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ABSTRACT
Objective: to explain the approaches and discussions about the Advance Healthcare 
Directives spread among health professionals, lawyers and society. Method: bibliographic 
search in the databases SciELO, LILACS, BDENF, in Portuguese, carried out from December 
2017 to January 2018. Results: 22 articles were considered for analysis with interviews and 
testimonies of physicians, intensivists and geriatricians, nurses, technicians and Nursing 
auxiliaries, Medical students, lawyers and Law students. Conclusion: there is a small number 
of papers on the Advance Healthcare Directives in Brazil, and a wide range of approaches that 
have not yet been clarified. The theme is not widely spread and little clarified in its essence.
Descriptors: Living Will; Early Directives; Bioethics, Personal Autonomy, Right to Die.

RESUMO
Objetivo: explicitar as abordagens e discussões sobre as Diretivas Antecipadas da Vontade 
difundidas entre os profissionais de saúde, advogados e a sociedade. Método: pesquisa 
bibliográfica nas bases de dados SciELO, LILACS, BDENF, em Língua Portuguesa, realizada 
no período de dezembro de 2017 a janeiro de 2018. Resultados: foram considerados 22 
artigos para análise com entrevistas e depoimentos de médicos, intensivistas e geriatras, 
enfermeiros, técnicos e auxiliares de Enfermagem, estudantes de Medicina, de Direito 
e advogados. Conclusão:  há um pequeno número de trabalhos sobre as Diretivas 
Antecipadas da Vontade no Brasil, e uma ampla gama de abordagens ainda pouco 
elucidadas. O tema ainda é pouco difundido e pouco esclarecido em sua essência.
Descritores: Testamentos quanto à Vida; Diretivas Antecipadas; Bioética, Autonomia 
Pessoal, Direito a Morrer.

RESUMEN
Objetivo: explicitar los enfoques y discusiones sobre las Directivas Anticipadas 
difundidas entre los profesionales de la salud, los abogados y la sociedad. Método: 
investigación bibliográfica realizada en las bases de datos SciELO, LILACS, BDENF, en 
portugués, del diciembre 2017 hasta enero 2018. Resultados: se consideraron 22 
artículos para el análisis con entrevistas y testimonios médicos, intensivistas y geriatras, 
enfermeros, técnicos y auxiliares de Enfermería, estudiantes de Medicina, de Derecho 
y abogados. Conclusión: hay un pequeño número de trabajos sobre las Directivas 
Anticipadas en Brasil, y una amplia gama de enfoques poco elucidados. El tema sigue 
siendo poco difundido y poco esclarecido en su esencia.
Descriptores: Testamentos sobre la Vida; Directivas Anticipadas; Bioética, Autonomía 
Personal, Derecho a Morir.
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INTRODUCTION

Individual and social values have changed throughout times and 
situations, and thus have also changed moral standards. What was 
considered absurd came to be normality. This happened with the 
death of the human body, which went from something untouch-
able to simple material to be used for the survival of another(1).

With the evolution of civilized society there was a judicialization 
of death. What was characterized by any individual in society as 
the cessation of life, came to have eminently scientific and legal 
connotations; and tests or procedures were necessary for the 
characterization of death. Today, with cutting-edge technology 
and the specialization of Medical Science, dying has become 
slow and often painful(2).

Then some new concepts arise during the disease process. 
The patient who is beyond therapeutic possibility and yet has 
his/her body invaded will be the victim of dysthanasia, that is, 
the methods used cause suffering without any further clinical 
improvement. Orthotanasia refers to the acts and procedures 
used in terminal patients so that death occurs with the maximum 
possible comfort(3).

With the emergence of Bioethics, a science that has emerged 
to unite the advances of biotechnology with the study of ethics 
and its implications, the act of dying takes on another dimension. 
Man begins to have control over life and, consequently, death: a 
hopeful power, but extremely dangerous(1).

In the São Paulo State there is a law that deals with the rights 
of terminal patients of the health system, allowing them to 
refuse medical treatment. Law 10.245/1999 states that it is the 
patient’s right to refuse painful or extraordinary treatments to 
try to prolong life(4).

