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ABSTRACT 

Introduction: Mechanical-ventilation withdraw and endotracheal tube removal controversies are responsible for some 
diRiculties surrounding these procedures in patients receiving palliative care. The aim of this study is to identify experiences, 
perceptions and practices of Brazilian physiotherapists regarding palliative extubation. Method: Prospective mixed methods 
study, with two moments, an online survey followed by semi-structured interviews. Professional profile, and practice prior, 
during and after palliative extubation. The variables were distributed in frequencies and described in percentages. Results: 
54 physiotherapists answered the interviews, and 17 were excluded. The associated factors with palliative extubations were 
prognosis (94%), quality-of-life after intensive care unit (86%). The physiotherapy procedures used prior to extubation were 
endotracheal suctioning (95%), oral suctioning (97%), cuR deflation (100%). Most used mechanical-ventilation parameters 
were FiO2 21%, PEEP 5cmH2O and PS 7cmH2O (51%). The decisions after extubation were not administrate oxygen or other 
respiratory support (35%) and using 1-4L/min oxygen (22%). The most common complication was dyspnea (64%). 
Conclusion: Brazilian physiotherapists participate in palliative extubation. Symptom control and respiratory comfort were 
the priority When deciding for do not administrate oxygen or other ventilatory support after extubation. 
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INTRODUCTION 

Palliative extubation is a procedure aiming to decrease suRering of patients under mechanical ventilation and their families, 
especially in intensive care units (ICU)1-5. This procedure prevents prolonging suRering and shall be an agreement between 
health professional team and the patient or its family, so bereavement process may begin early5. Palliative extubation is the 
removal of the artificial airway (i.e. endotracheal tube) and mechanical ventilation support of patients in the end of life facing 
an irreversible illness. This procedure is a part of the transition to comfort oriented care when it has been determined that 
more aggressive health care may be incapable to achieve the desired goals6.  

The controversial aspects regarding mechanical ventilation withdraw and endotracheal tube removal brings some 
diRiculties about this procedure. The defense of endotracheal tube removal is based in the fact that it is potentially 
uncomfortable, artificial, and the symbol it represents as an invasive life support measure, which makes families express 
the desire for the tube removal. On the other hand, tube removal may lead to upper airways obstruction, problematic and 
audible respiratory secretions, known as death rattle. This is the reason some authors prefer ventilatory support 
discontinuation without the removal of endotracheal tube8. 

Although there is literature regarding the ethical and legal aspects of life-sustaining measures and mechanical ventilation, 
less information is available with guidance for the health professional regarding the details of conducting ventilator and 
endotracheal tube removal process. Even less information is available regarding the role of the respiratory physiotherapist 
during palliative extubation9.  

However, in Brazil, extubation process is primarily conducted by physiotherapists after an agreement of the multi-
professional team, and is yet to know which has been their role and knowledge regarding palliative extubation, the 
controversies regarding this process, and their involvement in shared decision making. Therefore, the aim of this study was 
to investigate the experiences and practices of physiotherapists during palliative extubation. 

METHOD 

Study design 

This was a prospective mixed-methods study, including a survey and semi-structured interviews to obtain information 
regarding the experiences and practices of Brazilian physiotherapists on palliative extubation. The present study was 
approved by the institutional ethics committee (CAAE:57155122.5.0000.5142). Participants were recruited bye mail using 
a list of physiotherapists of two Brazilian professional associations and all included individuals electronically signed the 
consent form. Recruitment period was between May and December of 2022. The following inclusion criteria were followed 
(1) Brazilian physiotherapists; (2) professionals with palliative care experience. Participants who had never participated in a 
palliative extubation were excluded from the study.  

Sociodemographic, educational information and professional experience with palliative care extubation were collected 
using a standardized instrument with structured questions, including age, sex, literacy, professional specialty, years working 
in ICUs, place of work and presence on palliative care extubation procedures. An eletronic form (Google Forms) was 
constructed by the authors with 17 questions, which is available for readers in the supplementary file.  

