r e v c o l o m b a n e s t e s i o l . 2 0 1 6;4 4(4):324–329

Revista Colombiana de Anestesiología
Colombian Journal of Anesthesiology
www.revcolanest.com.co

Essay

Reflections on euthanasia in Colombia夽
Juliana María Mendoza-Villa a,b,c,∗ , Luis Andrés Herrera-Morales a,b,d,e
a

Anaesthetist, ANESTESIAR Sindicato, Medellín, Colombia
Associate Professor of Anaesthesia, Universidad CES, Medellín, Colombia
c Member of the Board of Directors of Sociedad Colombiana de Anestesiología y Reanimación (S.C.A.R.E.), Bogotá, D.C., Colombia
d Vice-President, Sociedad Antioqueña de Anestesia, Medellín, Colombia
e Anaesthesia Coordinator, Clínica del Norte, Bello, Colombia
b

a r t i c l e

i n f o

Article history:
Received 3 May 2016

a b s t r a c t
This reflection article provides an overview of the historical development of the term
“euthanasia”. It is postulated that the distortion of the term “euthanasia” has hindered the
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debate around it, so it is imperative to establish the distinction between and other aspects of
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end of life. Issues associated with palliative care and euthanasia in Colombia are analysed,
and some opinions and proposals are presented.
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Introduction
There are issues that society needs to deal with if it is to be
fair and inclusive. Just like we do not walk or run as we leave
the uterus, collectivities did not jump spontaneously from
behaving savagely to proclaiming Human Rights. Something
similar is happening with the implementation of euthanasia:
it rises slowly and strenuously, carrying in its bosom an inertial
weight that pulls it down.
Despite varying ethical perspectives on euthanasia, there
is a majority social consensus in favour of not criminalising
it.1 This is reflected not only in the media hubbub around the
cases but also in the jurisprudence.2–4
Bearing in mind that it is already performed and will continue to be performed in medical practice5–8 – although not as
rigorously as it should because of its legal status – reluctancy
to decriminalise it has been considered an act of hypocrisy.9
At the same time, the action being clandestine to avoid prosecution, creates unnecessary unfairness and suffering for
patients and families alike.
One of the difficulties that plagues the debate is the semantic ambiguity that colours the history of the concept itself. This
situation calls for clarity regarding the terms, including the
distinction between euthanasia and assisted suicide.
On the other hand, Ministerial Resolution 1216/2015 recognises patient rights to palliative care (PC) before euthanasia,
and determines that the procedure should be discontinued
in the event of irregularities.10 However, given the current
situation of PC in this country, this implies verifying the effectiveness of some inexistent reality.
From the secular, hermeneutic and critical perspective, this
paper analyses the current situation of euthanasia in Colombia. There are significant gaps in terms of the care of terminally
ill patients, which need to be approached simultaneously by
society, the academia and the State in order to arrive at some
proposals.

