day, and 
passed away five days following extubation.

Discussion

The presentation of this case is due to the low 
applicability of extubation in our field. Given the 

context in which increasingly aggressive medical 
interventions do not reverse the serious evolution 
of certain diseases, the continuous presence of the 
orotracheal tube has been shown to contribute to 
an agonizing death process. Palliative extubation 
is performed precisely to avoid this dramatic 
situation. Emergency unit professionals must learn 
to implement procedures that aim not only to 
treat and cure diseases but also to reduce patient 
suffering in situations that are often unavoidable and 
increasingly frequent 13.

The literature on the subject shows that 
critical care specialists can identify which patients 
are undergoing life-prolonging treatments, which 
generate, at the same time, more suffering prior 
to imminent death 11,13. Therefore, physicians must 
evaluate and confirm the diagnosis of these patients 
subject to palliative extubation and also check 
that the unit responsible for their hospitalization 
can provide support to their relatives and offer 
appropriate palliative care.

In the case of the patient aforementioned, the 
referral emergency unit had an intensive care room 
available with five beds and infra-structure similar 
to that of a conventional intensive care unit (ICU), 
which is intended to provide patients in critical 
condition with intensive care until their relocation 
to a hospitalization unit that is more appropriate. 
In addition to hemodynamic support, the intensive 
care room has more space so that the medical team 
can better serve patients and families. There is less 
rotation as compared to to the emergency unit 
with two visiting schedules available. These factors 
helped patients, family members and the medical 
staff to establish a closer contact, since the latter 
cared for patients 24 hours a day, ensuring full care.

All these aspects follow what is recommended 
in the literature, since it was possible to integrate 
several issues in the emergency unit. Prior to 
extubation, the team that cared for the patient was 
gathered to receive explanations about the situation 
and to better understand the concept of palliative 
extubation, precisely so that any doubt could be 
clarified and the team could fell more confident 
about the procedure. This was paramount in this 
case, since the fear about this issue has already been 
pointed out by some studies, especially considering 
that health professionals generally face other 
barriers such as overwork, overcrowding, workplace 
disorganization, lack of knowledge on the subject, in 
addition to emotional stress 1,2,5.

It is essential to call upon the family, clarify 
doubts, explain the current situation of the patient, 
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and the appropriate measures that can ensure 
what is best for him/her. The relatives mentioned 
in the present case report chose not to witness 
the moment when the tube was withdrawn, which 
emphasizes the importance of respecting all the 
people involved, including their period of denial and 
acceptance of the facts. 

The professionals who were part of the 
multiprofessional team, such as doctors, social 
workers and nurses, were particularly understanding 
about the anxiety of the relatives and the stress 
experienced by the team responsible for the 
extubation 13. As recommended by the literature 
available, it is necessary to register every step of 
the process in medical records, so that they serve 
as documentation and basis for all professionals 
to evaluate the preparation, competence and 
performance of the medical team 13, in addition to 
demonstrating that palliative extubation can have a 
measurable outcome.

It is also emphasized that the real purpose of 
palliative extubation is to avoid the prolongation 
of the death process; the discomfort generated by 
orotracheal intubation; and to provide therapeutic 

care for the control of signs and symptoms, such as 
pain, until the onset of death. As for family members, 
care before and after grief is necessary, in addition 
to psychosocial support, especially after palliative 
extubation, since death can occur days later, as in 
the case of the patient object of this study, who died 
five days following the procedure 13.

Final considerations

As in hospitalization units, palliative care must 
also be available in emergency units, improving 
the well-being of patients, providing relief, and 
comforting the families and professionals involved. 
Palliative extubation, or the withdrawal of 
mechanical ventilation from the patient whose death 
is expected, was presented by discussing this case 
report and mentioning other studies, as an example 
of palliative care that may prevent agonizing death. 
It becomes evident that, once the medical team and 
family members reach a consensus, that it is possible 
to carry out this practice and reduce the suffering 
of the patient, improving his/her well-being, social 
cycle, and that of all the professionals involved. 

Referências

1. Grudzen CR, Stone SC, Morrison RS. The palliative care model for emergency department 
patients with advanced illness. J Palliat Med [Internet]. 2011 [acesso 26 jun 2017];14(8):945-50. 
DOI: 10.1089/jpm.2011.0011

2. Weng TC, Yang YC, Chen PJ, Kuo WF, Wang WL, Ke YT et al. Implementing a novel model for 
hospice and palliative care in the emergency department: an experience from a tertiary medical 
center in Taiwan. Medicine (Baltimore) [Internet]. 2017 [acesso 26 jun 2017];96(19):e6943. 
DOI: 10.1097/MD.0000000000006943

3. Kross EK, Engelberg RA, Gries CJ, Nielsen EL, Zatzick D, Curtis JR. ICU care associated with symptoms 
of depression and posttraumatic stress disorder among family members of patients who die in the 
ICU. Chest [Internet]. 2011 [acesso 26 jun 2017];139(4):795-801. DOI: 10.1378/chest.10-0652

