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Preanesthesia evaluation of oncological patients 
requiring palliative procedures

Avaliação pré-anestésica em pacientes oncológicos a serem submetidos 
à cirurgia paliativa

Jordana Rabelo Bergonso1,2 

ABSTRACT

Palliative surgery in cancer patients are surgical procedures 
that do not aim to cure a patient but to improve their qua-
lity of life by providing relief from symptoms caused by an 
existing tumor. In addition to a patient´s higher risks, due 
to an increased number of related comorbidities, as well as 
the degenerative process caused by the pathology itself and 
its treatments, there are several other elements that may 
influence the decision-making process regarding the care to 
be provided. The needed solicitude for cancer patients with no 
prospect of cure should be of interest for both the patient and 
the health system in the management of welfare and epide-
miological strategies. The objective of this narrative literature 
review is to gather knowledge regarding the preparation of 
cancer patients requiring palliative surgical procedures in or-
der to improve their quality of life, highlighting the important 
role of the anesthesiologist for optimizing the postoperative 
outcomes. In Brazil, performing an outpatient preanesthesia 
evaluation is recommended by the Federal Council of Medi-
cine (CFM) under resolution number 2174/2017, since each 
preparation for an elective anesthetic procedure informs 
the anesthesiologist about the patient’s clinical conditions, 
as well as the possible risks that can be alleviated during the 
period prior to surgery and on planning special care in the 
pre, intra and postoperative periods, thus reducing the mor-
bidity and mortality resulting from such procedures. These 
professionals are in a privileged position to alleviate suffering, 
as they have the necessary tools to deal with many symptoms 
that frequently occur in patients undergoing palliative care.

Keywords: Anesthesia; Palliative Care; Oncology Service, 
Hospital.

RESUMO

A cirurgia paliativa em pacientes com câncer objetiva proced-
imentos não curativos mas que tem a intenção de melhorar 
os sintomas causados pelo tumor. Apesar desses pacientes 
apresentarem risco aumentado devido ao aumento do núme-
ro de comorbidades existentes, assim como pelo próprio 
processo degenerativo causado pela patologia e seu trata-
mento, existem diversos fatores que influenciam a tomada de 
decisão a respeito do cuidado prestado. A condução eficiente 
do atendimento de pacientes oncológicos sem perspectiva 
de cura deve ser de interesse tanto para o paciente quanto 
para o sistema de saúde na administração de estratégias 
sanitárias e epidemiológicas. O objetivo desta revisão nar-
rativa de literatura é aperfeiçoar o conhecimento relativo ao 
preparo de pacientes oncológicos que serão submetidos a 
procedimentos paliativos no intuito de otimizar o desfecho 
perioperatório e a qualidade de vida desses, evidenciando a 
importância do anestesiologista no desfecho positivo neste 
cenário. No Brasil, a realização avaliação pré-anestésica am-
bulatorial é recomendada pela resolução do Conselho Federal 
de Medicina (CFM) número 2174/2017, uma vez que cada 
preparo para um procedimento anestésico eletivo informa 
o anestesiologista sobre as condições clínicas do paciente, 
sobre possíveis fatores de risco passíveis de alívio durante o 
período que antecede a cirurgia e sobre planejamento de 
cuidados especiais no pré, intra e pós-operatórios, diminuindo 
assim a morbimortalidade resultante do procedimento. Este 
profissional encontra-se em posição privilegiada para o alívio 
do sofrimento pois possui as ferramentas necessárias para o 
controle de muitos sintomas que ocorrem frequentemente 
nos pacientes em cuidados paliativos. 

Palavras-chave: Anestesia; Cuidados Paliativos; Serviço 
Hospitalar de Oncologia. 
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INTRODUCTION

According to the Brazilian Institute of Geography and Statis-

tics (IBGE), chronic degenerative diseases are a major public 

health problem in Brazil and worldwide, and their prevalence 

has been increasing over the years.1 According to a National 

Health Survey (PSN) released by IBGE in partnership with 

the Ministry of Health in 2019, 52% of the population over 18 

years of age received the diagnosis of at least one chronic 

disease.2 In addition to high mortality rates, these pathologies 

present a greater number of related comorbidities when 

compared to other causes of death.3

Cancer is a chronic degenerative disease accounting for 

12% of the causes of death in the world. With approximately 

15 million new cases per year, the disease has important 

consequences in the epidemiological profile and, therefore, 

in health strategy management. Policies that encourage 

scientific development and economic investment in the pro-

duction of alternative solutions for the reception, follow-up, 

treatment and care of cancer patients have been shown to 

be relevant in the characterization of health services and 

actions.4

Patient-centered medicine has been increasingly 

discussed in recent decades, leading to the promotion of 

health-related quality of life (QoL) for patients, based on an 

expanded perspective of care that encompasses a holistic 

view of the individual and the process of becoming ill, and 

even better reported prognoses5,6. This perspective entails 

new meanings in the follow-up of PC patients, who face a 

life-threatening illness, and whose symptom relief should be 

one of the key guiding principles of health care7,8. 