Historical development of the concept
The etymological meaning of euthanasia is “good death,” that is
to say that it refers to an ideal way of dying. It is a socio-cultural
concept that, just like cultures, is subject to transformation.
In Classical times, the notion of a good death meant several
things and was not associated with a single practice.11,12 Contrary to various views at the time, Hippocrates – the father of
the ethical paradigm that underpinned the deontologic codes
of Western medicine up until the 20th Century – stated “. . .and
I will abstention from giving a lethal drug to anyone, even if they ask
for it.”13
The Middle Ages, imbued in Judeo-Christian religious
beliefs, gave rise to important changes regarding the act of
dying. As described by Philippe Arìes: “. . .in death, man experienced one of the uppermost laws of the species and did not seek to
extol it or escape from it”.14 Euthanasia became sinful because
the end of life could only come from God.
During the Enlightenment, David Hume countered this
view: “If determining the time of death is entirely up to God
and if man’s decision regarding the time of death were a
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breach against the divine right, a man taking action to preserve life would be as criminal as he who decided to destroy
it.”15
Francis Bacon before that time had reintroduced the term
“euthanasia” in the philosophical debate and gave direction to
the concept’s evolution. He proposed euthanasia as a means to
free dying patients from suffering, the prerequisite being the
patient’s wish. He also elevated it to the category of the physician’s moral duty: “I believe the role of the physician to be not only
that of restoring health but also of mitigating pain and suffering, and
not just when this mitigation may lead to recovery, but also when
it can achieve a smooth, easy passage; because that “euthanasia” is
no small blessing (. . .) But physicians, on the contrary, hold it almost
as a law or religious duty to retain the patient even after declared
terminally ill while, in my opinion, they should study the way and
find the means to facilitate and alleviate the pain and agony of
death.”16
Later, Jeremy Bentham proposed that it is for the good and
happiness of the patient and the family to help the patient die
with dignity.15
In 1848, John Warren published “Etherisation; With Surgical
Remarks,” where he suggested that ether could be used to “mitigate the agony of death.” Twenty years later, Samuel D. Williams
published his work “Euthanasia” in the Popular Science Monthly
journal proposing the use of anaesthetics for that purpose,
bringing up, for the first time, the question about the anaesthetists participation in the process.17
During the 20th and 21st centuries, secularism became
stronger in several cultures. Together, the growing use of technology in medicine, an ageing population and the greater
number of patients with degenerative and/or terminal diseases, create end-of-life situations previously unsuspected. As
a result, discourses regarding concepts of dying with dignity
are again coming under the limelight,18–21 some of them in
favour of euthanasia.
It is not within the scope of this article to expound on all
the interpretations and rationales for the multiple definitions
and classifications of the term euthanasia, but for the sake of
accuracy regarding the conceptual framework, the definition
of the Borja Institute of Bioethics is proposed as the one that
better represents its foundational origin: “Euthanasia is every
action by a physician or any other healthcare professional under
his supervision, who directly causes the death of a person suffering
from a disease or injury which current medical knowledge cannot
cure and which, due to its nature, causes unbearable agony and will
result in death shortly. This action comes as a result of the patient’s
freely reiterated request, and is performed with the intention of doing
good, freeing the patient from that suffering, and respecting his or
her will”.22
Consequently, this action by a physician requires three
essential elements: the patient’s expressed request, unbearable physical or psychological suffering, and terminal clinical
condition. From this conceptual perspective, the term
euthanasia should not be used in the context of patients in
a persistent vegetative state, existential suffering or other situations outside the argument of finality. In those cases, the
discussion required has to do with aided or assisted suicide.
Although certain similarities overlap both practices (the
suffering that promotes them, the respect for autonomy on
which they are based, and the empathy and/or compassion
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that they elicit), differences between the two have important
ethical, legal and social implications.
Contrary to legislations in other countries,23,24 the distinction should not be made relative to the executive assistance
protocol, but rather in relation to the condition of the individual making the request. Specifically, euthanasia means
helping a dying person to die at the person’s request, by means
of an easy, painless and peaceful passing. The dilemma is not
between life and death, but rather how the person wishes to die.
In the case of individuals who are not suffering from a terminal disease, the question is whether their own lives are worth
living. They are not faced with impending death, but they wish
to die.
A distinction between euthanasia and assisted suicide
made on the basis of the individual performing the act is
flawed because it disregards the principles of doing good and
justice towards the person who suffers. Even if the final decision on the how is up to the petitioner, direct assistance should
always be offered openly and feasibly, avoiding the potential
mistakes resulting from the lack of assistance.
In contrast, a distinction between euthanasia and assisted
suicide made on the basis of finality would not only facilitate
agreement but has practical consequences. Verbi gratia: reserving the term euthanasia only for terminally ill patients would
prevent insurers from evading their contractual obligations
with regard to individuals who chose that form of death.
According to the view of the Borja Institute, adjectives
that qualify euthanasia should be avoided because they create confusion and redundancy, as in euthanasia is active, direct
and voluntary. Passive euthanasia is not euthanasia but rather
limitation of therapeutic efforts; indirect euthanasia is not
euthanasia, but rather a medical complication; non-willed
euthanasia is not euthanasia, but rather intentional homicide;
eugenics or the aim to control population are not euthanasia;
and so on.

Can we refer to death with dignity in Colombia?
There are five relevant scenarios related to death with dignity
and clinical end-of-life decision-making: palliative care, vital
testaments, limitation of the therapeutic effort or redirecting
therapy, palliative sedation, and euthanasia, the latter being
the one that continues to create the greatest controversy in
the world.25
According to the Royal Academy of the Spanish Language,
the word “dignity” means having the quality of “deserving something.” UNESCO uses the idea of unalienable dignity as the
foundation for human rights and duties. Given that it is considered the result of a value judgement, the meaning proposed
by Pyrrho et al. becomes clear: “a relational construct derived from
the recognition of the other.”26
Paradoxically, the notion of “human dignity” is wielded
both to defend euthanasia as well as to condemn it21,27 but,
in spite of that, this argument has a place in the discussion because it upends that of autonomy in two ways: moral
responsibility towards the other, and the protection of the
most vulnerable.28
It cannot be denied that palliative care in Colombia is
in a dire condition. According to the Quality of Life Score