The semi-structured interview was constructed based in the theme of the research and was conducted by the same 
assessors, previously trained and not directly involved in the conception of the study (Figure 1).  

The interviews were conducted in participants of the survey who previously agreed to be contacted. Moreover, the choice 
for whom would be contacted was made with an electronically random sequence. The interviews were recorded using a 
voice recording app (iTop Screen Recorder, ©iTop - ). The anonymity of the data was assured using identification codes and 
data were protected using password and cryptography. The speech were transcripted literally and analyzed by content 
analysis method, classified in themes. The analysis was conducted in three steps (1) pre-analysis, with a complete reading 
of the transcripts, definition of core answers and line-by-line transcription. An (2) material exploration followed this 
procedure, with a choice of text fragments for the establishment of themes. Finally (3) the treatment of the results was done, 
with inferences and interpretation. The sample size was determined using data saturation. When there was no new 
information being collected and all potential sources of answer variations were explored in participants interviews. 

Quantitative data was analyzed using descriptive statistics, including proportion measures. Authentic citations were used 
as examples and support of the identified themes, and their choice were discussed among researchers until a consensus 
was reached. 
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RESULTS 

Three hundred and seventeen physiotherapists were invited to participate in the study, and fifty-four accepted and were 
included. Seventeen participants were excluded since they have never participated in a palliative extubation procedure. 
Thirty-seven participants were in the analysis.  Most of them were women (72,9%), only one participant was not specialized 
in intensive care or palliative care, and 54% of them were trained in palliative care. 

Survey results 

Almost a half of the participants (45%) performed palliative extubation once every six months. Among professionals with PC 
training, the frequency of performing palliative extubation once every six months reached 55%, which was higher than 
professionals without PC training, which was 35%. When physiotherapists were questioned about their confidence in 
performing palliative extubation, a total of 91.9% aRirmed feeling confident. Both training reported having confidence and a 
positive feeling (91,9%) when performing palliative extubation. These data are described in Table 1. 

Palliative extubation decision associated factors were prognosis (94.5%), followed by quality of life after ICU and 
comorbidities (86.4%), family members' wishes (83.7%) and patient's wishes (78.3%). When asked about whose patients 
were referred to palliative care in their place-of-work, the physiotherapists responded internal medicine (91.8%), oncology 
(89.1%) and surgical patients (35.1%). 

Most of the physiotherapists (70.2%) reported they participate in multidisciplinary team meetings and family conferences 
for palliative extubation decision-making. Less professionals (65%) aRirmed their participation in decision-making meetings 
in PC trained group, compared to 76% of professionals without PC training. The data is outlined in Table 2. 

Just prior to extubation, physiotherapists reported they performed endotracheal suctioning (94.5%), oral suctioning 
(97.2%), MV parameters reduction (81%), cuR deflation (100%), and a semi-recumbent positioning (94.5%). Professionals 
with PC training perform less suction (90%) compared to those without training (100%). Professionals without PC training 
reported using manual chest physiotherapy techniques (41.1%), a higher value than the found for professionals with PC 
training (30%).  

Professionals with PC training reported they frequently did not implement oxygen therapy after palliative extubation, which 
was similar to professionals without PC training (41%). Other responses indicated that post-extubation approaches are 
applied based on the patients' ventilatory needs, immediate hypoxemia, and that there is no pre-established protocol. 

The main complications experienced by physiotherapists after palliative extubation include dyspnea (64.8%), death rattle 
(72.9%), and laryngeal stridor (59.4%). Other reported complications included oxygen desaturation, acute respiratory 
failure, moaning, gasping, bleeding, apnea, immediate cyanosis, sensory impairment, and bronchospasm. The data is 
outlined in Table 3. 

 
Table 1. Demographic profile of the physiotherapists who responded this survey. 