When dealing with cancer patients, this objective 

should be directed towards improving their QoL, relieving the 

symptoms presented and ameliorating their clinical signs, 

especially for those at an advanced stage of the disease, thus 

reducing the stress associated with invasive procedures. All 

these in due accordance with the very definition of the term 

“palliation”, meaning relief of disabling manifestations and re-

establishment of impaired organic functions9. The number of 

palliative surgical procedures in this population has increased 

in Brazil and worldwide, and the role of anesthesiologists 

in perioperative management has a positive impact on the 

quality of the service provided. In our country it consists of 

an essential care provision reassured by the Federal Council 

of Medicine´s resolution n.° 2174/201710. 

Among the histopathological classifications, solid ma-

lignant tumors and those of hematogenous origin cause 

varied symptoms that may lead to the need for palliative 

surgeries11. Malignancies in the scope of palliative care are 

described as advanced, unresectable or incurable, and among 

their symptoms we can mention: obstructions, bleeding, 

thrombosis, ischemia, infections, fistulas, pain, difficulty 

in lymphatic and/or blood drainage, ascites, pleural and/or 

pericardial stroke, feeding difficulties, hernias, adhesions, 

which are subject to surgical treatment. The definition of 

palliative surgery varies, but it is commonly used when the 

objective is to relieve symptoms and improve QoL12,13.

Preanesthesia evaluation is essential for therapeutic 

success, regardless of the diagnosis. Its benefits include in-

creased procedure and patient safety, increased perioperative 

care, better results, reduced costs, improved use of available 

resources, and patient and surgical team satisfaction14. In 

the case of cancer patients, the time factor is extremely 

important as it is directly related to the disease progression 

and prognosis15. 

Adequate preoperative preparation of patients requir-

ing an elective anesthetic procedure is essential insofar as it 

informs the anesthesiologist about their clinical conditions, 

as well as of possible risk factors that can be alleviated during 

the period prior to surgery. It is essential also for the plan-

ning of special care during the pre, intra and postoperative 

stages, thus reducing morbidity and mortality rates as a 

result of such procedures. In Brazil, outpatient preanesthesia 

evaluation is recommended by the CFM´s resolution num-

ber 1802/2006.16 This resolution also ensures the minimum 

conditions for performing any anesthetic procedure safely. 

In addition, on December 14, 2017, a new resolution (number 

2174/2017) was published, which reaffirms the need to carry 

out a preanesthetic consultation to evaluate the patient’s 

clinical conditions, to better plan the anesthetic procedure 

and contribute to the qualification of care in health, as well 

as providing for the patient’s free and informed consent10. 

Based on studies that highlight the importance of 

preanesthesia evaluation in cancer patients, the main objec-

tive of this literature review is to contribute to the improve-

ment of palliative surgery management, thus optimizing the 

perioperative outcomes and the QoL of patients undergoing 

palliative surgeries. Its secondary objective is to point out the 

main factors that influence such outcomes.

METHODS

This work consists of a narrative literature review on the core 

aspects of preanesthesia evaluation of oncological patients 

requiring palliative surgery and its role on perioperative out-

comes, especially with regard to the measures for improving 

their QoL based on the principles of PC. 

The descriptors used for the bibliographic survey were: 

preanesthesia evaluation, palliative care and cancer. In or-

der to gather updated information, only articles published 

in the last 25 years were selected, the exception being the 
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text on cardiac risk in non-cardiological surgeries by Lee 

Goldman, which was published in 197717. The SciELO, Lilacs, 

ScienceDirect and Pubmed databases served as sources for 

accessing the texts. The selected articles were read in full in 

order for the researcher to identify the relevant information.

Scientific productions that were not available in full 

for reading were excluded, as well as productions published 

before 1977, due to the historical milestone represented by 

the publication of Goldman and collaborators in that year. 