prepared by the Intelligence Unit of The Economist, the
score for Colombia is 26.7% on the world PC ranking, and
the country is 68 among 80 participants.29 Along those same
lines, of the 120,000 cancer deaths that occurred in 2014,
only in 20,000 cases was care provided by the 23 certified PC
services.30 The majority of these patients die in precarious
circumstances, subject to unnecessary suffering, and without
adequate support.
The pitiful condition of PC in the country is multifactorial but, above all, it is due to weak government healthcare
policies.29 Another side of the problem is the shortage of specialised human resources, not to mention the huge gap in
humanistic training of the practitioners.31 There is also the
need to tackle the economic, social and cultural challenges
that families are faced with when it comes to taking part in
the care of their loved ones. Barriers to dialogue (namely, the
lack of education for decision-making and poor ownership of
those decisions) are an important limitation.32
Understanding the situation in Colombia is essential
when considering the possibility of importing examples from
other countries that took the leap of decriminalising and
implementing euthanasia, because they may not apply to
the Colombian context. Moreover, the available legalisation
models vary significantly in terms of their conceptual and procedural perspectives.23,24 In other words, it is important to frame
the debate within the framework of our own reality.
It is worrisome that precarious living conditions, social
exclusion and the absence of an appropriate affective environment may bring terminally ill patients to the point where
they wish to die.33 Without adequate regulation and implementation, euthanasia could become the only means to which
a suffering patient could resort in order to find relief, in view of
the huge failings of the healthcare system and the negligence
of the State. However, the opposite could happen, that is, that
only those who are privileged because of their social, economic
and educational condition end up receiving assistance.34
Even in the face of these issues, proposing that the availability of good palliative care would eliminate the need for
euthanasia is not right.35,36 Palliative sedation cannot provide
relief to all patients,37 as stated also by the Borja Bioethics
Institute: “There will always be situations and specific cases where
demands for euthanasia will occur and they will require an answer
within the framework of lawfulness”. Moreover, the scenarios
are not antagonistic. On the contrary, the Belgian experience
attests to the fact that palliative care and euthanasia may
evolve reciprocally and synergistically.38
The Colombian State has recognised that, society being
secular, respect for the autonomy of the individual must be
maintained during illness and death. Although life needs to
be protected, people cannot be made to live in painful conditions, against their will and deepest convictions. As set forth
in Ruling C-239/97: “Nothing is more cruel than to force a person
to survive in the midst of shameful suffering, in the name of other
people’s beliefs.”
From a strictly legal point of view, the right to live cannot
be placed above the freedom of the individual in all cases.39
On the other hand, guarantees must be established in favour
of whoever has the right, and not against him or her.
Recently, the Ministry of Health published the protocol for
implementing the procedure of euthanasia in Colombia.40 It
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begins with an adult patient suffering from a terminal disease
who requests euthanasia. Then, the treating physician has to
assess the requirements to consider the procedure by defining the conditions of finality, assessing suffering, ruling-out
the existence of therapeutic alternatives, and confirming the
persistence of the explicit request.
The next step is to assess the patient’s ability to express
that will and, if found to be competent, the case is submitted
to an Interdisciplinary Scientific Committee (ISC) to confirm
all the requirements. The members of the Committee must
be independent from the treating physician and must not be
related in any way, personal or professional, to the patient
making the request. In the event of disagreement between the
two assessments, the ISC must consult with another practitioner and re-examine the case.
Although the protocol is a first step, the following are some
of its weaknesses and flaws: (a) it does not describe the participation of the administrative agencies or the responsibilities
of the healthcare institutions; (b) it does not define how access
to, and continuity of, the process will be ensured for the entire
population; (c) it may be subject to “red tape”; (d) except for the
pharmacological proposal of exitus letalis, it is very ambiguous
when it comes to the characterisation of the other procedures
and the human resources required (for example, the participation of the clinical psychologist or the psychiatrist appearing
as interchangeable, allowing the possibility of replacing the
ISC, etc.); (e) it mistakenly assumes that every treating physician is capable of assessing suffering; (f) it does not ensure
continuity of the medical practitioners throughout the entire
process.
Draft legislation 030/2015 was considered recently for regulating the practice of euthanasia and assisted suicide in
Colombia.41 It proposed some valuable and other debatable
matters such as the following: (a) restricting euthanasia to
the treating physicians (implying that all physicians would be
required to accredit training in this area, which is unrealistic
and out of proportion); (b) establishing an oversight system after
the procedure (which is useless because nothing may be corrected after the fact and, moreover, it delegitimises the ISC’s
assessment and elicits an atmosphere of legal mistrust against
the participants); (c) combining euthanasia and assisted suicide
(which is inadmissible due to the considerations described
above).
Colombia has still a long way to go before the ideal of a
death with dignity for all can be achieved. Hence the importance of continuing to foster the discussion in academic, legal
and healthcare spheres.
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suffering.7,43 Unfortunately, not much has been written in this
regard.
Some authors believe that anaesthetists are an important complement of the PC multidisciplinary team given their
experience with critically ill patients and their knowledge
of pain management and use of psychotropic and sedative
agents.44–46 Although we recognise these strengths, there
are two situations that oppose this consideration: first, the
anaesthesia syllabus does not include an in-depth study of
end-of-life considerations; second, the daily practice of anaesthesia focuses on the management of specific clinical cases in
which there is little interaction and follow-up with patients
and their families.
So far, everything that has been said regarding euthanasia
starts with the assumption that the patient and his/her physician are able to have a true dialogue throughout. However, that
is no easy task. To achieve this, guide decision-making and act
impartially, practitioners require the right skills to establish a
dialogue, the ability to reflect on, and construe the principles
that determine moral judgement, and a feeling of profound
respect for the patient’s own free will.47 Hence the importance of delving in greater depth into the areas of bioethics and
other humanities courses during the training process. Considering how critical empathy and assertive communication are
for the terminally ill patient, support should not be limited to
one isolated phase of the process. Consequently, we propose
that anaesthetists could take part in processes designed to
ensure death with dignity, but only if these aspects previously
described are reinforced as part of their training.
It would be of value to develop a survey that could shed
light on the views of the Colombian anaesthetists regarding
this issue.

