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Summary
Palliative sedation is defined as the monitored use of med-
ications intended to induce a state of decreased or absent
awareness (unconsciousness) to relieve the burden of
otherwise intractable suffering in a manner ethically ac-
ceptable to the patient, their family, and healthcare
providers. In Switzerland, the prevalence of continuous
deep sedation until death increased from 4.7% in 2001 to
17.5% of all deceased in 2013, depending on the research
method used and on regional variations. Yet, these num-
bers may be overestimated due to a lack of understanding
of the term “continuous deep sedation” by for example re-
spondents of the questionnaire-based study.

Inadequately trained and inexperienced healthcare pro-
fessionals may incorrectly or inappropriately perform pal-
liative sedation due to uncertainties regarding its defini-
tions and practice. Therefore, the expert members of the
Bigorio group and the authors of this manuscript believe
that national recommendations should be published and
made available to healthcare professionals to provide
practical, terminological, and ethical guidance. The Bigorio
group is the working group of the Swiss Palliative Care So-
ciety whose task is to publish clinical recommendations at
a national level in Switzerland. These recommendations
aim to provide guidance on the most critical questions and
issues related to palliative sedation.

The Swiss Society of Palliative Care (palliative.ch) man-
dated a writing board comprising four clinical experts
(three physicians and one ethicist) and two national acad-
emic experts to revise the 2005 Bigorio guidelines. A first
draft was created based on a narrative literature review,
which was internally reviewed by five academic institu-
tions (Lausanne, Geneva, Bern, Zürich, and Basel) and
the heads of all working groups of the Swiss Society of
Palliative Care before finalising the guidelines.

The following themes are discussed regarding palliative
sedation: (a) definitions and clinical aspects, (b) the deci-
sion-making process, (c) communication with patients and
families, (d) patient monitoring, (e) pharmacological ap-
proaches, and (f) ethical and controversial issues. Pallia-
tive sedation must be practised with clinical and ethical
accuracy and competence to avoid harm and ethically
questionable use. Specialist palliative care teams should

be consulted before initiating palliative sedation to avoid
overlooking other potential treatment options for the pa-
tient’s symptoms and suffering.

Introduction

Patients in the final phase of life often have to cope with
both physical symptoms and psychosocial, spiritual, and
existential distress that are refractory to all forms of relief
despite optimal palliative care. This refractory distress may
cause suffering that patients perceive as intolerable. There-
fore, palliative sedation is an important medically and ethi-
cally acceptable intervention for these patients as an option
to not consciously experience this suffering [1–6]. Various
definitions and guidelines for palliative sedation have been
described in the literature [7]. A systematic review identi-
fied and compared national and regional clinical practice
guidelines for palliative sedation within the European As-
sociation of Palliative Care’s (EAPC) palliative sedation
framework [8]. Standardised criteria for guideline develop-
ment (AGREE II) were used to assess their quality [9]. On-
ly three guidelines from Japan [10], the Netherlands [11],
and Spain [12] met the quality criteria for the developmen-
tal process.

The EAPC defines palliative sedation in the context of pal-
liative medicine as “an intervention aiming to alleviate in-
tolerable suffering resulting from one or a combination of
symptoms. It is an intervention that is monitored and delib-
erate, differentiating it from situations where sedation is a
side effect of treatment” ([6], p. 1725).

Sedation is also used in palliative medicine in the follow-
ing settings [1]:

1. Transient sedation for noxious procedures.

2. Sedation as part of burn care.

3. Sedation for end-of-life weaning from ventilator sup-
port.

4. Sedation in the management of refractory symptoms at
the end of life.

5. Emergency sedation (i.e. massive haemorrhage, as-
phyxia).

6. Sedation for psychological or existential suffering.

It is important to mention that palliative sedation is distin-
guished by two essential clinical parameters: the depth and
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duration of palliative sedation (figure 1). The three depth
levels are defined [2] as follows:

– Mild: The patient is awake and drowsy but able to com-
municate.

– Intermediate: The patient is asleep but easily roused.

– Deep: The patient is unconscious and unresponsive.