4. Mazutti SRG, Nascimento AF, Fumis RRL. Limitação de suporte avançado de vida em pacientes 
admitidos em unidade de terapia intensiva com cuidados paliativos integrados. Rev Bras Ter Intensiva 
[Internet]. 2016 [acesso 26 jun 2017];28(3):294-300. p. 295. DOI: 10.5935/0103-507X.20160042

5. American College of Emergency Physicians. Palliative medicine in the emergency department 
[Internet]. 2012 [acesso 18 set 2016]. Disponível: https://bit.ly/2OIxQsa

6. Quest TE, Asplin BR, Cairns CB, Hwang U, Pines JM. Research priorities for palliative and end-of-life 
care in the emergency setting. Acad Emerg Med [Internet]. 2011 [acesso 26 jun 2017];18(6):e70-6. 
DOI: 10.1111/j.1553-2712.2011.01088.x

7. Lamba S. Early goal-directed palliative therapy in the emergency department: a step to 
move palliative care upstream. J Palliat Med [Internet]. 2009 [acesso 26 jun 2017];12(9):767. 
DOI: 10.1089/jpm.2009.0111

8. Stone SC, Mohanty SA, Grudzen C, Lorenz KA, Asch SM. Emergency department research 
in palliative care: challenges in recruitment. J Palliat Med [Internet]. 2009 [acesso 26 jun 
2017];12(10):867-8. DOI: 10.1089/jpm.2009.0139

9. Mierendorf SM, Gidvani V. Palliative care in the emergency department. Perm J [Internet]. 2014 
[acesso 26 jun 2017];18(2):77-85. DOI: 10.7812/TPP/13-103

10. Smedira NG, Evans BH, Grais LS, Cohen NH, Lo B, Cooke M et al. Withholding and withdrawal of 
life support from the critically ill. N Engl J Med [Internet]. 1990 [acesso 26 jun 2017];322:309-15. 
DOI: 10.1056/NEJM199002013220506

11. Huynh TN, Walling AM, Le TX, Kleerup EC, Liu H, Wenger NS. Factors associated with palliative 
withdrawal of mechanical ventilation and time to death after withdrawal. J Palliat Med [Internet]. 
2013 [acesso 26 jun 2017];16(11):1368-74. DOI: 10.1089/jpm.2013.0142

http://dx.doi.org/10.1590/1983-80422019272315

Re
se

ar
ch



317Rev. bioét. (Impr.). 2019; 27 (2): 313-7

Palliative extubation in emergency units:  a case report

12. Von Gunten C, Weissman DE. Ventilator withdrawal protocol. J Palliat Med [Internet]. 2003 [acesso 
26 jun 2017];6(5):773-4. DOI: 10.1089/109662103322515293

13. Kok VC. Compassionate extubation for a peaceful death in the setting of a community 
hospital: a case-series study. Clin Interv Aging [Internet]. 2015 [acesso 26 jun 2017];10:679-85. 
DOI: 10.2147/CIA.S82760

14. Gerstel E, Engelberg RA, Koepsell T, Curtis JR. Duration of withdrawal of life support in the 
intensive care unit and association with family satisfaction. Am J Respir Crit Care Med [Internet]. 
2008 [acesso 26 jun 2017];178(8):798-804. p. 798. DOI: 10.1164/rccm.200711-1617OC

Participation of the Authors
Julieth Santana Silva Lage was responsible for the bibliographic review, writing part of the introduction, method 
and discussion, and reviewing the introduction, method, clinical case (results), discussion and final considerations. 
Agatha de Souza Melo Pincelli also participated in the bibliographic review and final considerations. Jussara 
Aparecida Silva Furlan reviewed the bibliographic references and clinical case. Diego Lima Ribeiro wrote part of the 
abstract, introduction and discussion, being a reviewer and supervisor for the work. Rafael Silva Marconato was the 
idealizer of the article, in addition to one of the reviewers and supervisors for the work.

Correspondência
Julieth Santana Silva Lage – Rua Alcides Turci, 108, Dom Pedro I CEP 12232-640. São José dos Campos/SP, Brasil.

Julieth Santana Silva Lage – Especialista – julieth.lage@yahoo.com.br
 0000-0002-1158-0755

Agatha de Souza Melo Pincelli – Graduanda – htamelo@hotmail.com
 0000-0002-1962-0520

Jussara Aparecida Silva Furlan – Graduada – jussara.aps@hotmail.com
 0000-0002-8581-6329

Diego Lima Ribeiro – Especialista – lr.diego@gmail.com
 0000-0003-0731-9308 

Rafael Silva Marconato – Mestre – marconato@hc.unicamp.br
 0000-0001-9222-8413

Recebido:  19. 4.2018

Revisado:   30.12.2018

Aprovado:  7.11.2018

http://dx.doi.org/10.1590/1983-80422019272315

Re
se

ar
ch