Resolution No. 41/1.995 of the National Council for the Rights 
of the Child and Adolescent (CONANDA), legally bound to the 
Ministry of Justice, in a text prepared by the Brazilian Society 
of Pediatrics, ensures the young or infant patient the right to a 
dignified death together to their families, when all therapeutic 
resources available have been depleted(5).

More recently, in 2012, the Federal Council of Medicine (CFM), 
through CFM Resolution 1.995/1.995, legitimizes the medical 
position on patients’ advance directives. In addition to its timeli-
ness and innovation in the face of new technical and scientific 
challenges, it guarantees, with regard to decisions on care and 
treatment, the consideration of the prior will and expressly 
declared by the patient, provided that in accordance with the 
precepts determined by the Code of Medical Ethics; this will 
must prevail over any other non-medical opinion, including the 
will of family members(6).

The Advance Healthcare Directives (AHD) are understood as 
the set of will previously expressed by the patient about care and 
treatment that he or she will to receive when unable to freely and 
autonomously express his/her will. AHD recognize the patient’s 
right to refuse futile medical care, also known as extraordinary 
treatment, that is, treatments that aim only to prolong their 
biological life without guaranteeing their quality(7).

In Brazil, there is still no specific legislation for AHD, and since 
CFM Resolution 1.995/2012, discussions have taken place infor-
mally and discreetly among groups of professionals. Scientific 

studies bring up this discussion, which for many there remains 
some confusion. 

The present study questions whether there is an expressive 
approach to the Advance Healthcare Directives in the literature. 

OBJECTIVE 

To know the diverse lines of approaches and reflections on the 
Advance Healthcare Directives contained in articles published in Brazil.  

METHOD

Type of study

An integrative review of the literature was conducted, making it 
possible to collect, analyze, synthesize and present the approach of 
multiple studies published on the subject in a systematic and orderly 
manner, contributing to the knowledge of its current approaches. 

Methodological procedures 

The subject, and the inclusion and exclusion criteria were de-
fined; the articles were selected; the interpretation of results and 
presentation of the review were carried out(8). The formulation of 
the problem included the following guiding question: approaches 
and reflections on AHD contained in articles published in Brazil.

Data sources

research was carried out in the world wide web, in the Virtual 
Health Library (VHL) databases: Scientific Electronic Library On-
line (SciELO), Latin American and Caribbean Literature in Health 
Sciences (LILACS) and Nursing Database (BDENF).

Data collection occurred from October 2017 to January 2018. 
The descriptors “medical directives” (MD), “advance directives” 
(AD) and “living will” (LW), referred to in the Descriptors in Health 
Sciences (DeCS) were used to select articles produced in Brazil 
and their different approaches, in addition to the association of 
key words. After the search for scientific productions, an analysis 
of the articles was carried out to verify their approximation with 
the proposed objective.

Sample; inclusion and exclusion criteria 

For refinement, the following inclusion criteria were defined: 
scientific articles that explained the methodological procedures 
adopted, written in Portuguese, without restriction regarding the 
year of publication and related to the descriptors. 

They were then subjected to careful reading of the title and 
abstract, verifying their suitability to the theme. 

Data analysis

In the search for the national articles in the databases described, 
considering the mentioned descriptors, 72 articles were found. 
With the descriptor Advance Healthcare Directive 26 articles 
were found in the VHL, in the databases SciELO, LILACS, BDENF, 
in Portuguese, from 2011 to 2017. 
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With the descriptor “MD” 25 articles were found; with “LW”, 21 
articles in the databases SciELO, LILACS and BDENF, from 2011 to 
2015. A total of 46 articles was excluded by repetition. In addition 
to these, a thesis, a monograph and a letter to the editor. Regard-
ing the association of keywords, five articles were found. They 
were then subjected to careful reading of the title and abstract, 
verifying their suitability to the theme (Figure 1). 

Data organization

For the demonstration of the approaches to the topic, a data 
collection instrument was created (Chart 1), containing: year of 
publication, title of article, main referenced approaches, results 
and conclusions. Finally, the articles were analyzed in full, and 
the results were produced in a descriptive way.

