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FIG. 3. Initiation of sedation.

families before sedation about medical inter- regular blood samplings. The care team should
ventions inconsistent with the treatment aim obtain consent from patients and families not to
 (palliation of suffering), such as use of vaso- perform cardiovascular pulmonary resuscita-
pressors, close monitoring of vital signs, and tion.
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Adjustments of medications used before sedation.
Medications for symptom palliation used before
sedation should be continued, unless they are in-
effective. Medications inconsistent with the treat-
ment aim could be withdrawn (e.g., depressors).

From the view of emphasizing symptom palli-
ation, opioids should be continued unless over-
dose signs (c.g., respiratory suppression, my-

MORITA ET Al

oclonus) arc observed. If symptoms are well pal-
liated and overdose signs are observed, opioid
doses should be reduced.

Considerations for concerns of patients and fami-
lies. The care team should evaluate what patients
and families want to do before sedation (e.g., see-
ing and talking to someone important),

Tasre 3. Sepatives Used IN PALLIATIVE SEDATION THERAPY

Initial dose Duse Route Advantages Disadvantages

Midazolam Continuous 5-120 iv. Soluble to water Tolerance,

8.C. Of 1.v. mg/d- s.c.2 and can be withdrawal

infusion at (usual mixed with symptoms,

0.2-1 mg/hr dose, other paradoxical

Additional 2040 medications; reaction,

administration mg/d) anticonvulsant lowering of

at 1.25-2.5 mg effect; quick the root of
onset of action; tongue,
presence of respiratory
antagonists, suppression
dose-dependent

, sedative effect.

Flunitrazepam Slow i.v. infusion iv. Lowering of the
at 0.5-2 mg : root of tongue,
over 0.5~1 hr. respiratory

SUppression

Chlorpromazine Slow iv. infusion iva Alleviation of Extrapyramidal
at 5-12.5 mg im. delirious symptoms,
over 0.5-1 hr, symptoms decreases in the
or Lm. injection blood pressure,
at 5-12.5 mg anticholinergic

effect,
carditoxicity,
injection pain
(im)

Levomepromazine Continuous s.c. 12.5-50 s.c.t Anticholinergic
infusion at . mg/d im. effect, skin
5-12.5 mg/d, irritation,
or Lm. injection decrease in the
at 5-12.5 mg blood pressure,

extrapyramidal
symptoms,
injection pain
(im.)

Phenobarbiturate Continuous s.c. 5.C. Anticonvulsant Accumulation,
infusion at rectal effect .medication
100~800 mg/d, interactions,
and dose cannot be mixed
reduction after with other
adequate medications,
sedation skin irritation,
achieved. hepatotoxicity
Additional
administration
at 50-200 mg

*Unlicensed usage.

s.c., subcutaneous; i.v., intravenous; im., intramuscular.
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Initiation of sedation -

1. Selection of sedative medications (Table 3)

The first choice for continuous-deep sedation
is midazolam. If midazolam is ineffective, fluni-
trazepam, chlorpromazine, levomepromazine, or
barbiturates are available.

Opioids are not recommended as primary
medications to induce continuous-deep sedation,
because of the weak consciousness reduction ef-
fects and the possibility of neurohypersensitivity
* as a result of accumulation. Opioids can be used
concomitantly for patients with pain and dyspnea
due to their expected efficacy for underlying
symptoms. :

Haloperidol is not recommended as a primary
medication for induction of continuous-deep se-
dation because of the weak consciousness reduc-
tion effects. Haloperidol can be used concomi-
tantly for delirious patients because of its
expected efficacy for-delirium.

2. Beginning sedation

In principle, medications for sedation should
be started at small doses, and increased gradu-
ally until symptoms are palliated. Additional
doses can be administered when necessary. If the
suffering is intense, a dose sufficient for symp-
tom palliation can be administered initially with
careful monitoring and adjustments, and the dose
reduced after suffering has been palliated.

Part 4 Care after initiation of sedation (Figure 4)

Assessment of sedated patients

. The severity of suffering, level of conscious-
ness, undesirable effects related to sedation,
and potential treatment options for symptom
palliation other than sedation should be eval-
uated regularly.