Regardless of depth, the duration of palliative sedation is
defined as follows:

– Intermittent: palliative sedation is discontinued after a
defined period to allow the patient to be alert.

– Continuous: palliative sedation is maintained without
the intention to discontinue.

Some authors have recommended that (a) the depth of the
sedation should be as low as possible to relieve patient suf-
fering [1, 2, 6, 13, 14] and (b) palliative sedation should
be intermittent, except for emergencies or if its intermittent
cessation is inappropriate due to a very high likelihood of
the patient suffering massive distress during its weaning.

The most reported refractory symptoms indicating the need
for palliative sedation are delirium (41%–83%), pain
(25%–65%), and dyspnea (16%–59%) [7]. The type and
terminology of palliative sedation vary in the literature
(e.g. proportional sedation, deep intermittent sedation, and
continuous deep sedation until death) [7]. Therefore, clin-
icians should be aware that the wording and definitions
vary considerably, and no universally accepted terminolo-
gy currently exists [15–17].

The double effect, proportionality, and autonomy are the
main ethical principles for palliative sedation therapy in
the literature [18, 19].

The prevalence of palliative sedation has recently in-
creased. The frequency of continuous sedation until death
in the international literature increased from 3–10% be-
tween 2000 and 2006 [20] to 12–18% between 2006 and
2019 [21, 22].In Switzerland, the proportion of patients
who died under a continuous deep sedation until death in-
creased from 4.7% in 2001 to 17.5% in 2013 [22, 23].
Death preceded by continuous deep sedation occurred
more frequently in the Italian-speaking region (34.4%)
than in the French-speaking (26.9%) and German-speaking
(24.4%) regions of Switzerland [23]. A cross-sectional

death certificate study conducted in Switzerland in 2018
suggested that continuous deep sedation until death was
strongly associated with potentially life-shortening med-
ical end-of-life decisions [24]. Moreover, the rates of pal-
liative sedation use varied significantly between different
institutions in the same cultural and healthcare regions
[17].

Sedation in other clinical settings has different aims. For
example, in acute psychiatry, it is used as an option to tem-
porarily bridge acute agitation situations that may lead to
self-harming in the patients or to prevent severe violence
against healthcare professionals or other patients. In con-
trast, in emergency, perioperative, and intensive care set-
tings, it is used to facilitate the conduction of procedures
(i.e. diagnostic or surgical interventions or invasive venti-
lation).

Uncertainties regarding the definitions and practice of pal-
liative sedation may cause inadequately trained and in-
experienced healthcare professionals to conduct incorrect
or inappropriate palliative sedation [25, 26]. Therefore,
the expert members of the Bigorio group and the authors
of this manuscript believe that national recommendations
should be published and made available to healthcare pro-
fessionals to provide practical, terminological, and ethical
guidance. The Bigorio group is the working group of the
Swiss Palliative Care Society whose task is to publish clin-
ical recommendations at a national level in Switzerland.
These recommendations aim to provide guidance on the
most critical questions and issues related to palliative seda-
tion.

Methods

For many years, the Bigorio best practice recommenda-
tions have guided palliative care actors in a well-founded
manner and thus promote the harmonisation of approaches
in this palliative care field. The 2005 recommendations on
palliative sedation are a four-page document based on the
experience and expertise of a panel of palliative care pro-
fessionals [27]. For historical reasons, like the other for-
merly developed Bigorio recommendations, the 2005 rec-
ommendations were developed at a yearly best practice
conference by a small group of senior palliative care

Figure 1: Types of palliative sedation (depth and duration).
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healthcare professionals in the monastery at Bigorio, Tici-
no. Above all, these documents were intended to be very
practical, succinct, and based only on their authors’ per-
sonal experience and expertise. As such, a dedicated liter-
ature review did not precede the document’s development.
Instead, a structured feedback process to include sugges-
tions and criticism from professionals outside this writing
committee and the writing board was chosen randomly and
not officially mandated.

To overcome the potential for flaws of this traditional
process and to allow for a more transparent and literature-
based process, the current guidelines were intended to fol-
low preliminarily developed, standardised proceedings, in-
cluding the following steps.

