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Historical Perspective

0 cept of “terminal sedation” was first
ced in the palliative care literature by
d scrlbe the practice of dru -in
ptoms that are diffic

Case

empted Treatments: 5
High doses of multiple opioids (oxycodone, hydromorphone,
N ) pushed to 900 mg/day of morphine equivalent daily d

idural nerve blocks
aneous administration (pain still remams >
ous ketamme (300 mg/day)

AAHPM Position Statement:
Perspective

alliative sedation is a medical procedure

Palliative Sedation Definition
American Academy of Hospice and
Palliative Medicine
(AAHPM)

tional lowering of aw
including,

Administration

e administration of nonopioid drugs '
te a terminally ill patient to .
cio usness as an mterventlo N 0



Respite Sedation

SPITE: A pause; a period of temporary delay
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.. : Recent Experience with PS
Palliative Sedation Survey HPM Clinicians

HPM Clinicians
hen is the last time you prescribed PS?
What is your primary work environment? Within the last week 7.3 (57)
Hospice 39.5 (336) Within the last month 17.8 (140)
Long-term care facility 1.9 (16) Within the last six monthfs 25.1 (197)
Inpatient community hospital ~ 21.2 (180) Within the last year 15.9 (125)
Academic care center 32.9 (280) Within the last five years 19.1 (150)
Palliative care 4.6 (38) Never 14.9 (117)
outpatient clinic

Frequency of Use with PS
HPM Clinicians

le of Ethics Advisory Committ
HPM Clinicians

[How many times within the last 12 months do you recall implementing

Pagiath’e sedation? (n = 334), n (%) How often do you consult an ethics advisory committee

93 (28%) before instituting palliative sedation? (n = 326), n (%)

1-5 199 (60%) Never 157 (48%)
5-10 20 (6%) Sometimes 107 (33%)
10-20 15 (4%) Frequently 27 (8%)
>20 7 (2%) Always 35 (11%)




What Are Examples of Palliative
Sedation?
HPM Clinicians
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Preferred Agent for PS
HPM Clinicians

Benzodiazepines 03.1 (476)
Barbiturates 18.9 (143)
Opioids 9.4 (71)
Propofol #.9 (37)
Antipsychotics 2.7 (20)
Dexmedetomidine 1.1 (8)

When Should PS Be Utilized?
HPM Clinicians

<2 WEEKS. <2 MONTHS «6MONTHS  NO PROGNOSTIC PS SHOULD NOT
umim BE UTILIZED
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Unpacking Existential Distress

Loss of personal meaning
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NCERTAINTY BEGS POLICY



Key Elements of Palliative Sedation
Protocols and Guidelines
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Key Elements of Palliative Sedation
Protocols and Guidelines
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Key Elements of Palliative Sedation
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Family Perception
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Potential Complications
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Separation of PS from other
End-of-Life Decisions
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