RESULTS  

At the end, 22 papers were considered for analysis. Studies 
with interviews and testimonies of physicians, intensivists and 
geriatricians, nurses, Nursing technicians and assistants, Medical 
students, lawyers and Law students were conducted, as well as 
integrative and literature reviews. They are presented in Chart 1.

Chart 1 – Presentation of studies: title, results and conclusions selected in the study

Author Title Some Results Conclusions

Piccini et al 
2011(9)

The Living Will under the 
perspective of doctors, 
lawyers and students. 

Only 29.2% of respondents had full knowledge 
of the Living Will meaning; 87.6% would opt for 
orthotanasia with a terminal patient. 

Most professionals adopts the Living Will as 
a form of respect to the patient’s will and, 
therefore, the patient’s autonomy.

Campos et 
al 2012(10)

The Living Will: the perception 
of cancer patients and their 
companions.

Most of the interviewees, both patients and 
companions, are unaware of the terms “Living 
Will”.

There is an interest among oncology patients 
and their companions to elaborate the Living Will 
and add it to national legislation.

Alves 
2013(11)

Language, Advance 
Healthcare Directives and 
Living Will: a national and 
international interface.

In Brazil, there is already a trend towards the creation 
of specific legislation to meet Advance Directives, 
since 1999. In the National Congress, Law No. 6.715, 
of 2009, provides for amending the Penal Code (PC) 
to exclude the unlawfulness of orthatanasia.

There is still much legal discussion regarding the 
contextualization and legality about this topic.

Dadalto et 
al 2013(7)

Advance Healthcare 
Directives: a Brazilian model.

It was noticed that the Brazilian model should be 
distanced from the standards of forms used in 
many US states and Spanish provinces, aiming to 
leave room for the subjectivity of each patient.

The proposal aims to assist patients and doctors 
in the Advance Healthcare Directives and 
should be used as a guide considering each real 
situation.

Crippa et 
al 2013(12)

Advance Healthcare 
Directives and the civil 
responsibility of doctors.

The civil responsibility of medical doctors before 
Resolution 1.995/2012. Objective and subjective 
civil responsibility.

Today, there is still little discussion as to the 
doctor’s responsibility as for disobeying these 
Advance Healthcare Directives.

Bussinguer 
et al 2013(13)

The right to live one’s 
own death and its 
constitutionality.

Legislative omission and consideration of the 
possible legal binding of doctors and relatives of 
terminally ill patients to their Living Will.

Doctors are subject to the early manifestation 
of terminally ill patients and are supported 
by the Constitution in cases in which they are 
legally questioned about the legality of their 
subordination to the patient’s directives and to 
the Resolution of the Federal Medical Council.

Nunes et al 
2014(14)

Advance Healthcare 
Directives: benefits, obstacles 
and limits.

The heart of AHD: autonomy; the questionable 
stability of decisions; the ambiguous terminology 
used in AHD; alternative approaches. 

The need for studies in Brazil that will enlighten and 
clarify the various aspects of AHD, so that dignified 
death is not only a concept but also a reality.

Pattela et 
al 2014(15)

Patient’s Advance Directives: 
a brief introduction to the 
topic.

Advance Directives in the Brazilian legal system; 
approaches in clinical practice.

The ethical-legal recognition of the Advance 
Directives will have a double role: if, on the one 
hand, it will provide the doctor with a legal 
provision to comply with it, on the other, and 
especially, will guarantee the patient to be treated 
according to his/her own will in its terminality.

To be continued
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Author Title Some Results Conclusions

Kovács 
2014(16)

On the way to death with 
dignity in the 21st century.

Portraits of death in the twenty-first century: 
interdict death, open death, rehumanized death, 
patients with advanced diseases and their needs. 
Euthanasia, dysthanasia, orthatanasia, assisted 
suicide – bioethical issues. The Living Will, 
Advance Healthcare Directives: documents for 
orthothanasia.

Death with dignity is the goal of palliative care 
programs. It seeks to facilitate the patient’s 
autonomy in making decisions about his or her 
life. The concept of good death, without pain, 
is resumed with respect to the patients’ will, 
establishing channels of communication with 
their family and health professionals.

Saldanha 
2014(17)

The possible flaws of the 
Living Will in Brazilian law 
against the constitutional 
guarantee of dignified death.