First, the guidelines working group from the Swiss Society
of Palliative Care established a writing board comprising
three physicians (MB, JP, and MM), one ethicist (MT), and
two academic (“national”) experts (SE and JG). Second,
the framework of the revision paper was defined in an on-
line conference of this writing board. Third, the writing
board created a first draft based on a narrative literature
review. Fourth, an internal review (n = 12) of the draft
was conducted at five academic institutions (Lausanne,
Geneva, Bern, Zürich, and Basel) and included the heads
of all working groups of the Swiss Society of Palliative
Care (Physicians, Nurses, Spiritual Care, Quality, Educa-
tion, Research, and Financing). This final review included
four topics: (i) relevance, (ii) appropriateness of the con-
tent, (iii) regional specificities, and (iv) problematic as-
pects and free text feedback. Four answers were received
(response rate: 30%), including two with specific com-
ments. Fifth, the comments from the internal review phase
were reviewed and discussed in subsequent online meet-
ings and, whenever possible, integrated into the current
recommendations. All authors validated the final draft. The
2022 revision paper objectives bring several novelties: (a)
a higher scientific level accounting for the latest articles
on palliative sedation, (b) some chapters have been ex-
panded (decision-making process, monitoring of palliative
sedation, and communication with the family), and (c) a
chapter dedicated to specific ethical issues with palliative
sedation such as existential distress or associations with
end-of-life decisions has been added.

Guideline recommendations

Decision-making process for palliative sedation (figure
2)

High-quality clinical research on palliative sedation is lim-
ited [7, 8, 28]. Moreover, research on the decision-making
process and guidelines before administering palliative se-
dation differ substantially across institutions, partly due to
ambiguous and variable terminology [7, 16, 29, 30]. If pal-
liative sedation is considered and judged to be adequate
and feasible by the treating physician and the multi-pro-
fessional team, consultation with a palliative care special-
ist is strongly recommended whenever feasible. The pallia-
tive care specialist can ensure that all available alternatives
for alleviating symptoms and distress have been consid-
ered and that high-quality palliative sedation is adminis-
tered if selected [6]. Most importantly, a shared decision-
making process involving a multidisciplinary team should

be instigated whenever possible before the decision to ini-
tiate palliative sedation. Palliative sedation and potential
alternatives should be thoroughly explained and discussed
with the patient and, depending on their priorities, with
their family or significant others. The following parame-
ters should be evaluated based on the clinical evaluation
(medical history, physical examination, and relevant inves-
tigations) of the patient:

1. whether their suffering is tolerable them [7, 31];

2. whether their suffering is refractory [1, 4];

3. whether psychological, familial, social, or spiritual
factors are adversely affecting their level of distress or
can serve as resources;

4. whether a palliative care specialist should be consulted
to evaluate options for alleviating their suffering [12,
32]; and

5. the time frame in which their death is expected.

Many published guidelines recommend that palliative se-
dation only be used for patients with a limited life ex-
pectancy or “at the end of life”. The described ranges vary
from some hours to a few days [1, 32, 33] before death.
Some guidelines stipulate that a condition for deep and
continuous sedation until death is that death must be ex-
pected within one to two weeks [2, 31].

The authors of this manuscript recommend that palliative
sedation should only be given to patients whose life ex-
pectancy does not exceed four weeks. However, deep and
continuous sedation until death should only be offered to
patients whose life expectancy is estimated as a few hours
to one week at most.

Consent requirements

Outside of urgent and acute clinical situations, the aims,
benefits, and risks of palliative sedation should be dis-
cussed and, whenever possible, anticipated before deci-
sion-making. Permission from a substitute decision-maker
should be obtained if patients lack decision-making capac-
ity and no advance directive exists. The assessment of de-
cision-making capacity should follow available guidance
from, for example, the Swiss Association of Medical Soci-
eties (SAMS) [34]. If the patient has not declared any ad-
vance directives and no substitute decision-maker is avail-
able, a team that includes palliative care specialists must
reach a consensus that palliative sedation is the best clini-
cal and ethical option.