 
Survey question 

Total sample 
Responses (%) 

N=37 

Without PC 
training 

n=17 (%) 

With PC training 
N=20 (%) 

Age (years) 
        20-30  
        30-40  
        40-50 
        50-60 
        60-70 

 
3 (8.1) 

16 (43.2) 
14 (37.8) 
4 (10.8) 

0 

 
1 (5.8) 
8 (47) 

6 (35.2) 
2 (11.7) 

0 

 
2 (10) 
8 (40) 
8 (40) 
2 (10) 

0 
Gender 
    Female 
    Male 

 
27 (72.9) 
10 (27.1) 

 
12 (70.5) 
5 (29.5) 

 
15 (75) 
5 (25) 

Experience as physiotherapists (years) 
0 - 5 
5 - 10 
10 - 20 
20 - 30 
30 – 40 

 
0 

8 (21.6) 
18 (48.6) 
8 (21.6) 
3 (8.2) 

 
0 

5 (29.4) 
8 (47) 

3 (17.6) 
1 (6) 

 
0 

3 (15) 
10 (50) 
5 (25) 
2 (10) 

Post-graduate training 
  Specialization 
  

 
35 (94.5) 

 

 
16 (94.4) 

 

 
19 (95) 
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Residence 
  Masters 
  PhD 
  Post-doctorate 

 
13 (35.1) 
14 (37.8) 
6 (16.2) 

0 

 
3 (17.6) 

8 (47) 
4 (23.5) 

0 

Table 1 (Continued) 
10 (50) 
6 (30) 
2 (10) 

0 
Employment Hospital 
  Public 
  Non-profit private 
  Profit private 

 
26 (70.2) 

3 (8.1) 
8 (21.7) 

 
12 (70.5) 

1 (6) 
4 (23.5) 

 
14 (70) 
2 (10) 
4 (20) 

Experience working in ICU 
  0-5 
  5-10 
  10-20 
  20-30 
  30-40 

 
11 (29.7) 
4 (10.8) 

16 (43.3) 
5 (13.5) 
1(2.7) 

 
4 (22.6) 
2 (11.7) 

8 (47) 
2 (11.7) 

1 (6) 

 
7 (35) 
2 (10) 
8 (40) 
3 (15) 

0 
Hospital beds destined to palliative care 
  Yes 
  No 

 
 

10 (27.1) 
27 (72.9) 

 
 

4 (23.5) 
13(76.5) 

 
 

6 (30) 
14 (70) 

Frequency of performing palliative extubation 
  Annually 
  Every six-months 
  Every month 
  Weekly 
  Daily 

 
 

9 (24.3) 
17 (45.9) 

10 (27) 
1 (2.8) 

0 

 
 

5 (29.4) 
6 (35.3) 
5 (29.4) 
1 (5.9) 

0 

 
 

4 (20) 
11 (55) 
5 (25) 

0 
0 

Confidence and positive feelings when performing a 
palliative extubation 
  Yes 
  No 

 
 

34 (91.9) 
3 (8.1) 

 
 

16 (94.1) 
1 (5.9) 

 
 

18 (90) 
2 (10) 

 Legend: ICU: Intensive Care Unit; n: sample size; PC: Palliative Care, %: percentage. 
 

Table 2. Physiotherapists responses regarding palliative extubation decision-making.  
 