Euthanasia and other procedures of the Advance 
Healthcare Directives of comparative law 
Resolution No. 1.995/2012 of the Federal Council 
of Medicine of the juridical aspects, a principle of 
human dignity. 

Active euthanasia (characterized by an action); 
passive euthanasia (characterized by an 
omission): Brazilian law does not allow for either 
of these hypotheses, although the preliminary 
draft of the Penal Code provides for the 
possibility of passive euthanasia.

Salles 
2014(18)

Bioethics and the processes 
of religiosity among patients 
with terminal diseases in 
Brazil.

Dilemmas of spiritual nature in the terminality 
of life. The role of Bioethics in the religious 
processes of terminality, applying the principles 
of autonomy and otherness.

The health professional must know the main 
spiritual trends of the country to respect the 
principles of beneficence and respect for the 
autonomy of the patient.

Cogol et al 
2015(19)

Advance Healthcare 
Directives to terminal 
patients: an integrative 
review.

Perceptions, opinions and behaviors of students 
and professionals; receptiveness of patients and 
their families to the directives.

The repercussions of AHD on the world scenario 
contributing to reflections in Brazil, guided by 
the CFM Resolution and their legal aspects.

Cassol et al 
2015(20)

Advance Healthcare 
Directives: perception of a 
Nursing team of hemato-
oncology.

They pointed out that the Advance Directives 
would be something new for professionals, 
within the context of care.

Significant repercussions have been observed, 
ranging from disregarding its use to the 
conclusion that doctors and family members 
still have decision-making power over the fate of 
terminal patients.

Silva et al 
2015(21)

Knowledge of Medical 
students about the Living Will.

Few students were aware of the meaning of the 
term “Living Will”. After hearing the definition 
of the Advance Healthcare Directives, provided 
by the researchers, the majority stated that they 
would respect the provisions of the Living Will.

The need to intensify this discussion between 
society and students of Medicine, given its high 
relevance to future doctors and the autonomy of 
patients.

Chehuen 
Neto et al 

2015(22)

Living Will: what do health 
professionals think about it?

Fewer than half of those interviewed said they 
knew the document. Most of the sample was 
uncomfortable to follow the determinations of a 
Living Will.

The majority of health professionals interviewed 
are unaware of the Living Will and CFM 
Resolution 1.995/2012.

Cogo et al 
2016(23)

Challenges to introduce 
the Advance Healthcare 
Directives into the hospital 
practice. 

Fear of legal implications. Advance Healthcare 
Directives require patient autonomy and 
adequate communication.

Conflicts, dilemmas and limitations in the 
applicability of AHD make it impossible for the 
patients’ will to be respected.

Coco et al 
2017(24)

Advance Directives: will of 
health professionals and 
family caregivers.

Focus on the applicability of the Advance 
Healthcare Directives and the will of professionals 
and family in the maintenance of the dignity 
and the personal autonomy; insecurity of the 
applicability of the directives. 

Although participants accepted and wanted 
to implement the Advance Directives, they 
expressed concerns about their applicability, 
whether their will were not respected, or that 
they could change as they faced the final stage 
situation, their abandonment by professionals 
and their insecurity regarding diagnoses and 
prognoses.

Moreira et 
al 2017(25)

The Living Will in medical 
practice: professionals’ 
comprehension.

Advance Healthcare Directives are important to 
promote patient autonomy; humanization of 
medical care in terminality.

It also demonstrates the need to create a legal 
device regulating its formal use in Brazil.

Buriá et al 
2017(26)

The application of Advance 
Healthcare Directives in 
people with dementia.

This instrument, if used with healthy elderly 
people, anticipates the possible installation 
of posterior cognitive damage, indicated by 
demographic and epidemiological data. 

It is concluded that qualified professionals can 
guide elderly people and their families to reflect 
deeply on health and illness, autonomy and 
inability.

Oliveira et 
al 2014(27)

Euthanasia under the 
perspective of undergraduate 
Nursing students: conception 
and challenges.

Ignorance as for the Living Will. The Constitution and laws prevent the 
application of the Living Will.

Nunes 
2009(28)

Proposal on the suspension 
and abstention of treatment 
in terminally ill patients.