Specific procedures before palliative sedation (table 1)

Discuss and decide with the patient whether to introduce
or suspend hydration or nutrition independent of palliative
sedation.

Based on the required depth and duration of palliative se-
dation, properly define the type required as emergency,
temporary, or continuous until death, based on the clinical
setting (i.e. inpatient or community).

Define the drug(s) and the administration route; only use
medication with a direct sedative effect.

Determine the depth of palliative sedation, depending on
the type required. Deeper sedation should be administered
only when mild sedation is ineffective. The depth of seda-
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tion should be based on the patient’s suffering. Note that
suffering can sometimes be relieved without altering the
patient’s ability to communicate.

Determine whether clinical monitoring is indicated and, if
so, determine its type based on the situation and treatment
goals. For temporary sedation, vital parameters (e.g. respi-
ratory rate, oxygen saturation, heart rate, and blood pres-
sure) should be monitored. When the care goal is to ensure
comfort, deep sedation until death should be used, and only
critical parameters relevant to the patient’s comfort should
be monitored. Minimal monitoring should always include
respiration rate and sedation depth.

Administer a test dose of midazolam to assess its imme-
diate pharmacologic effects and the patient’s perception.
This step may help demystify the negative perceptions of
palliative sedation.

Always continue treatments for other symptoms (e.g. anal-
gesic treatment).

Consider whether a bladder catheter is helpful to the pa-
tient.

Define which nursing activities should be performed dur-
ing palliative sedation.

Plan support for the family and the team.

Document the palliative sedation in the health record, in-
cluding the following issues:

– The medical rationale and criteria for recommending
palliative sedation, including the prognosis.

– The aims of sedation and its planned depth (see below:
Richmond Agitation and Sedation Scale [RASS]) and
duration.

– Consent from the patient or their proxy decision-mak-
er(s).

– The steps to achieve sedation, including the choice of
medications and doses.

Figure 2: The decision-making process for palliative sedation.

Table 1:
Checklist of procedures before palliative sedation.

Theme Decision

√ Determine the duration of palliative sedation Intermittent

Continuous

√ Determine the depth of palliative sedation Mild

Intermediate

Deep

√ Determine the drug to initiate palliative sedation Midazolam

Other

√ Determine the type of monitoring RASS-PAL

Other

√ Determine whether to continue hydration/alimentation. Yes

No

√ Determine which drugs to stop. …

√ Determine which drugs to continue. …

√ Determine whether a bladder catheter would be helpful. Yes

No

√ Determine a support plan. Family

Team

RASS-PAL: Richmond Agitation Sedation Scale-Palliative.
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When there is no time to follow the above guidelines, the
consent process should be followed and documented retro-
spectively whenever possible. If sedation occurs uninten-
tionally, the dose of the drug(s) causing sedation should
be lowered so that the patient can regain consciousness,
or the process (including the multi-professional team deci-
sion) should be followed retrospectively.

Monitoring during palliative sedation

Patient monitoring

We strongly recommend documenting the conduct and
monitoring of palliative sedation using a written/electronic
monitoring protocol [6]. After administration of an initial
bolus of the chosen sedative, the patient should be assessed
continuously at the bedside by a skilled physician or nurse
until the maximum drug effect is achieved according to the
chosen administration route and the drug’s pharmacokinet-
ics (i.e. 60 minutes for SC midazolam and dexmedetomi-
dine). Thereafter, the patient should be monitored at least
once every 20 minutes until their symptoms are relieved
and then at least once daily to ensure adequate sedation
levels.

The indicators for symptom control (i.e. facial expression
and respiratory rate) and sedation depth should be moni-
tored simultaneously. Palliative sedation should be main-
tained at a depth that enables relief from the targeted re-
fractory symptom(s).

The following parameters should be monitored:

– The degree of suffering using validated tools such as the
Critical-Care Pain Observational Tool (CCPOT) [35],
ALGOPLUS scale [36], and Respiratory Distress Ob-
servational scale (RDOS) [37].

– Adverse effects of palliative sedation (i.e. respiratory
depression and paradoxical agitation).