 

Total sample (%) 
N=37 

Without PC training 
n=17(%) 

With PC training 
N=20(%) 

Palliative extubation - Decision-making associated factors 
  Age 
  Comorbidities 
  Previous quality of life 
  Expected quality of life after ICU 
  Patient’s wishes 
  Family’s wishes 
  Severity scores 
  Prognosis 
  Diagnosis 
  MV / hospital duration 
  Functionality tests or scales 
  Others  

 
 

17 (45.9) 
32 (86.4) 
28 (75,6) 
32 (86.4) 
29 (78.3) 
31 (83.7) 
29 (78.3) 
35 (94.5) 
24(64.8) 
14(37.8) 
23(62.1) 

2(5.4) 

 
 

7 (35) 
13 (5) 

13 (65) 
16 (94,1) 
13 (94.1) 
14(82.3) 
13(76.4) 
17(100) 
11(64.7) 
5(29.4) 

12(70.5) 
2(11.7) 

 
 

10 (58.9) 
19 (58.9) 
15(88.2) 

16(80) 
16(80) 
17(85) 
16(80) 
18(90) 
13(65) 
9(45) 

11(55) 
0 

Population physiotherapists assisted where they 
performed palliative extubation 
  Internal medicine 
  Oncologic 
  Surgical 

 
 

34 (91.8) 
33 (89.1) 
13(35.1) 

 
 

16 (94.1) 
16 (94.1) 

8(47) 

 
 

18(90) 
17(85) 
5(25) 

Participation in family conferences for palliative 
extubation decision making 
  Yes 
  No 

 
 

26 (70.2) 
11 (29.8) 

 
 

13 (76.5) 
4 (23.5) 

 
 

13 (65) 
7 (35) 

Legend: ICU: Intensive care unit; N: sample size; MV: mechanical ventilation, %: percentage. 
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Table 3. Physiotherapy practices during palliative extubation. 

 
Survey question 
 

Responses (%) 
N=37 

Without PC 
training 

N=17 (%) 

With PC training 
N=20 (%) 

Physioterapy practices prior to a palliative extubation 
  Endotracheal suctioning  
  Oral suctioning 
  Chest maneuvers 
  Change in MV parameters 
  Semi recumbent position (45º) 
  CuR exsuRlation 
  Others 

 
 

35 (94.5) 
36 (97.2) 
13 (35.1) 

30 (81) 
35 (94.5) 
37 (100) 
8 (21.6) 

 
 

17 (100) 
17 (100) 
7 (41.1) 

13 (76.4) 
16 (94.1) 
17 (100) 
4 (23.5) 

 
 

18 (90) 
19 (95) 
6 (30) 

17 (85) 
19 (95) 

20 (100) 
4 (20) 

MV before palliative extubation 
  FiO2 21%, PEEP 5 e PS 7cmH2O 
  FiO2 50%, PEEP 6-8 e PS 7 - 9 cmH2O 
  Others 

 
19 (51.4) 
4 (10.8) 

14 (37.8) 

 
8 (47.2) 
2 (11.7) 
7 (41.1) 

 
11 (55) 
2 (10) 
7 (35) 

Physiotherapy practices after a palliative extubation 
  High flow nasal canulla 
  Non-invasive mechanical ventilation 
  Oxygen therapy (1 - 4L/min) 
  Oxygen therapy (4 - 8 L/min) 
  Oxygen therapy (8 - 15 L/min) 
  Do not include respiratory support 
  Other 

 
 

1 (1.9) 
1 (9.3) 

7 (22.2) 
2 (9.3) 

0 
16 (35.2) 
10 (22.2) 

 
 

0 
0 

4 (23.5) 
0 
0 

7 (41.1) 
6 (35.9) 

 
 

1 (5) 
1 (5) 

3 (15) 
2 (10) 

0 
9 (45) 
4 (20) 

Palliative extubation complications 
  Dyspnea 
  Laryngeal stridor 
  Death rattle 
  Agitation 
  Other 

 
24 (64.8) 
22 (59.4) 
27 (72.9) 
14 (37.8) 
8 (21.6) 

 
11 (64.7) 
12 (70.5) 
11 (64.7) 
7 (41.7) 
4 (23.5) 

 
13 (65) 
10 (50) 
16 (80) 
7 (35) 
4 (20) 

Legend: MV: mechanical ventilation; PEEP: positive end expiratory pressure; PS: Pressure Support, FiO2: Oxygen inspired 
fraction, %: percentagem 
 
Semi-structured interviews results 
Fifteen professionals participated in the semi-structured interviews. Data saturation was achieved. The most frequently 
observed themes in the interviewees' statements, along with their definitions and frequencies, are described in Table 4. 
 