Conclusion
Understanding euthanasia as a valid option in processes
designed to ensure death with dignity recognises the moral
plurality and autonomy of our patients. Although it should
not be considered a substitute for palliative care, it is one more
among the different end-of-life options.
However, Colombia is still far from being an appropriate
setting and it is up to all to build it. The state, society and the
academia must come together to solve the gaps in the care
of terminally ill patients, bringing justice and quality to the
health system.

Ethical disclosures
On the role of the anaesthetists
Only seven days after the publication of Resolution 1216/2015,
the Colombian Society of Anaesthesiology and Resuscitation
addressed a letter to the Minister of Health stating its views.42
This reflects its great interest and is supported by a historical
fact: Juan Marín Osorio, considered the father of the practice
of anaesthesia in Colombia, conceded to having practiced
euthanasia several times, even in the case of two of his relatives, for reasons of love and a feeling of solidarity with human

Protection of human and animal subjects. The authors
declare that no experiments were performed on humans or
animals for this study.

Confidentiality of data. The authors declare that no patient
data appear in this article.

Right to privacy and informed consent. The authors declare
that no patient data appear in this article.

328

r e v c o l o m b a n e s t e s i o l . 2 0 1 6;4 4(4):324–329

Funding
None.

Conflict of interest
None declared.

references

1. RCN Radio. El 73% de los colombianos cree que la eutanasia
debe ser legal [Internet]. Colombia; 2015, June [cited 28 Jun
16]. Available from
http://www.rcnradio.com/nacional/el-73-de-los-colombianoscree-que-la-eutanasia-debe-ser-legal-colombia-opina/
2. Corte Constitucional. Sentencia C-239/97 [Internet].
Colombia; 2016 [cited 28 Jun 16]. Available from
http://www.corteconstitucional.gov.co/relatoria/1997/c-23997.htm
3. Corte Constitucional. Sentencia T-970/2014 [Internet].
Colombia; 2016 [cited 28 Jun 16]. Available from
http://www.corteconstitucional.gov.co/relatoria/2014/t-97014.htm# ftnref1
4. Lozano G. La eutanasia activa en Colombia: Algunas
reflexiones sobre la jurisprudencia constitucional. Rev
Derecho Estado. 2001;11:95–103.
5. Schildmann E, Vollmann J, Schildmann J. Palliative sedation.
Further evidence needs to be accompanied by ethical
guidance to ensure professional practice at the end of life. J
Clin Oncol. 2012;30:4176. Author reply 4177-8.
6. Cantor NL. On Kamisar, killing, and the future of
physician-assited death. Mich Law Rev. 2004;102:1793–842.
7. González-Torres AC, Navarro-Vargas JR. Semblanza de Juan
Marín Osorio. Rev Colomb Anestesiol. 2010;38:386–93.
8. Taboada P. Sedación paliativa (parte I). Controversias sobre
términos, definiciones y aplicaciones clínicas. Acta Bioethica.
2012;18:155–62.
9. Melo JO. Contra la hipocresía [Internet]. Colombia; 2012 [cited
28 Jun 16]. Available from
http://www.eltiempo.com/archivo/documento/CMS-12332210
10. Ministerio de Salud. Resolución 1216/2015. [Internet].
Colombia; 2015 [cited 28 Jun 16]. Available from
https://www.minsalud.gov.co/Normatividad Nuevo/Resoluci%
C3%B3n%201216%20de%202015.pdf
11. Gracia D. Historia de la eutanasia. In: La eutanasia y el arte de
morir. Primera edición Universidad Pontificia Comillas; 1990.
p. 13–32.
12. Méndez-Aguirre VH. La eutanasia en la República de Platón y
el debate contemporáneo. Intersticios. 2006;25:137–44.
13. Remis JA. Pasado y presente del juramento Hipocrático.
Análisis de su vigencia. Rev Argent Radiol. 2009;73:139–41.
14. Ariès P. Historia de la muerte en Occidente: desde la Edad
Media hasta nuestros días. Traducción de Carbajo F, Perrin R,
Tercera ed. El acantilado; 2005. p. 304.
15. Tasset JL. Razones Para Una Buena Muerte (La Justificación