Articles published in Portuguese and English were selected 

and reviewed. The articles analyzed were selected based on 

their relevance, observing the title of the publications. The 

data were presented in the form of an essay in order to make 

the relevant information more reader-friendly.

The selected textual materials include meta-analyses 

of randomized clinical trials, qualitative and descriptive 

studies, case reports and evidence based on expert opinion. 

Among them there are articles published in the health area 

(newspapers, magazines, book chapters, master’s thesis, 

guidelines, bulletins, archives, annals, guides and manuals) 

nationally and internationally, in addition to council resolu-

tions published in national and international press (official 

union gazette, federal council of medicine, Ministry of Health 

and World Health Organization).

The 54 articles were selected from random sampling. 

The body of the articles was related to the topic discussed in 

this text, with no limit on the number of words or secondary 

diagnoses. The analysis of the texts was based on the sig-

nificance level for the objective here proposed. The search 

for bibliographic references was carried out between March 

and December 2022.

An exhaustive reading of the title and abstract of each 

article was carried out in order to exclude those that did not 

fit the guiding question of this review or because they did 

not comply with the guidelines of our country´s present 

regulatory standards. No intervention was made. Limitations 

and biases may have occurred since the author’s academic 

training is in the area of   pain, a fact that may influence the 

discussion and interpretation of results, overestimating the 

importance of the professional trained in the area.

RESULTS

Similar to other patients with the prospect of being submitted 

to anesthesia, cancer patients must also be properly evaluat-

ed in the preanesthetic consultation. The pathophysiological 

changes observed in these patients are diverse. They vary 

according to the histopathological diagnosis, the evolution 

and stage of the disease, time of treatment, among others18.

Some specific interventions performed in the prean-

esthetic evaluation result in positive outcomes for patients 

with specific comorbidities. Although additional interventions 

such as the request for complementary tests can contribute 

to making the care provided more expensive, they should 

be performed when the planning of the anesthetic proce-

dure is directly dependent on the results of those tests.19 In 

addition, based not only on the patient’s clinical history but 

also on the physical examination performed by the anesthe-

siologist, and should he deem it necessary to carry out new 

diagnostic tests, the American Society of Anesthesiologists 

(ASA) recommends that those complementary exams must 

be requested in order to better assess the patient’s overall 

health according the ASA´s classification system, as well 

as to provide an adequate anesthetic planning and a safe 

procedure14. 

Based on ASA´s recommendation, the Brazilian CFM´s 

resolution number 2174/201710 asserts that it is essential 

for the anesthesiologist to know the clinical conditions of 

the patient who will be put under anesthesia, as well as to 

propose an anesthetic plan. For such a purpose, according 

to the anamnesis and physical examination findings, it may 

be necessary to carry out additional tests and evaluation by 

other specialists. In order to ensure the necessary conditions 

for performing anesthesia safely, these additional tests can 

be recommended mainly among high-risk groups, such as 

cancer patients in palliative care, in an attempt to optimize 

the treatment of decompensations that may be present due 

to an underlying disease or existing comorbidities20. 

Depending on the comorbidities that cancer patients 

may present (malnutrition, malabsorption, anemia, dyspnea, 

liver, kidney, broncho-pulmonary, cardiovascular and/or en-

docrine diseases, malignancy with or without metastases, 

bleeding, among others) due to their treatment (medication 

in use, radio and chemotherapy, for example) or as a result 

of the proposed procedure (high risk of blood loss, intraop-

erative time, site to be explored, etc.), laboratory tests (blood 

count, blood glucose, electrolytes, liver, kidney and thyroid 

function tests, βHCG, blood typing, urinalysis, PT and aPTT), 

electrocardiogram (ECG), imaging tests (chest X-ray) should 

be recommended21. 

By combining the clinical evaluation of the anesthetist 

and that of other specialists with complementary non-in-

vasive tests, perioperative risk stratification becomes much 

more efficient22. Cardiological evaluation is recommended 

for those patients whose results implement changes in the 

perioperative and intraoperative management that could 

optimize the prognosis, aiming to reduce the risk of cardi-

ac events in this period as well as in the late postoperative 

period23. This view, although apparently contradictory, is 

essential in PC patients, as QoL with an effective manage-

ment of symptoms is desired and, therefore, it is necessary 
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to preserve the organic function whenever possible. The 

occurrence of heart diseases in cancer patients is frequent. 