Table 4. Themes, definitions and frequencies of discourse analysis of the semi-structured interviews (n=15). 

Themes Definitions n(%) 
Perceptions about ventilatory support 

View of the interviewee about the standardization of 
VM parameters and physiotherapy actions during 
palliative extubation 

4 (26,7%) 
 

Scientific knowledge to support 
palliative extubation 
 

Interviewee’s reports about the main guidelines and 
protocols and literature as a tool for decision making 
in a palliative care extubation 

7(46.6%) 
 

Using or not using oxygen after 
palliative extubation? 
 

Opinions about the need or its absence of oxygen after 
tube removal 

5(33.3%) 
 

Perceptions about family and patients 
support during palliative extubation 

Reports about the family support and professional 
readness for a palliative extubation 

5(33.3%) 
 

Family instructions after tube removal 
is important 
 

Report regarding family guidance and instructions 
about the procedure 

6(40%) 
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Differentiation of personalized and 
standardized physiotherapy actions in 
a palliative extubation 

 
Interviewee’s opinion about possible comparisons of 
physiotherapy actions used during the steps of a 
palliative extubation 

Table 4 (Continued) 
4(26.7%) 

 

Legend: n:sample size, %: percentagem, VM: mechanical ventilation. 
 
Theme: Perceptions Related to Ventilatory Support: For some participants (n=4), standardization of mechanical 
ventilation parameters before palliative extubation is crucial to facilitate symptom management in the future, in addition to 
techniques such as aspiration and positioning (n=4). However, others (n=2) believe that team alignment and patient 
awareness level should be standardized. 

"I think the issue of whether to wean from ventilation first or extubate with elevated parameters should be standardized." - 
Interviewee 12 

Theme: Scientific Knowledge for Palliative Extubation: The lack of literature and scientific studies on palliative extubation 
protocols led to various sources of research and education to support decision-making and palliative extubation planning. 
Some interviewees (n=7) reported they followed the guidance of a national scientific association, scientific articles (n=6), 
and institutional protocols (n=5) as sources of support, while some (n=2) acknowledged the scarcity of literature to guide 
their practices. 

"For palliative extubation in physiotherapy, there are no specific guidelines if we think about it; specific guidelines don't exist." 
- Interviewee 8 

"In our hospital, we have an (name of the hospital) protocol for palliative extubation, and we rely on it." - Interviewee 3 

"I rely on scientific articles (...), the (reference private hospital) protocol, and the institution I work at does not have a palliative 
extubation protocol." - Interviewee 5 

"I find it very similar to the pre-extubation criteria for a patient undergoing curative treatment, based on mechanical 
ventilation consensus, some guidelines like (national association for intensive care) (...) taking into account scientific articles 
in palliative care and palliative care manuals." - Interviewee 6 

"We have an institutional protocol, which was based on (physiotherapist name) protocol." - Interviewee 10 

Theme: Post-Palliative Extubation Oxygen Therapy: When asked about the measures to be taken after tube removal, 
certain interviewees (n=5) discussed the use of oxygen therapy. In contrast, (n=2) asserted that, at this point, patients should 
neither be re-intubated nor exposed to oxygen therapy. 

"I believe that post-extubation, for example, aspiration and oxygen therapy, it would be interesting to have some form of 
guidance." - Interviewee 6 

"(...) standardize the goals after extubation, do not administer O2 or NIV. I think the major issue is whether oxygen will be 
available." - Interviewee 7 

Theme: Patient and Family Perceptions During Palliative Extubation: Prior to palliative extubation, participants (n=5) 
emphasized the importance of communicating with the patient's family and their presence during the extubation procedure 
as crucial for the success and safety of the multidisciplinary team. Additionally, some interviewees (n=2) mentioned music 
therapy as a means of providing comfort during palliative extubation. 