– The level of consciousness or sedation, measured using
the Richmond Agitation Sedation Scale-Palliative
(RASS-PAL) (table 2).

Scales for monitoring patients with a decreased level of
consciousness include the RASS developed for intensive
care patients and recommended by the EAPC [1] and the
RASS-PAL recommended by the authors [38]. Oral care,
eye care, toileting, hygiene, pressure ulcer management,
and other nursing activities should be performed according
to the patient’s wishes and the estimated risks/harms relat-
ing to the care goals determined by the nursing team.

Figures 3 and 4 provide an example of a monitoring docu-
ment for palliative sedation.

Family support

The family should be offered support, encouraged to ask
questions, and allowed an opportunity to grieve. Regular
meetings for mutual exchange and evaluation are essential.
Families should be offered social work, psychosocial pal-
liative care, or spiritual care support as needed.

Team support

The multidisciplinary team should anticipate the potential
for staff distress and burnout [1, 4, 31]. All participating
staff members should understand the rationale for pallia-
tive sedation and the care goals. The rationale for palliative
sedation should be discussed at team meetings or case con-
ferences before, during, and after the event whenever pos-
sible. Discussions should include professional and emo-
tional issues related to palliative sedation decisions and
how local procedures can be improved. A formal team
debriefing can facilitate discussion of the psychological,
social, and emotional impact of palliative sedation cases.
Team support fosters a culture of sensitivity and self-care.
The authors of these recommendations are aware that some
of these resources may not be available in all settings and
regions (i.e. home care).

Communication

Communication with patients and families and the role
of the family

Effective communication and shared decision-making are
essential at the end of life, particularly in the decision-
making process before and during palliative sedation [39].
Family caregivers should be involved according to the pa-
tient’s wishes, preferences, and values. Palliative sedation
should be discussed with family members or other key per-
sons in the patient’s life, focusing on the following ele-
ments: (a) respecting the patient’s choice, (b) preventing
misinterpretation of emotional situations (i.e. palliative se-
dation is not euthanasia), and (c) clarifying that palliative
sedation is for the suffering of the patient and not their
family [39]. The patient’s family and significant others
may become their voice during palliative sedation. The pa-
tient is often in a condition where death could occur at any
moment. Well-tailored communication using clear, man-
ageable, and jargon-free language is vital for maintaining a

Table 2:
Richmond Agitation Sedation Scale.

Score Term Description

+4 Combative Overtly combative, violent, immediate danger to staff (e.g. throwing items): with or without attempting to get out of the bed or chair.

+3 Very agitated Pulls or removes lines (e.g. IV/SC/oxygen tubing) or catheter(s); aggressive, with or without attempting to get out of the bed or chair.

+2 Agitated Frequent non-purposeful movements, with or without attempting to get out of the bed or chair.

+1 Restless Occasional non-purposeful movements, but movements are not aggressive or vigorous.

0 Alert and calm

–1 Drowsy Not fully alert but has sustained awakening (eye opening/contact) to voice for at least 10 seconds.

–2 Light sedation Briefly awakens with eye contact to voice for less than 10 seconds.

–3 Moderate sedation Any movement (eye or body) or eye opening to voice but no eye contact.

–4 Deep sedation No response to voice, but any movement (eye or body) or eye opening to stimulation by light touch.

–5 Not rousable No response to voice or stimulation by light touch.
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trusting relationship between healthcare professionals and
the patient’s family.

Family communication should include several elements.
First, the patient’s and family’s level of knowledge about
the prognosis, wishes regarding the last days of life, and
emotional status should be assessed. Second, the health-

care professional should discuss care goals and priorities,
intolerable distress levels, and treatment options. Third, the
patient and their family should be assured that cultural and
personal wishes will be respected when ethically and legal-
ly feasible. Fourth, the aim, process, and risks of palliative
sedation should be discussed. The distinction between pal-
liative sedation, euthanasia, and assisted dying should be

Figure 3: Example monitoring sheet for palliative sedation (part 1).