This is due to the fact that cardiovascular diseases and cancer 

are among the ten leading causes of death in Brazil in the 

last 20 years24, in addition to the fact that some treatments 

for cancer are related to cardiotoxicity and impairment of 

the hematopoietic system24. Among the recommended 

protocols for cardiological evaluation in patients undergo-

ing non-cardiac surgeries, we can mention Lee Goldman’s 

ones26,27, which evaluates clinical, electrocardiographic and 

surgical criteria17.

As the disease progresses and the worse the tumor 

stage, the patient’s health conditions tend to deteriorate28. 

This can happen due to the pathophysiological process of 

cancer itself, with consequent impacts on the preopera-

tive ASA classification (Table 1), which is directly related to 

Table 1. Current Definitions and ASA-Approved Examples.

ASA PS
Classification Definition Adult Examples, Including, 

but not Limited to:
Pediatric Examples, Including 

but not Limited to:

Obstetric Examples, 
Including but 

not Limited to:

ASA I A normal healthy 
patient

Healthy, non-smoking, no 
or minimal alcohol use

Healthy (no acute or chronic disease), 
normal BMI percentile for age

ASA II A patient with mild 
systemic disease

Mild diseases only without 
substantive functional 
limitations. Current 
smoker, social alcohol 
drinker, pregnancy, obesity 
(30<BMI<40), well-controlled 
DM/HTN, mild lung disease

Asymptomatic congenital 
cardiac disease, well controlled 
dysrhythmias, asthma without 
exacerbation, well controlled 
epilepsy, non-insulin dependent 
diabetes mellitus, abnormal BMI 
percentile for age, mild/moderate 
OSA, oncologic state in remission, 
autism with mild limitations

Normal pregnancy*, 
well controlled 
gestational 
HTN, controlled 
preeclampsia without 
severe features, 
diet-controlled 
gestational DM.

ASA III A patient with severe 
systemic disease

Substantive functional 
limitations; One or more 
moderate to severe diseases. 
Poorly controlled DM or 
HTN, COPD, morbid obesity 
(BMI ≥40), active hepatitis, 
alcohol dependence 
or abuse, implanted 
pacemaker, moderate 
reduction of ejection 
fraction, ESRD undergoing 
regularly scheduled dialysis, 
history (>3 months) of MI, 
CVA, TIA, or CAD/stents.

Uncorrected stable congenital 
cardiac abnormality, asthma with 
exacerbation, poorly controlled 
epilepsy, insulin dependent 
diabetes mellitus, morbid 
obesity, malnutrition, severe OSA, 
oncologic state, renal failure, 
muscular dystrophy, cystic fibrosis, 
history of organ transplantation, 
brain/spinal cord malformation, 
symptomatic hydrocephalus, 
premature infant PCA <60 weeks, 
autism with severe limitations, 
metabolic disease, difficult airway, 
long term parenteral nutrition. Full 
term infants <6 weeks of age.

Preeclampsia with 
severe features, 
gestational DM with 
complications or high 
insulin requirements, 
a thrombophilic 
disease requiring 
anticoagulation.

ASA IV A patient with severe 
systemic disease 
that is a constant 
threat to life

Recent (<3 months) MI, CVA, 
TIA or CAD/stents, ongoing 
cardiac ischemia or severe 
valve dysfunction, severe 
reduction of ejection fraction, 
shock, sepsis, DIC, ARD 
or ESRD not undergoing 
regularly scheduled dialysis

Symptomatic congenital 
cardiac abnormality, congestive 
heart failure, active sequelae 
of prematurity, acute hypoxic-
ischemic encephalopathy, shock, 
sepsis, disseminated intravascular 
coagulation, automatic implantable 
cardioverter-defibrillator, ventilator 
dependence, endocrinopathy, 
severe trauma, severe respiratory 
distress, advanced oncologic state.

Preeclampsia with 
severe features 
complicated by 
HELLP or other 
adverse event, 
peripartum 
cardiomyopathy with 
EF <40, uncorrected/
decompensated 
heart disease, 
acquired or 
congenital.

ASA V A moribund patient 
who is not expected 
to survive without 
the operation

Ruptured abdominal/
thoracic aneurysm, massive 
trauma, intracranial 
bleed with mass effect, 
ischemic bowel in the 
face of significant cardiac 
pathology or multiple 
organ/system dysfunction

Massive trauma, intracranial 
hemorrhage with mass effect, 
patient requiring ECMO, respiratory 
failure or arrest, malignant 
hypertension, decompensated 
congestive heart failure, hepatic 
encephalopathy, ischemic bowel or 
multiple organ/system dysfunction.