"During extubation, especially, we need to be confident in what we, as physiotherapists, are going to do and be prepared for 
the presence of family members, in particular." - Interviewee 2 

"I had patients who requested and made it clear that they wanted a particular song (...), support for the family, each family 
will have a diWerent perception of what is happening." - Interviewee 8 

Theme: Family guidance after tube removal is important: Some of the interviewees (n=6) believe that providing guidance 
to the family after palliative extubation is crucial for understanding the necessity of the procedure, improving quality of life, 
and reducing the suRering and anguish of those involved. However, others (n=2) emphasize symptom control as crucial at 
this moment. 

"After extubation, family guidance should be personalized, along with the patient, so they understand that the endotracheal 
tube would not resolve or reverse the disease and that it would only bring more discomfort. So, it involves attending to the 
family as well, as they are part of our treatment unit." - Interviewee 1. 
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"After extubation, it should be clear that any intervention will be solely for comfort, minimizing dysthanasia, therapeutic 
futility, therapeutic obstinacy, and that the patient, even if initially uncomfortable, will not return to mechanical ventilation 
and the tube." - Interviewee 9 

"Based on our experiences with the family throughout the treatment, I think this conversation should be personalized with 
the family, but certain points that need to be discussed should be standardized." - Interviewee 4 

Theme: Di^erentiation between standardized and personalized physiotherapist actions in a palliative extubation: 
Before palliative extubation, interviewees believed that certain techniques and actions should be standardized, such as 
suctioning (n=4), patient positioning (n=4), and oxygen therapy (n=2). In contrast, one interviewee believed that patient 
positioning should be personalized. During palliative extubation, some interviewees (n=3) thought that mechanical 
ventilation parameters, weaning, and cuR deflation should be standardized, while others (n=2) agreed that physiotherapy 
care should be personalized. In the post-extubation period, some interviewees (n=5) believed that the decision to use 
oxygen or not should be standardized. 

"The key is to be able to standardize and align ventilatory parameters for extubation (...) preparation not only for the technique 
we are going to perform but also for our emotional, psychological, and spiritual preparedness." - Interviewee 2. 

"The post-tube removal care, such as mobilization (...), airway aspiration, can be personalized." - Interviewee 11 

"Extubation itself is already a standardized procedure, following the steps of aspiration, oral cavity check, positioning the 
patient, checking hemodynamic stability (...) sometimes we may not achieve proper positioning, or the patient's level of 
consciousness may not be suitable." - Interviewee 6 

DISCUSSION 

In the present study, the perspective and experiences of Brazilian physiotherapists in the context of palliative extubation 
were explored, based on a national survey with physiotherapists who have experienced doing a palliative extubation, and 
further explored through a thematic analysis with some of these therapists. Investigating the experiences and perspectives 
of physiotherapeutic practices before, during, and after palliative extubation may improve planning, safety and guide 
professional education. 

Experiences from previous work in palliative care units and additional training through specialization programs are 
responsible for generating new knowledge, improving professional skills and competencies, and this reflects in their ability 
to address the complex care demands of the patient.12  Half  of the respondents (46%) have no specific training in PC, which 
highlight the possibility of these professionals are learning through autonomous ways or by continuous learning programs 
in hospitals or scientific events. Since their practices do not change considerably compared to those with PC training, this 
may present as competency-acquiring process possibility. This possibility is corroborated by the fact that both professionals 
with or without PC training reports positive feelings and confidence when performing a palliative extubation.  

When patients experience a palliative extubation, they, their families and health professionals expect it would abbreviate 
the period experiencing the suRering associated with mechanical ventilation12,20. However, the way this procedure is 
conducted might lead patients to experience more or less intense suRering, such as respiratory symptoms and anxiety, 
which would influence patients’ and families’ quality of life.  