Listed proposals.
The use of orthotanasia as a medical practice 
depends on the wide discussion among 
professionals and the society.

Chart 1

To be continued
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DISCUSSION

Death can be seen through different prisms since ancient 
times. Dying close to the family, encouraging the continuity of 
will and sharing goods were valued in the Middle Ages(16). In this 
way, unexpected and solitary deaths were not the predominant 
desire. The view of death presented a different view than that of 
contemporary times.

Nowadays, prolonging and isolating the lives of many patients 
leads to the growing desire for a quick and painless death, with 
relatives present, dying with dignity and preserving patients’ 
beliefs and values(30).

When the subject “dying with dignity” is approached, there 
is intense discussion. Palliative care programs focus on death 
with dignity, facilitating the patient’s autonomy in decisions that 
involve prolonging life. Thus, good death, painless, respecting 
the will of patients, establishes a new topic of communication 
between family members and health professionals(16).

Bioethics seeks to show a new direction to the impasse between 
religiosity and AHD, emphasizing autonomy, beneficence and 
otherness. When technology and death are confronted, there are 
relevant and complex ethical dilemmas. Many questions arise, 
leading people to reflect and question their human values. The 
complexity increases when the spiritual element is added to 
these reflections, effervescing ethical and existential questions 
about the interventions of the health professional. In this sense, 
when it comes to AHD, it is necessary to establish exact criteria 
for good clinical practice, because when the principle of alterity 
is approached health professionals can have their perception 
modified when putting them in the  patient’s shoes(31).

The option of persisting in the treatment of terminally ill 
patients, instead of opening dialogue about possibilities of end-
of-life procedures, may lead to difficulties and changes in the 
comfort zone of health professionals. It is not possible to deny the 
limitations on the implementation of AHD, either by the feeling of 
impotence or by the therapeutic obstinacy of professionals(23). On 
the other hand, for family caregivers, hiding the diagnosis from 
the terminal patient impairs adherence to the practice of AHD.

An alternative is the approach of terms called Advanced Care 
Planning, which expresses the preference or refusal of the patient 
to certain interventions, such as mechanical ventilation, parenteral 
nutrition and hemodialysis as care goals(32).

Since AHD are an instrument of patients and involve decisions 
of the medical professionals and the proxy, it is fundamental 
that the difference between the model of pure autonomy and 
the substitute judgment be clarified. Whereas the former ap-
plies exclusively to patients who were already autonomous 
and expressed an autonomous or preferably relevant decision, 
the latter seeks to unveil what the patient’s will would be if he/

she could express his/her will, a situation in which the proxies 
act as if they were the patient. Given these definitions, the AHD 
containing patient guidelines and the appointment of a proxy 
include both models(33).

There are three clinical states in which decision-making on 
the end-of-life are cited in AHD interviews: terminal illness, 
persistent vegetative state, and advanced dementias. However, 
there is still a conflict between cultural and individual values and 
technical criteria. On the other hand, the medical professional 
fears fulfilling the patient’s desire and suffering the consequences 
of judicialization of Medicine. It is justified that both the CFM 
and the Legislative Branch should be directed and defined to 
provide legal support for health professionals to reformulate 
their concepts regarding AHD, since the refusal of patients to be 
hydrated and fed by probes becomes invalid if the professionals 
do not respect their desire(7).

As can be seen, in the midst of conflicts and discussions already 
mentioned, the patient’s AHD are located, an instrument written 
in advance to be applied at the end of the author’s life, a moment 
that generates so many ethical, legal and religious controversies .

The LW is helpful here, and can be understood as the act of 
caring for the patient, allowing him or her to join or dispense with 
treatments and/or procedures at the end of life, and ensuring 
control in decisions about his/her health. The Living Will appeared 
in the United States in the late 1960s as a written statement 
refusing perceived treatments, such as therapeutic obstinacy, 
which should be given to doctors, family members, and legal 
representatives(7). In this context, therapeutic obstinacy is also 
discussed as well as palliative care observed in complex cases 
that new technologies and scientific knowledge offer(34). During 
these discussions, terminal patients and the goal of alleviating 
and reducing suffering must not be forgotten. The LW humanizes 
care and reduces suffering.