Filosófica De La Eutanasia Dentro De La Tradición Utilitarista:
De David Hume A Peter Singer). Rev Iberoam Estud Util.
2011;18:153–95.
16. Bacon F. De dignitate et augmentis scientiarum. a.d. Lat.
(1623). Stuttgart: Bad-Cannstatt; 1963: 594f, citado por Von
Engelhardt D. La eutanasia entre el acortamiento de la vida y
el apoyo a morir: experiencias del pasado, retos del presente.
Acta Bioethica. 2002;8:55–66.

17. Emanuel EJ. The history of euthanasia debates in the United
States and Britain. Ann Intern Med. 1994;121:793–802.
18. Escobar-Triana J. Morir como ejercicio final del derecho a una
vida digna [Internet]. Santafé de Bogotá – Colombia. Segunda
edición Ediciones El Bosque; 2000. p. 153 [cited 28 Jun 16].
Available from http://bioeticaunbosque.edu.co/publicaciones/
biosyethospdf/BiosyEthosvol7.pdf
19. Simón Lorda P, Barrio Cantalejo IM, Alarcos Martínez F,
Barbero Gutiérrez J, Couceiro A, Hernando Robles P. Ética y
muerte digna: propuesta de consenso sobre un uso correcto
de las palabras. Rev Calid Asist. 2008;23:271–85.
20. Ramsey C. The right to die: beyond academia. Monash Bioeth
Rev. 2016:1–18. Epub ahead of print.
21. Aguilera-Portales R, González-Cruz J. Derechos humanos y la
dignidad humana como presupuesto de la eutanasia. Human
rights and human dignity as assumption of euthanasia.
Derecho PUCP. 2012;69:151–68.
22. Instituto Borja de Bioética. Hacia una posible despenalización
de la eutanasia [Internet]. Bioética Debat. 2005;XI(39):1–7
[cited 28 Jun 16]. Available from
http://www.bioetica-debat.org/contenidos/b&d/bioetica39esp.
pdf
23. Álvarez-Del Río A. Eutanasia y suicidio médicamente asistido.
¿Cuál es el problema? Rev Invest Clin. 2014;66:282–7.
24. Martínez FR. El debate de la eutanasia y el suicidio asistido.
Rev Derecho Político. 2008:439–77.
25. Kon AA, Ablin AR. Palliative treatment: redefining
interventions to treat suffering near the end of life. J Palliat
Med. 2010;13:643–6.
26. Pyrrho M, Cornelli G, Garrafa V. Dignidad humana.
Reconocimiento y operacionalización del concepto. Acta
Bioethica. 2009;15:65–9.
27. Gempeler Rueda FE. Derecho a morir dignamente. Univ Méd.
2015;56:178–85.
28. Felipe Tabares-Cortés. La delimitación del derecho a la vida
por el profesional de la salud. ¿Hasta cuándo debe
garantizarse la protección del derecho a la vida? Estud
Socio-Juríd. 2011;13:275–300.
29. The Economist Intelligence Unit. The 2015 Quality of Death
Index Ranking palliative care across the world [Internet].
London; 2016 [cited 28 Jun 16]. Available from
http://graphics.eiu.com/upload/eb/qualityofdeath.pdf
30. Agencia de noticias Universidad Nacional. Tratar mejor el
dolor, necesario para evitar eutanasia [Internet]. Colombia;
2015 [cited 28 Jun 16]. Available from
http://agenciadenoticias.unal.edu.co/detalle/article/tratarmejor-el-dolor-necesario-para-evitar-eutanasia.html
31. Sarmiento-Medina MI. El cuidado paliativo: un recurso para la
atención del paciente con enfermedad terminal. Revista
Salud Bosque. 2011;1:23–37.
32. Bruera E, De-Lima L, Wenk R, Far W. Palliative care in
developing countries: principles and practice. USA: Primera,
IAHPC PRESS; 2004, 338 pp.
33. Chochinov HM. Dying, dignity, and new horizons in palliative
end-of-life care. CA Cancer J Clin. 2006;56:84–103.
34. Rietjens JA, Deschepper R, Pasman R, Deliens L. Medical
end-of-life decisions: does its use differ in vulnerable patient
groups? A systematic review and meta-analysis. Soc Sci Med.
2012;74:1282–7.
35. Quill TE. Physician-assisted death in the United States: are
the existing «last resorts» enough? Hastings Cent Rep.
2008;38:17–22.
36. Jansen-van der Weide MC, Onwuteaka-Philipsen BD, Van der
Wal G. Requests for euthanasia and physician-assisted
suicide and the availability and application of palliative
options. Palliat Support Care. 2006;4:399–406.
37. Kon AA. Palliative sedation: it’s not a panacea. Am J Bioeth.
2011;11:41–66.