Uterine rupture.

ASA VI A declared brain-dead 
patient whose organs 
are being removed 
for donor purposes

*Although pregnancy is not a disease, the parturient’ s physiologic state is significantly altered from when the woman is not pregnant, 
hence the assignment of ASA 2 for a woman with uncomplicated pregnancy.
The addition of “E” denotes Emergency surgery: (An emergency is defined as existing when delay in treatment of the patient would lead 
to a significant increase in the threat to life or body part).
Source: https://www.asahq.org/standards-and-practice-parameters/statement-on-asa-physical-status-classification-system
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perioperative risk14. Other reasons for the worsening of the 

clinical conditions of these patients include a high probability 

of having comorbidities (such as heart disease, nephropa-

thy, pneumopathies), serum-metabolic alterations (such 

as anemia, hypoalbuminemia, plasma sodium alterations), 

medication use (such as anticoagulants, analgesics and anti-

depressants), in addition to other preoperative vulnerabilities 

(malnutrition, cognitive changes, reduced mobility)29,30. Often 

when we question cancer patients in PC, more importance is 

given to QoL in the postoperative period than to the number 

of life expectancy days, even though the latter is the most 

frequently cited data in the bibliography28,31.

DISCUSSION

Preanesthesia evaluation of cancer patients undergoing 

palliative care should be performed every time they undergo 

elective anesthetic procedures, preferably on an outpatient 

basis prior to hospitalization. This helps the anesthesiologist 

to optimize the patients’ clinical conditions so that they can 

safely undergo the procedure whenever the benefits of the 

surgery outweigh the risks14. It should be noted that time is 

an important variable for these patients with a direct impact 

on their QoL. Palliative interventions can reduce the use of 

health services and improve the quality of palliative care 

planning without increasing mortality rates13,32. 

The conventional treatment of oncological diseases, 

such as chemotherapy, radiotherapy, brachytherapy, im-

munotherapy and hormone therapy, can also impact the 

patient’s general health33. Adverse effects of special interest 

for the preoperative functional classification include hydro-

electrolytic alterations, blood dyscrasias, complications at the 

sites of anesthesia application, anatomical alterations that 

hinder blockages and airway establishment, development 

of hypersensitivity to drugs, depression of organic function, 

impairment of the immune system, changes in blood clot-

ting, healing disorders34-42. It is important to observe the 

occurrence of febrile neutropenia in the periods preceding 

an elective surgery, due to the increased risk of bacterial and/

or fungal infection and sepsis. Therefore, the measurement 

and recording of body temperature and a blood count col-

lected in the immediate preoperative period are essential 

in patients undergoing chemotherapy32,43.

Faced with such a variety of signs and symptoms 

observed in cancer patients, it is important to carry out a 

careful preanesthesia evaluation. During the anamnesis, 

special attention should be given not only to the oncological 

diagnosis and the proposed procedure, but also to associated 

pathologies, the use of continuous medication, previous and 

current treatments related to the tumor, possible sequelae, 

presence of metastases, previous anesthetic procedures and 

possible complications, addictions, allergies, acceptance or 

not of transfusion of blood and/or blood products, personal 

considerations by the patient about their wishes, auton-

omy, living will, order of non-resuscitation and informed 

consent43,44

A careful physical examination must be performed, 

respecting the limitations of the patient. Information such 

as state of consciousness, weight, nutritional status, color 

of the skin and mucous membranes, prediction of difficult 

airway management and difficulty in establishing venous 

access, anatomical alteration that affects the performance of 

central or peripheral blocks and impairment of organs and 

systems must be observed and described in the medical 

record45. All this is more likely to be present in these patients 

due to the pathological process of the disease and its par-

ticularities. Complementary exams may be necessary, and 

their request must be individualized for each patient and 

proposed surgical procedure46,47.

During academic training, we are introduced to a range 

of instruments for measuring health and functionality which 

help us in assessing the prognosis. The preanesthesia evalua-

tion is a way of gathering data about the patient that, properly 

interpreted, stratifies perioperative and intraoperative risks, 

as well as contributing to the prevention of and coping with 

possible intercurrences. In the case of PC patients, when there 

is the possibility of procedures to control symptoms, QoL is 

highly valued, especially in the ephemeral period following 

the procedure48. Therefore, an instrument that takes into 

account health aspects valued by these patients related to 

autonomy, absence of physical pain, interpersonal relation-

ships, quality of dying, preservation of cognition and mobility 

and self-care, among others, should be valued49. The World 

Health Organization (WHO) developed an instrument that 

provides a standardized model for measuring such qualities 

highly valued by these patients, the World Health Disability 

Assessment Schedule (WHODAS 2.0). This can be used in 

decision-making processes involving risks and benefits in 

cancer patients requiring palliative procedures33.