A recent study conducted in Rio Grande do Sul State shows 
that the nursing team has little knowledge about AHD. It is a 
recent and important topic and should be addressed and dis-
cussed both in the academy and in professional practice. Thus, 
the extensive discussion on the topic will lead to the valorization 
of the patient’s guidelines and will, and legal aspects in Brazil(20).

AHD are recent themes in the patient care scenario, which 
aim to attend to and respect the autonomy of patients or their 
family members. However, they also produce discussions and 
conflicts among health professionals because they modify the 
routines used in patient care(20).

The Federal Constitution of 1988 guarantees rights to citizens, 
and among them is the principle of human dignity, which can be 
understood as a subjective and personal satisfaction. Thus, grant-
ing the death-conscious request to a terminal patient would not 
be contrary to Article 5 of the Federal Constitution. Nevertheless, 

Author Title Some Results Conclusions

Pan 
Chacon et 
al 1.995(29)

The “noble lie” for the person 
with cancer.

Only 22% of those surveyed stated that they 
provided complete information to the patients under 
their care. Of the practitioners who adopted the 
“noble lie” in their clinical practice, approximately 
90% said they would like to receive complete 
information if they were in the patients’ shoes.

As ethical consequences triggered are the 
stimulus to the paternalistic and protective 
attitudes towards patients and the consequent 
interference in the full exercise of their 
autonomy.

Chart 1 (concluded)
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some authors do not understand it in this way, since men take all 
the risks and suffer all the consequences of living with a dynamic 
society and becoming increasingly freer from prejudice(16).

Avoiding death is related to new medical technologies, which 
fascinates people and health professionals. Death has been re-
placed from houses to hospitals. Currently, death in an unexpected 
and violent manner has increased, and occurs, to a large extent, 
without protection or care. Under a different perspective, with 
the approach of death, terminal patients and their families can 
have access to humanized death, accepting suffering, focusing 
attention on the patient, returning to the natural process of dying, 
with respect, humility, without banishment or banalization(16).

Terminal patients are stigmatized and labeled, and there is an 
expectation of pain, suffering, and isolation at death. In addition, 
the patient experiences a feeling of powerlessness, distancing 
from the family, work, causing loss of autonomy and health(16).

Medical technology is present in diagnostics and treatments, 
allowing significant progress in curing diseases and extending 
life. However, it is necessary to consider possible damage of 
prolonging the life of sick people. What is behind this discussion 
is the need to put people at the center of the process, favoring 
dignity and autonomy of their choices, the sense of belonging 
– provisions that become even more urgent when it comes to 
vulnerable people. Humanization involves solidarity, compassion, 
rapprochement and respect(16).

At first, technology assists in improving methods to ensure 
longer life for a terminally ill patient, since some methods are 
not enough to achieve cure and sometimes only prolong the 
patient’s suffering(1).

With the advancement of medical technology, the prolon-
gation of life and the conflicts generated about the theme, the 
change in the connotation of euthanasia is questioned. Despite 
legal support, religious, scientific, and ethical issues continue in 
conflict with patients, family members, representatives, and health 
professionals. The main purpose of euthanasia is leading to death 
to abbreviate pain; that of dysthanasia is preventing death at any 
cost. Orthotanasia seeks death with dignity at the right moment, 
controling pain and physical and psychic symptoms, as well as 
issues related to social and spiritual dimensions(16).

Euthanasia means the medical procedures aimed at shorten-
ing patient’s life, such as the application of a lethal medication 
or the withdrawal of a fundamental device for the patient, e.g., 
artificial ventilation. On the other hand, dysthanasia is considered 
the reverse procedure of euthanasia, in which the doctor uses 
extreme means, such as devices and innovations in the area, to 
maximize the patient’s life(35).

Euthanasia can be classified in an active and passive way, 
so that passive euthanasia is more commonly accepted, since 
it aims to end the patient’s suffering and pain; however, it is 
not characterized as a medical action, but as a suspension of a 
medical therapy applied to the terminal patient. Therefore, the 
health professional stops practicing an action or a procedure 
that could prolong life, usually by interrupting the treatment(36). 
Dysthanasia means etymologically the “exaggerated prolonga-
tion of the agony, suffering and death of a patient”, that is, it is 
the medical procedure that follows the opposite direction of 
euthanasia, since it aims to prolong the patient’s life until the last 

moment. Orthotanasia is a way of guaranteeing the dignity of the 
patient, without disrespecting his/her will, and it has a conformity 
between his/her will and the fundamental principle, guaranteed 
constitutionally. In the etymological sense, some authors observe 
the antagonism of euthanasia and dysthanasia, but refer to a 
similarity with morality and ethics in its application(36).