. The doses of the medications should be grad-
ually increased or reduced to a level at which
suffering is palliated with minimum suppres-
sion of the consciousness levels and undesir-
able effects.

. Assessments should be performed on:

Severity of suffering: assessed by verbal com-
plaints, facial expressions, and body move-
ments.

727

¢ Level of consciousness: assessed by responses

to verbal and physical stimulations in ordinal

nursing care. Diagnostic pain stimulation is
unnecessary for the assessment of the con-
sciousness level, ‘

Undesirable effects: psychiatric symptoms

(e.g., delirium), respiratory suppression (e.g.,

sudden changes in the respiratory rate and/or

_ respiratory pattern), lowering of the root of
tongue, aspiration, and circulatory suppres-
sion.

Potential treatment options for-symptom pal-
liation other than sedation, underlying etiolo-
gies, and family wishes.

. The frequency of assessment should be at least
once every 20 minutes while adequate seda-
tion has not been achieved, and at least 3 times
per day while adequate sedation has been
achieved.

Nursing care for patients. The care team should
provide sincere nursing care with respect for the
dignity of the patient, similar to before sedation,
including talking to patients and adjustment of
the environment. Oral care, eye care, toilet, hy-
giene, and pressure wound care should be per-
formed on the basis of the patient’s wishes and
the estimated risks/harms in terms of treatment
goal (palliation of suffering).

Care for the family. The care team should listen
to families” concerns, and support families to re-
lieve their grief and physical/psychological bur-
dens. Especially, the care team should jointly con-
sider what the family can do for the patient (e.g.,
being with, talking to, and touching the patient,
patient’s favorite music).

The care team should provide information nec-
essary at various points in the course (e.g., pa-
tient’s condition, degree of suffering, and antici-
pated changes). Particularly, the care team should
assure that other methods have been sufficiently
attempted and carefully addressed but were in-
effective, that sedation is unlikely to shorten the
patient’s life, and that sedation can be discontin-
ued or lightened if needed.

Care for the medical professionals. The care team
should take care emotional burden of all medical
care professionals involved, and share informa-
tion and hold multidisciplinary conferences if
necessary. ' :
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FIG. 4. Care after initiation of sedation.,

COMMENTS

oped through formal consensus building meth-
ods. While the essential parts are consistent with

This is, to our best knoWledge, the first clinical existing guidelines proposed by a single author
guideline for palliative sedation therapy devel- or using informal consensus methodology,’¢
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this guideline describes more comprehensive rec-
ommendations about daily clinical practices. The
limitations of this guideline include the possibil-
ity of cultural and legal differences among na-
tions influencing the generalizability to other
groups. The clinical efﬁcacy should be tested in
future.
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main barriers to improving end-of-life care perceived by the nursing
staff were the treatment-oriented attitude of the doctors and their
limited communication skills.

= The main barriers perceived by doctors were the lack of alternatives
to their medical approach and legal concerns.

* The findings suggest that improving doctor/nurse communication
would facilitate the development of a paliiative care programme at
this hospital.
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— None of the patients signed consent orders to forgo
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the patients had made a living will or advance
directive.
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Nursing and medical staff attitudes toward end-of-life care at a
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of a larger intervention study to develop a palliative care programme.

The intervention consisted of focus groups, education with pre- and
post-testing, and attitude/belief surveys.

All the medical staff (n = 8) and 99% (n = 97) of the nursing staff
participated. Nursing staff overwhelmingly agreed that a palliative care
programme would improve end-of-life care (94.6%) and that nurses
should be more involved in discussing freatment options with families
(85.7%).
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« Ethics is about how we ought to live.

« What makes an action the right, rather
than the wrong?

= What should our goals be?
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Making decision in advance (ideally)
— Probable clinical outcome (overall benefits%
Lo ey’
=X
~ The patient's known or ascertainable wishes

— The patient's human rights, including the right
to life and the right to be free from degrading
treatment
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