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Dignità e scelta 

https://goo.gl/images/9QamXs 

“La dignità dell’essere 
umano – così mi pare – 
consiste nella scelta.” 

 

 
 

 
 
Max Frisch (1911-1991) 
Tagebuch 1946-1949. vol 2, p. 488. 
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I. Contesti  
1.  Qual è il “momento giusto” del morire? 

•  morte prematura  

•  morte al “momento giusto”  

•  morte procrastinata  

https://commons.wikimedia.org/wiki/File
%3AHistorisches_Museum_Basel_Totentanz_2510
2013_D.jpg 
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Né posporre né accelerare  

„Palliative care intends neither 
to hasten nor postpone death.” 

http://www.eapcnet.eu/Corporate/
AbouttheEAPC/Definitionandaims.aspx 

http://www.who.int/cancer/palliative/
definition/en/ 

„Palliative care neither hastens 
nor postpones death.” 
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I. Contesti  
2.  L’etica della vita vissuta 

•  la sofferenza e il dolore non hanno un valore 
intrinseco o a priori, ma vanno affrontati   

•  le scelte riguardano meno il contesto della morte 
accettata che non quello della vita vissuta col 
condizionamento della malattia  

•  il paziente resta l’autore di queste scelte  
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II. Specificazioni cliniche   
Le cure palliative oncologiche e non-oncologiche 

•  cure palliative non-oncologiche: percorsi meno 
prevedibili, fattori “morbidi”, accesso alle risorse 

•  distinzione tra cure palliative                                  
oncologiche / non-oncologiche  

-  fenomeni di “cronicizzazione” 

-  cave: sedazione palliativa  

FUTILITY

The term “futility” is often clinically invoked when a
seriously ill patient has a low likelihood of a mean-
ingful recovery. What defines recovery and what
the goals of care are vary from patient to patient.
The dictionary definition of the term “futile” is
“incapable of producing any result; ineffective;
useless; not successful,”7 and in exploring this
definition one may note that it is rarely, if ever, a
maxim.
Situations that invoke questions about futility are

ubiquitous in the CICU. Chronic critical illness has
resulted from a dramatic improvement in health
care delivery, particularly technology and thera-
peutic options, most notably over the past half
century. Before the development of mechanical
circulatory support, ventilators, hemodialysis,
and so forth, patients would die of advanced
organ-system or multiorgan system failure not
compatible with survival. However, patients can
survive for extended and indefinite (but not infinite)
time frames through heroic measures, which can
be of great cost (25% of Medicare dollars are
spent in the last year of life).8

Furthermore, beyond costs, clinicians, nurses,
and others may experience moral distress,9 and
question whether they are showing beneficence
toward patients or violating nonmalificence. Clini-
cians may question whether a plan of care is
contributing to a successful outcome, what an

accurate prognosis might be and whether
everyone appreciates it, or whether it is moral or
ethical to continue to offer aggressive measures
with limited gains.
Jurisdictions, such as the state of Texas, have

passed legislation that operationalizes the defini-
tion of “futility” and allows for health care pro-
viders, through a due-process approach, to
withdraw life-sustaining measures if they are not
meeting set medical objectives.10 Hospitals are
essential, given the right to establish “futility” pol-
icies to determine if appropriate care is being given
and if that care should be stopped, which is not the
norm across the current American medical
landscape.
It is well recognized that physicians are not obli-

gated to provide nonbeneficial treatments, with a
simple example being the right to refuse a request
of antibiotics for a viral syndrome.11,12 Similarly,
theTexas statute places limits on requests for treat-
ments that are unlikely to be beneficial. Schneider-
man and colleagues13 contend that physicians
“can judge a treatment to be futile and are entitled
to withhold a procedure on this basis” alone, and
add that if experientially a treatment has worked
(or not) in the past 100 times it has been tried, a
given physician should have an idea whether
a treatment is likely to be beneficial. Although
more widespread statutes support clinicians in
withholding provisions such as cardiopulmonary

Fig. 1. Proposed trajectories of patients approaching the end of life. (From Lunney JR, Lynn J, Hogan C. Profiles of
older Medicare decedents. J Am Geriatr Soc 2002;50(6):1109; with permission.)

Swetz & Mansel660

Swetz et al. 2013 
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III. Specificazioni etiche 
 Futilità terapeutica  

•  nel paziente palliativo oncologico  
-  assenza di benefici terapeutici, fine non giustifica 

i mezzi e i costi in termini economici e psicologici 
(p. es. disconforto)  

•  nel paziente palliativo non-oncologico  
-  valutazione implicita sia della prognosi che della 

qualità di vita;  

-  mai solo un giudizio “oggettivo”, ma sempre 
anche espressione di scelte personali    
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IV. Specificazioni etiche 
 Autonomia della persona  

•  rispetto dell’autonomia  
-  paradigma giuridico, rispetto di un confine 

del territorio di non-ingerenza/ 
indifferenza 

    vs.  

•  rispetto dell’autonomia della persona  
-  paradigma dell’etica relazionale, 

riconoscimento e autenticità nell’incontro 
interpersonale  
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V. Etica delle scelte nelle cure palliative non-
oncologiche: Delineamenti pratici  

1.  accesso ai servizi e all’informazione per 
rendere possibili scelte ben informate 

2.  educazione alla salute e responsabilità 
personale 

3.  pianificazione delle cure partecipativa 
(shared decision making) e non “gestita” 
da terzi  
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V. Etica delle scelte nelle cure palliative non-
oncologiche: Delineamenti pratici  
4.  consulenza qualificata e documentazione 

delle scelte riguardanti decisioni future 
(processo del advance care planning) 

5.  considerazione di “eventi sentinella” e scelte 
consistenti 

6.  sostegno nella transizione tra la fase cronica 
e quella terminale  



Institut für Biomedizinische Ethik und Medizingeschichte  

Conclusione  

„We asked our patients to be 
our teachers.“  

Kübler-Ross, E. (Ed.). (1965). On 
death and dying. NJ: Macmillan.  
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Grazie!  