Figure 4: Example monitoring sheet for palliative sedation (part 2).
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explained, and nursing care and medical treatment during
sedation should be discussed. Lastly, it should be explained
and strongly emphasised that the main aim of palliative se-
dation is to alleviate patient suffering and not to ease nurs-
ing or family needs (e.g. restlessness may not necessari-
ly be a source of suffering for the patient, while it may be
burdensome for accompanying family members and pro-
fessional carers).

Immediately before initiating palliative sedation, families
should have the opportunity to communicate and even say
goodbye to the patient, if appropriate [39]. The family
should be advised on how they can be involved in the pal-
liative sedation process, how to communicate with the pa-
tient, how care will be provided to ensure the patient’s
comfort, and the normal dying process. The family should
be reassured about the patient’s comfort. If possible, inter-
mittent palliative sedation is preferable to allow communi-
cation on the patient’s level of distress and to consider their
changing wishes.

Pharmacological approaches to palliative sedation

Opioids should not be used for palliative sedation but
should be continued as needed to alleviate pain and breath-
lessness [2].

Midazolam is the first-line drug mentioned in most pub-
lished guidelines [1, 2, 8, 9] as a single sedative for pal-
liative sedation (monotherapy). It is usually administered
via continuous intravenous or subcutaneous infusion. A
systematic review of palliative sedation guidelines showed
that drug dosing varies significantly in practice [10].

The authors recommend midazolam as the first-line drug
for palliative sedation. If indicated, the starting dose forin-
duction should be a 0.5–1 mg intravenous injection, re-
peated every 3–4 min until the target depth of sedation is
achieved. The dose should be reduced if severe renal and/
or hepatic failure occurs or the patient is elderly. The pa-
tient’s tolerance should be determined after the first dose
and adapted if required. Intolerance may be due to paradox
effects such as anxiety or restlessness, but also that the pa-
tient simply does not experience the drug effect as pleas-
ant (i.e. “dull” or “strange” feeling in the head). If an in-
travenous injection is impossible, 1–3 mg subcutaneous
injections should be administered every 10–15 min. The
maintenance dose (mg/h) should be 50% of the total cumu-
lative dose administered during the induction. Initial mida-
zolam doses are usually less than 50 mg/24 hours [7].

Alternative drugs mentioned in the literature include the
following:

Dexmedetomidine: Dexmedetomidine is a selective α2
adrenergic receptor agonist approved for sedation during
mechanical ventilation and perioperative anaesthesia. Case
studies suggest that dexmedetomidine is effective in re-
lieving intractable pain [40] and delirium [41, 42] and can
be safely used in an inpatient palliative care setting [43,
44]. In addition to its analgesic properties, dexmedetomi-
dine relieves agitation. Furthermore, dexmedetomidine de-
livers “arousable sedation”, as it was called by its develop-
ers and early researchers of its clinical properties, meaning
that patients are easily awakened and are usually oriented
and able to communicate their level and source of distress.
Many relatives and healthcare professionals find conscious

sedation helpful because they can communicate with and
monitor the patient. Moreover, dexmedetomidine does not
depress respiration like propofol, opioids, and benzodi-
azepines.

Levomepromazine: Levomepromazine was mentioned as a
second-line drug for palliative sedation in previous Big-
orio recommendations. It is no longer officially available
in Switzerland in the parenteral form. However, it can be
obtained from abroad and is still widely used in pallia-
tive care units, particularly for refractory delirium. In pa-
tients given neuroleptics like levomepromazine, hypoac-
tive delirium or rigour may give the misleading impression
of a “silent” and “comfortable” patient who is, in reality,
unable to communicate their level of suffering. Nonethe-
less, some international guidelines mention levomepro-
mazine and other neuroleptics as second-line drugs for
treating severe agitation. Levomepromazine should be
used cautiously when all other measures fail. However, for
severe psychotic symptoms (i.e. hallucinations), other clas-
sic neuroleptics, such as haloperidol, should be used in ad-
dition to sedatives to treat the psychiatric symptoms.