PC patients present a variety of symptoms that de-

serve special attention. Holistic care for those symptoms 

comprising the biopsychosocial spheres should ideally be 

provided by a multidisciplinary team. Among these, we can 

include psychological reception and the chaplaincy service, 

physiotherapy for patients who are often bedridden, the 

support of the nursing team with wounds, the help of social 

assistance and the nutrition team with the consequences of 

the treatment, among others. The anesthesiologist is a key 

professional in conducting the perioperative process50. This 

professional assists in tasks involving patient care, procedure 

safety, risk and cost reduction14,19. As a member of a hospital 
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multidisciplinary team, the anesthesiologist adds invaluable 

gains to the health management of these patients51.

Palliative procedures comprise 13% of all surgeries per-

formed in the United States, and 21% of oncological surgeries, 

totaling a thousand procedures per year in that country52. 

Professionals who work with PC help these patients with 

physical, psychosocial and spiritual care for the prevention 

and relief of suffering49. Adequate patient guidance helps 

control peri- and trans-operative anxiety with a consequent 

reduction in morbidity50.

Anesthesiologists are in a privileged position to alleviate 

suffering. They have the necessary tools not only to control 

analgesia but also other symptoms that frequently occur in 

PC patients, such as dyspnea, anxiety, delirium and nausea. 

During the preanesthesia evaluation these professionals can 

contribute to the discussion of the care plan for eventual 

intercurrences that may occur in the peri- and intraoperative 

periods. Despite being a subject that many avoid addressing, 

knowing the position of the patient and family on issues that 

involve their own choice in an autonomous and conscious way 

is a form of respect and care53,54. Such decisions, which include 

blood transfusion and blood products, a do-not-resuscitate 

order, clarification of invasive procedures and place of care 

in the period following the procedure, must be described 

in the medical record.

The Brazilian CFM´s resolution n° 217410 also deter-

mines that the duty to obtain a patient’s informed consent 

rests on the anesthesiologist. The informed consent must 

contain information in clear and accessible language about 

explanations, advantages, disadvantages and risks associ-

ated with the anesthetic procedure and must be signed 

and dated by the subject or the subject’s legally authorized 

representative. The term of consent assures patients the right 

to make a decision and express their free will to consent or 

not with the proposed procedure, since the main absolute 

contraindication to the anesthetic procedure is their refusal46.

CONCLUSION

Palliative surgery in patients with cancer aims at non-curative 

procedures, but improving the symptoms caused by the tu-

mor7. Improving quality of life without aggravating morbidity 

and mortality is an expected objective, however, an increase 

in life expectancy does not always occur. Although these 

patients have higher risks12,13 due to the increased number 

of existing comorbidities, as well as the degenerative pro-

cess caused by the pathology and its treatment, there are 

several factors that influence decision-making in terms of 

the care provided. Any recommendation given to patients 

regarding risks, benefits, expected occurrences and possible 

intercurrences must be attentive, since their decision must 

be joint and respectful.

In the SciELO, Lilacs, ScienceDirect and Pubmed data-

bases, more than 50 thousand scientific papers were found, 

which reinforces the importance of perioperative care by the 

anesthesiology team in order to reduce the morbidity and 

mortality of cancer patients undergoing palliative procedures. 

As part of a multidisciplinary team, the anesthesiologist plays 

a fundamental role in the active search for attitudes that 

raise awareness of the patient’s quality of life. This theme 

has been discussed in Brazil and worldwide, repeatedly, in 

different scenarios and over the years, thus showing the 

relevance of the subject and the need for updates insofar 

as cultural and social changes inevitably recur. Both in the 

scientific literature and in the State legislation of our country 

publications on the subject are frequent.

In order to optimize perioperative outcomes, careful 

evaluation based on scientific and technical knowledge, 

increased awareness of the World Health Organization’s 

definitions and guiding practices on PC, and respect for the 

principles of the Unified Health System regarding universal-

ity, equity and comprehensiveness of health should be the 

guiding principles in developing management strategies for 

cancer patients undergoing palliative procedures.
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