r e v c o l o m b a n e s t e s i o l . 2 0 1 6;4 4(4):324–329

38. Bernheim JL, Deschepper R, Distelmans W, Mullie A, Bilsen J,
Deliens L. Development of palliative care and legalization of
euthanasia: antagonism or synergy? BMJ. 2008;336:867–9.
39. Garzón-Valdés E. ¿Es éticamente justificable el paternalismo
jurídico? Doxa. 1988;5:155–73.
40. Ministerio de Salud. Protocolo para la aplicación del
procedimiento de eutanasia en Colombia [Internet].
Colombia; 2015 [cited 28 Jun 16]. Available from
https://www.minsalud.gov.co/sites/rid/Lists/BibliotecaDigital/RIDE/DE/CA/Protocolo-aplicacion-procedimientoeutanasia-colombia.pdf
41. Senado de la república de Colombia. Proyecto de ley 030/2015
[Internet]; 2015 [cited 28 Jun 16]. Available from
http://190.26.211.102/proyectos/index.php/textos-radicadossenado/pl-2015-2016/462-proyecto-de-ley-030-de-2015
42. Sociedad Colombiana de Anestesia. Observatorio gremial.
Posición ante la resolución del derecho a morir con dignidad
[Internet]. Colombia; 2015 [cited 28 Jun 16]. Available from
http://www.anestesiologoscolombia.com/noticias.aspx?n=190

329

43. Revista semana. Eutanasia a la colombiana [Internet].
Colombia; 1996 [cited 28 Jun 16]. Available from
http://www.semana.com/gente/articulo/eutanasia-lacolombiana/29376-3
44. Kettler D, Nauck F. Palliative care and involvement of
anesthesiology: current discussions. Curr Opin Anesthesiol.
2010;23:173–6.
45. Fine PG. The evolving and important role of anesthesiology in
palliative care. Anesth Analg. 2005:183–8.
46. Wiese CH, Bartels UE, Zausig YA, Graf BM, Hanekop GG.
Palliative medicine. Fifth pillar of anaesthesia departments.
Anaesthesist. 2009;58. pp. 218–220, 222–6, 228–30.
47. Locán P, Gisbert A, Fernández C, Valentín R, Texidó A,
Vidaurreta R, et al. Cuidados paliativos y medicina intensiva
en la atención al final de la vida del siglo XXI. An Sist Sanit
Navar. 2007;30 Supl. 3:113–28.