To carry out the Living Will, it suffices to have civil capacity and 
registration, and it will be valid until its revocation or the death 
of the author. The public deed, or proxy, does not express the 
real will, because the disease process does not exist; under this 
process, the will may be contrary to that previously expressed 
in the will written.

The proxy will be able to assist the medical staff when the 
family is against the will written and to decide when the LW is 
omitted, since the doctor feels it is difficult to respect the AHD 
when the family is contrary to this will(7).

Legally, the doctor is not bound to Resolution CFM 1.995/2012, 
in an ethical manner related to the LW, not being obliged to 
abide by them, because there is freedom guaranteed by the 
Federal Constitution, which in its article 5, paragraph II, reports 
that nobody will be obliged to do or not to do anything, except 
if provided in law. There is no legal prohibition, and the doctor 
can, legally, not abide by the patient’s AHD(13).

The patient’s and the health professional’s insecurity to use and 
accept AHD faces the fear of violating ethical and legal norms of 
Resolution 1.995/2012, which has no force of law. The absence of 
legal force makes an important instrument for interpreting and 
directing legal hermeneutics possible, and the fact that AHD 
are not prescribed by law does not immediately exclude their 
inclusion in the legal system of the country(15).

The future applicability of Resolution 1.995/2012 involves im-
portant elements such as bioethical and legal aspects, language 
and the end of life. However, the Brazilian context does not have 
any law that makes it possible to legislate on the elaboration of 
a document that expresses the patient’s will. 

The discussion about the so-called orthotanasia is on the 
agenda in Bill No. 6.715 of 2009, of the Federal Senate, which 
foresees to amend the Penal Code (CP) to exclude from unlaw-
fulness orthotanasia, that is, the “discontinuation of dispropor-
tionate and extraordinary therapeutic measures for the artificial 
maintenance of patients’ lives in imminent and inevitable death 
attested by two doctors”(8).

The civil responsibility of doctors is very much related to the 
role that these professionals have been developing, i.e., the re-
sponsibility to save lives using several means of treatment. What 
are the limits to take responsibility for the failure of treatment 
or for errors and what are the limits that can follow; and to what 
extent will he be held liable for non-compliance(12)?

The great question of AHD regards what kind of civil liability 
will be applied: the objective, which is independent of guilt and 
which configures damage and the causal link of guilt; or subjec-
tive, which is related to guilt in which the causative agent will be 
held liable if he/she has acted guiltily or wilfully. As noted, there 
is still no jurisprudence and doctrines on the subject, since they 
are relatively recent directives(12).

The civil liability of doctors is, as a rule, subjective and can be 
held liable if they do not respect these AHD and, consequently, do 
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not respect patients’ autonomy. It should be noted that, although 
there is no specific law regarding the Advance Healthcare Directives, 
the Code of Medical Ethics and Resolution CFM 1.995/2012, which 
deal with the issue, are broad rules to be followed and respected(12).

The subject is quite controversial and is still being discussed 
in several countries, so that in some countries there are already 
resolutions or even laws that allow the LW. In Italy and Portugal 
there is no express regulation that it, nor even the appointment 
of a proxy(37). 

The right to life also refers to the moment of death. The Federal 
Constitution in its Article 5 caput determines the inviolability of 
the right to life as an unwaivable right(38), that is, something you 
cannot decide, make it what you want, refers to its own right to use.

At the moment life ends, the principle of the dignity of a 
person appears, which means that every person has the right to 
a dignified death. As expected, the draft of the new Penal Code 
typifies active Euthanasia with imprisonment. Passive euthanasia 
is characterized by an omission or the expression of the will of 
both the family and the patient in not being subjected to life by 
artificial means(39).