Propofol: Limited reports (case series or reports) are avail-
able on using propofol for palliative sedation [45, 46].
They indicate that intravenous propofol is safe and effec-
tive if used in an acute palliative care unit by experienced
physicians. We do not recommend propofol for sedation at
home or in a nursing home.

Controversial aspects of palliative sedation

Palliative sedation is a complex issue and often leads to
difficult clinical and ethical questions. This section aims
to explore two controversial indications for palliative se-
dation: non-physical distress, such as existential suffering,
and the wish to hasten death. The general reflections pre-
sented below do not replace the clinical and ethical deci-
sions made by the responsible physicians and teams for in-
dividual patients.

Non-physical distress

Palliative sedation is often used to treat physical symp-
toms. However, in rare situations, patients continue to suf-
fer even when all their physical symptoms are relieved by
therapies other than sedation. Non-physical distress may
be due to psychological, existential, social, spiritual, or re-
ligious distress or all of them [47]. However, in certain
situations of intolerable suffering at the end of life, the
patient’s physical and non-physical components can be ex-
tremely difficult to distinguish. The forms of distress are
not clearly defined in the literature [48–50], and no consen-
sus on assessing their intensity and refractoriness has been
reached [4]. Non-physical distress is a patient’s subjective
perception [51].

If severe existential suffering prevails, patients and their
caregivers should seek the advice of specialists, such as
psychiatrists, psychologists, social workers, spiritual
health practitioners, or chaplains, especially if there are
signs of demoralisation, social isolation, or withdrawal
from communication. If conflicting values are evident,
consultation with an ethicist or an ethics committee can
be helpful [13, 52]. The integration of specialist palliative
care is also strongly recommended. If non-physical distress
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is intolerable for the patient and refractory to treatment,
palliative sedation may be considered. However, palliative
sedation should only be initiated after thorough specialist
palliative care interventions. Some guidelines state that ex-
istential suffering is not an indication for palliative seda-
tion [53].

No consensus has been reached in the literature regarding
the appropriate type of sedation for non-physical distress.
However, several experts recommend intermittent rather
than continuous sedation until death [1]. Temporary se-
dation is generally limited to 1–2 days, but some authors
state that overnight sedation can be an important first step
[51, 54]. Temporary sedation can be terminated to care for
the patient and evaluate their distress. The EAPC states
that continuous deep sedation until death should only be
considered after repeated trials of respite sedation [1]. In
conclusion, palliative sedation for solely non-physical dis-
tress must remain a possible but exceptional last resort that
should not be initiated without the cooperation of a special-
ist palliative care team.

The wish to hasten death

Palliative sedation is an important and necessary option to
relieve the intolerable and refractory distress of a patient
but should never be initiated to hasten death [1, 13, 52].
However, death may occur naturally during palliative se-
dation. The impact of palliative sedation on the length of
survival has not been established due to the lack of ran-
domised double-blinded studies for ethical reasons. While
this issue has been addressed in several articles [55-57], the
data analysis is often methodologically biased.

All international and national guidelines state that the in-
tention and action of palliative sedation differ from med-
ically assisted dying (euthanasia and assisted suicide) [1,
4, 13, 52]. Consequently, the use of palliative sedation to
hasten death is an unacceptable deviation from normative
ethical and legal clinical practices. In all cases, palliative
sedation should only be offered in response to a patient’s
distress, but not to comply with the patient’s or their fami-
ly’s wish to hasten death. All available guidelines state that
palliative sedation should never be used to hasten death.

Discussion

Palliative sedation is a complex and controversial practice
with many questions that are still being debated. In addi-
tion to the guidance provided above, the authors have not-
ed several questions and controversial issues, as follows:

Occasionally, patients are unintentionally sedated during
efforts to control acute symptoms. Examples of acute
symptoms include a panic attack or acute pain resulting
from muscle spasms. The authors do not consider these sit-
uations palliative sedation because reduced consciousness
is not the primary intention. However, if sedation persists,
retrospective follow-up and documentation of all aspects
of the normal decision-making process before initiating
palliative sedation, as described above, may be appropri-
ate.