Another moment that could impact patients and family is the decision-making process to promote a palliative extubation, 
since this step involves managing emotions and expectations, health professionals might not be trained to deal 
appropriately with this moment. Some studies demonstrate certain diRiculty of the healthcare team with the topic, even in 
countries where palliative care is more developed, and some argues there is a scarcity of evidence about palliative 
extubation. 2,11 In our study, a high percentage of the respondents participated in the decision-making process, which 
indicates physiotherapists are increasingly improving their participation in such moments, when they present professional 
competencies to contribute.  

Physiotherapist presence during multidisciplinary meetings is essential to ensure that the procedure is carried out 
confidently and safely by the entire team, contributing to the integration of specific knowledge.15 In the present study, it was 
observed that a total of 70.2% (n=26) of the respondents participated in multidisciplinary and family meetings, while 29.8% 
(n=11) did not. There is a high frequency of professionals included in meetings in Brazil with the advancement of technical 
and scientific knowledge in palliative care. These findings contradict the literature of Louro et al., who observed in their study 
that physiotherapists are rarely involved in multidisciplinary team and family meetings, and even when some participate, 
they reported the low importance of their participation and role.16 Grandhige et al., in their survey study collecting 
experiences of physiotherapists in palliative extubation, reported that 47.5% of the respondents are present and involved in 
discussions of planning and procedures in palliative care with the multidisciplinary team and family members, compared to 
6 to 10% of physiotherapists who are not frequently involved.10 The presence of this professional improves the patient's 
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quality of life, avoids respiratory discomfort symptoms, respiratory secretion accumulation, and provides relief measures at 
the end of life.11,17 

The data show that both professionals with (90%/18) and without (94, 1%/16) specialization in Palliative Care perform 
palliative extubation safely. However, the literature suggests that specific specialization contributes to greater confidence 
in performing the procedure, highlighting the importance of targeted education for physiotherapists working in this area. 
Mastery of clinical practice may influence the accuracy of care provided, and the lack of proper preparation and support has 
been associated with increased stress and anxiety related to death among healthcare professionals. These findings indicate 
that, although safety in performing palliative extubation is not limited to specialization, specific training may enhance 
emotional and professional security in managing these patients12. 

There are multiple factors associated with the initiation of the discussion regarding palliative extubation. In the present 
study, the main factors reported by physiotherapists about when start considering palliative extubation were prognosis at 
94.5% (n=35), quality of life before and after ICU admission at 86.4% (n=32), and the desires of family members at 83.7% 
(n=31). Prognosis is an important factor in decision-making for interventions, care planning, facilitating patient-centered 
care, and sharing decisions with the family.13 A systematic review found that the proportion of patients who die when 
clinicians predict they will die ranged from 13.9% to 78.6%.14 

Patient evaluation is essential in palliative care, before, during, and after treatment.11 In the present study, respondents 
reported a high frequency of the use of endotracheal aspiration technique at 94.5% (n=35) and oral aspiration at 97.2% 
(n=36) in the pre-palliative extubation period, corroborating with the study by Zalaf et al., who observed a significant number 
of assessed physiotherapists using aspiration regularly, which may result from an automated routine.18 Aspiration is 
considered a procedure that can cause discomfort, trauma, hypoxemia, and hemodynamic instability and should not be 
systematically performed, but only when necessary [19]. In addition, techniques such as positioning the patient at a 45° 
angle on the bed at 94.5% (n=35), cuR deflation at 100% (n=37), and reduction of MV parameters at 81% (n=30) were 
reported. According to Yeow et al., positioning in bed allows postural drainage and can be useful, as well as gentle oral 
suction in pre-extubation patients.8 