Fears related to legal implications appear as a determining 
and limiting factor in the application of AHD by nurses, doctors 
and family caregivers in the hospital context. CFM Resolution 
1.995/12 still raises questions as to its applicability(23). Moreover, 
an uncertainty of the patient’s diagnosis added to the ignorance 
of his/her illness and prognosis are points that translate into fears 
of professionals and family members(24). The multiprofessional 
team recognizes patients’ autonomy rights at the terminal stage. 
However, when it is necessary to dialogue with relatives so that 
they can express themselves on the patient’s will, there is no 
security to attend to the exposed will, due to the understanding 
that relatives are in a moment of suffering.

Resolution CFM 1.995/12 states that it is up to doctors to record 
AHD in the medical record when they are communicated directly 
by the patient. The patient’s expression of will interferes greatly 
with medical conduct and, in most cases, the licensed authority 
is technically vulnerable to do so(7).

A legal responsible for making decisions when the patient is 
terminally ill is a way of maintaining and accepting the patient’s 
will. However, relatives prefer that decisions be coordinated 
between the medical staff and the patient(10). With AHD, patients 
expose and discuss with their medical staff their will about which 
treatments they prefer to perform if they are terminally ill(40).

In Brazil, the level of knowledge among health professionals 
and students, regarding AHD, is a subject that is not well discussed 
in classes, since there are few studies on the subject. Despite 
this, the participants were prone to the acceptance of AHD(7,9,41).

Surveys carried out in Spain and Australia found that more 
than 50% of lawyers, doctors and students were aware of the 
Living Will and declared themselves in favor of its implementa-
tion, provided that it is regulated, since the patient’s will are to 
be respected.

A study found that the professionals interviewed still have 
difficulty dealing with this issue and that they would feel more 
capable of fulfilling the desire expressed by the terminal patient if 
the law to support clinical practice was established(13). Other studies 

have found that students of Medicine have little knowledge about 
AHD. It was verified that the subject is discussed superficially in 
the discipline of Medical Ethics and, in view of this result, there 
is a need to insert the subject in discussions and clarifications of 
the theme throughout medical training(43-44). On the other hand, 
terminal cancer patients, after orientations, prefer to edit their 
own LW, and the companions agree with this point of view(20).

Deciding about what to do or not to the terminally ill patient 
is always an ethical dilemma for doctors(45). AHD allow doctors 
and their health care team to respect the patient’s autonomy 
and fulfill their will in the face of numerous palliative treatment 
options. However, asking the patient or his/her representative to 
decide what kind of treatment should be done or not is a broad 
ethical dilemma(46).

The doctor-patient relationship based on respect and ethics 
is fundamental for the family to consider accepting the will ex-
pressed by the patient or designated by his/her legal representa-
tive when there is no more possibility for cure, thus respecting 
patients’ autonomy(15).

Study limitations

As a limitation, the small number of studies found in the litera-
ture is pointed out; for future investigations it is recommended 
to expand the databases.

Contributions to the Nursing, Health or Public Policy fields

The present study synthesized the main results regarding 
AHD, generating a broad vision and providing knowledge and 
visualization of the most varied lines of debates, encouraging 
new studies to be conducted on ethical, technical and manage-
rial impacts in the clinical practice of Nursing. As member of 
the multiprofessional team, Nursing based on care, regardless 
of expectation of healing, feels the impact of the challenge of 
being before someone who has already decided not to be kept 
alive. The care plan is being transformed as it reorients the care 
route once linked to comfort, enhancing existing skills such as 
better patient care.

FINAL CONSIDERATIONS 

With the present study, it is concluded that the number of 
papers on Advance Healthcare Directives in Brazil is still not 
expressive. The AHD present themselves as a concept that is still 
not widely spread and is not very clear, in its essence, in the stud-
ies found. The studies present several approaches: the position 
and performance of the health professional, health technologies, 
the family and their legal representatives, the patient, the social, 
cultural and religious contexts, the forms of communication and 
their ambiguities, legislation and resolutions. Notwithstand-
ing, it all appears in a fragmented way. Through this, this study 
summarized the approaches and the focus of each debate, thus 
generating a broad vision about Advance Healthcare Directives 
and enabling its application in an adequate, coherent and global 
way with the patient.
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