Delirium, a frequent and complex end-of-life symptom, is
challenging to manage, and the best treatment for refracto-
ry delirium is unclear. In the last days of life, progressive
organ failure often impacts cognition, vigilance, and emo-

tions and precipitates delirium [58]. Up to 90% of patients
become delirious at the end of life. However, these num-
bers may be overestimated due to the lack of tools to iden-
tify delirium at the end of life. The normal dying process
may trigger false positives using the available delirium
screening tools for hypoactive delirium [39, 59]. Accord-
ing to the literature, hyperactive delirium is the main in-
dication for palliative sedation [7]. Agitation secondary to
fear or distress from other symptoms should be exclud-
ed before initiating palliative sedation. Delirium, which is
often associated with hallucinations, may also be drug-in-
duced by opioids, benzodiazepines, and drugs with anti-
cholinergic properties. Since benzodiazepines can exacer-
bate delirium and induce disorientation, palliative sedation
with only midazolam can cause a vicious downward spiral
of more confusion–more midazolam–more agitation–more
midazolam, resulting in profound but unnecessary seda-
tion. Notably, delirium cannot be successfully treated phar-
macologically, but some especially pronounced symptoms
of delirium demand medication (i.e. hallucinations: neu-
roleptics; fear and agitation: benzodiazepines) [60].

Palliative sedation guidelines were developed in the con-
text of specialised palliative care. However, in Switzer-
land, only 8% of continuous deep sedation until death oc-
curs in palliative care units and hospices [24]. Therefore,
most palliative sedation occurs outside specialised pallia-
tive care units. Consequently, recommending that pallia-
tive sedation be practised only in specialised settings is un-
realistic, even if such an environment is probably the best.
While any physician can perform palliative sedation, the
authors strongly recommend consulting a specialised pal-
liative care team or even integrating a specialised palliative
care team into the decision-making process and monitor-
ing the progress of palliative sedation. Performing pallia-
tive sedation can be stressful for physicians/nurses and
cause uncertainty about ethical and legal limits [61]. Train-
ing and interdisciplinary and multi-professional evaluation
with colleagues to deal with prognostic uncertainties, re-
fractory symptoms, palliative sedation guidelines, ethical
considerations, and pharmacology are essential. Since pal-
liative care specialists are trained in all aspects of pallia-
tive sedation, they can add significant value to this delicate
process and should at least be available for non-palliative-
care specialists.

Conducting palliative sedation successfully and safely at
home is difficult but possible if the patient’s wish is clear
and family support is available. In this situation, the au-
thors recommend that a specialist palliative care team be
available 24/7 for the first-line caregivers. A clearly de-
fined, 24-hour accessible alternative destination (hospital
or palliative care unit) is another mandatory requirement
for successful palliative sedation at home.

Limitations

Like many palliative sedation guidelines, this revision pa-
per has a low level of evidence. The authors have, when-
ever possible, based their recommendations on scientific
references, but their practice and clinical experience have
strongly influenced the paper’s content. A structured Del-
phi process would have been helpful, but the project’s re-
sources did not allow this. Therefore, the representative-
ness of all Swiss palliative care institutions is not optimal.
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Data collection from all practices of palliative sedation in
Swiss palliative care institutions would have improved the
validity of our revision paper.

Conclusions

Palliative sedation is clinically, communicatively, ethical-
ly, legally, and emotionally complex. It must be conducted
with clinical and ethical accuracy and competency to avoid
harm and ethically questionable practices. It must never
be used as a means to hasten death, and its use for non-
physical, existential suffering should remain a last resort.
Specialist palliative care teams should be consulted before
initiating palliative sedation to avoid overlooking other po-
tential treatment options for the patient’s symptoms and
suffering.

We hope that the Bigorio recommendations presented in
this revision paper will provide helpful guidance for the
decision-making process and use of palliative sedation.
However, we are aware of the ethical and clinical com-
plexity of palliative sedation, even within the palliative
care specialist community in Switzerland. Beyond this vi-
tal step toward harmonisation of palliative sedation prac-
tices in Switzerland, continued dialogue and exchange
among experts and stakeholders are needed to align opin-
ions and attitudes regarding palliative sedation.
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