Terminal weaning is done through progressive reduction of ventilatory parameters until complete extubation, always with 
the concern of preventing any signs of discomfort before or after extubation.20,21 In the present study, the majority of 
respondents, (51.3%, n=19), stated they use FiO2 21%, PEEP 5, and PS 7cmH2O as minimum mechanical ventilation 
parameters in the proximal period of tube removal. Long et al. observed that FiO2, PEEP, and static pressure in the time-
period closest to ventilator withdrawal were predictive of shorter time to death and discomfort for patients. From a 
physiological perspective, patients requiring prolonged ventilatory support have a high probability of rapid deterioration in 
oxygenation and ventilation.21 The creation of protocols that address respiratory dysfunctions through the incorporation of 
variables such as FiO2, PEEP, and static pressures can serve as a valuable tool to help communication between the 
multidisciplinary team and family members when discussing ventilator withdrawal for comfort and extended 
communication time with the family.22,23 

Supplemental oxygen is often prescribed for palliative care patients to control their dyspnea at the end of life, even if they 
are not hypoxemic.24,25 In a survey sent to 648 palliative care specialists, 70% of them responded that they had prescribed 
palliative oxygen if the patient was dyspneic.25 However, in the present study, 35.2% (n=16) of the total respondents do not 
use oxygen therapy after extubation. This change in practice is due to the increasing publications mentioning that oxygen 
supplementation is unnecessary and lacks benefits, especially in controlling dyspnea at the end of life.26-30 Uronis et al. 
conducted a systematic review to determine the eRect of supplemental oxygen on relieving dyspnea in individuals with 
cancer, who were mildly hypoxemic or non-hypoxemic. The pooled data from this review indicated that oxygen was not 
eRective in reducing the sensation of dyspnea in this patient population.28 The use of oxygen in patients receiving palliative 
care is widely prescribed. However, the evidence supporting this practice is essentially nonexistent regarding dyspnea relief 
unless there is some degree of hypoxemic reversibility.31 

Some complications may be observed after the removal of the endotracheal tube. Our results showed the main 
complications physiotherapists experienced after an palliative extubation was dyspnea (64.8%, n=24), laryngeal stridor 
(59.4%, n=22), and death rattle (72.9%, n=27), corroborating with Yeow et al., who observed that after the removal of the 
endotracheal tube, saliva and secretions can accumulate in the back of the oropharynx and the tracheobronchial tree, 
leading to strident sounds during inspiration and expiration. This phenomenon, sometimes called death rattle, tends to 
occur in the terminal phase in patients after MV withdrawal, who are too weak for eRective expectoration. Death rattle is 
observed in 23% to 90% of end-of-life patients. Although death rattle is thought to not be extremely distressing to the patient, 
caregivers may feel distress that their loved one is choking.8 

The present study highlights the importance of patient and family involvement in decision-making along with the 
multidisciplinary team. The importance of involved family is in line with previous literature findings.32,33 In contrast to the 
mixed results observed in family satisfaction and psychological distress, several studies have found that primary palliative 
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care interventions focused on the family are consistently associated with a decrease in the use of intensive care at the end 
of life.34,35 In Brazil, it is quite uncommon for families to talk about death. This cultural aspect brings some challenges when 
discussing palliative extubation with family members. Sometimes, the meeting with family members can even be described 
as a painful moment. However, it takes longer for relatives to understand their loved one's prognosis and that artificial life 
support can lead to suRering.36 

The study presented some limitations. The questionnaire was not validated, and closed-ended questions could have some 
influence on the volunteer's response. In addition, not all respondents answered the entire questionnaire. 

CONCLUSION 

Brazilian physiotherapists are commonly present during a palliative extubation and the ones who perform it are usually 
confident regarding conducting the procedures, especially those with palliative care specialized training. There was a lack 
of protocols regarding the actions conducted by physiotherapists during the steps of palliative extubation (pre, during and 
post procedure), which reflected patients’ comfort as a priority. Low ventilatory parameters, not adopting oxygen therapy 
and high-quality communication with family and patient were listed as actions of these professionals.  
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