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Why is there concern about
Sedatives in Palliative Care?
 Do they kill patients?
 Do they prevent important contact

with family and friends?
 Do they frustrate a person’s final
spiritual development?
Sedatives can do all these things
But there is confusion…

Confusion about Sedation
 What it is
 Why it is given

 When it is given
 How it is administered
 How it is assessed

 What its outcomes are

What is meant by Sedation?
Sedation can mean:
 A treatment for insomnia

 The giving of sedatives for specific symptom control,
 e.g. Seizures

 The attempt to make a patient unaware of an intractable

symptom by reducing their conscious level
(But note that the English word Sedation comes from the
Latin sedatio, which means ‘soothing’ or ‘allaying’ –
nothing to do with sleep!)
A survey of experts achieved only 40% agreement with a
single definition of sedation (Chater, 1998)

What is an intractable
symptom?
An "intractable" symptom is one:
 that does not respond to available treatment

or
 for which the treatment is unacceptable to the
patient because of:
 insufficiently rapid action, or

 excessive side effects (Cherny and Portenoy, 1994)

Variation in doctors’ sedation practice
•

Doctors in the same specialty differ in how much they
use sedation for patients at the end of life:


•

Sedation rate among Dutch GPs (cases per GP per 100,000
patients) ranges from 3.2 to 68.7 (Donker , 2013)

Sedation is used significantly more often by doctors who
predict that a symptom will be intractable than by those
who actually try all the treatments (Morita, 2004)
Intractability is determined not only by the disease and the
patient but by the doctor too

Most clinical guidelines have presented sedation as a
treatment of last resort, generally used in the last two
weeks of life (especially if the level of sedation is deep)
Progressively fewer
treatment options as
symptoms
and disease
progress
Final diagnosis of
intractability

The Wirtz
Funnel
(Wirtz, Cribb and
Barber, 2006)

Duration of Sedation in Palliative
Care
 Mean duration of sedation estimated to

be 2.4 days (range 1.0 -3.9)
Based on eleven studies, totalling 1,982

patients

(Porta Sales, 2001 updated)

Suggests that sedation is generally a response to
symptoms associated with the onset of dying

What is Sedation given for?
Multicentre study of 387 terminally ill patients
 Haemorrhage
0.8%
 Distress
1.8%
 Pain
1.8%
 Nausea and vomiting
2.3%
 Breathlessness
6.5%
 Delirium
15.2%
(Fainsinger et al., 2000)

Is Sedation a legitimate part
of Palliative Care?
 The use of sedative drugs has always been a part of
Palliative Care at the end of life:
 For mental distress (but only as an adjunct to the giving of

properly attentive time)
(Saunders, 1960)
 For anxiety or agitated confusion
(Saunders, 1965)
 Opiates should not be used as sedatives (Saunders, 1958)

“It should hardly ever be necessary to use the very
heavy sedation that completely smothers the
patient’s personality, although many who see these
patients only occasionally do not believe that it is
possible to avoid this” (Saunders, 1967)

How is Sedation administered?
 In doses designed to make the patient unrousable as

soon as possible (and presumably therefore more
comfortable)?
 The Dutch approach

 In doses titrated according to the patient’s level of

comfort (which may or may not end in the patient
being asleep)?
 The UK and US approach (Seymour et al., 2015)

Sedatives will be administered very differently
depending on which of these approaches is taken

How is Sedation assessed in Palliative Care?
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Morita, Tsuneto and Shima, 2001

Depth of Sedation
 It has been suggested that the depth of sedation
tends to increase as death approaches
 45% of patients originally given ‘mild’ sedation had

‘deep continuous’ sedation by two days before death
(Claessens et al., 2011)
o

But this is based on only 9 patients and it is not clear how the
sedative doses changed in the interim

 How different is this from the natural trajectory
of dying?
 50% of Palliative Care not receiving sedatives are

unable to manage complex communication five days
before death
(Morita et al., 2003)

Comparison of percentage of patients
spontaneously awake in sedated and nonsedated groups during the last week of life
(n=23) (from Fainsinger et al. 1998)
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The Outcomes of Sedation
Are patients more comfortable?
 Is looking peaceful the same as feeling peaceful?
 Sedation can disconnect sensation from responsiveness
 Dreaming is not necessarily abolished
 Monitoring of the EEG/Bispectral Index, heart rate or blood
pressure does not reliably detect distress

But
 Sedated palliative care patients are not paralysed, so

significant distress is likely to cause restlessness
 Midazolam produces anterograde amnesia

The Outcomes of Sedation
Do patients die sooner?
Study

With sedation

Without sedation

25 days

23 days

Stone, 1997
(UK)

18.6 days

19.1 days

Chiu, 2001
(Taiwan)

28.5 days

24.7 days

Sykes, 2003a
(UK)

36.6 days

14.2 days

Good, 2005
(Australia)

13.8 days

11.9 days

Kohara, 2005
(Japan)

28.9 days

39.5 days

Gu, 2015
(China)

27.4 days

21.6 days

22 days

26 days

Ventafridda, 1990 (Italy)

Maeda, 2016
(Japan)

Sedation for existential or psychological
distress
Special difficulties:
 Hard to tell if such distress is really intractable


Team access to psychiatry, chaplaincy and ethics is required
(Cherny and Radbruch, 2009; Dean et al., 2012)

 Level of distress can be variable and idiosyncratic
 Standard treatments have low morbidity

Some sedative use may be helpful, as may respite
sedation to provide periods of ‘time out’
But the induction of sleep for extended periods
should be a truly exceptional occurrence

What about provision of
hydration and nutrition?
 This is a separate decision, but the great

majority of patients who receive sedatives
already have minimal oral intake
 When continuous deep sedation is
combined with a prognosis of as long as
two weeks, withholding or withdrawal of
hydration is more contentious
(Papavasiliou, 2014)

How do we show we are comforting, not
killing?
 Act within accepted practice guidelines, titrating sedative








doses against symptom severity
Document clearly and fully
Make sedation decisions as part of a multidisciplinary team
Where possible, involve patient and carers in sedation
decisions
Show a clear indication for use of sedation, with
consideration of alternatives
Demonstrate consideration of using assisted hydration and
nutrition
Note evidence that patient is already near to dying
(Adapted from Nambisan, 2012)

In Summary
 ‘Sedation’ continues to mean different things to
different people
 In specialist palliative care units use of sedatives
in the last days of life is not associated with
shortened survival overall
 Most use of sedatives is for the management of

restlessness and confusion occurring as part of
the process of dying
 Impaired consciousness is common at the end
of life with or without sedatives
 The aim of sedative use is to relieve distress, not
to induce sleep
 The key to ethical use of sedatives is
proportionality, whatever the indication

