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Palliative Sedation (SP)

[t 1s a therapeutic procedure aimed at controlling suffering
caused by refractory symptoms, whicharise in the advanced or
terminal phase of disease or the discontinuation of life-
sustaining treatments

SIAARTIGuidelines May 2023

Refractory Symptom

An intolerable symptom despite the most adequate means for
its control having been put in place

SIAARTI Guidelines May 2023
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Contmous Sedaugp

Suspension of counsciousness until the patient'sideath.
There are different levels of sedation -

. Mild: also colled conscious sedation A b
- Moderate: the patient can be awakened - '
- Deep: or coma, patient cannot be awakened ‘
__#.-"*""
IAARTI Guidelines May 2023
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a SP doesnot shorten survival and issnet Euthanasia
None of the following actions should be considered euthanasia:

- Abstention from futile treatments

- Suspension of futiledreatments

- Administration of sedative drugs for refractory symptoms or to
relieve unbearable suffering in the last days of life

Euthanasia and physician-assisted suicide: a view from an EAPC
Task Force. Palliative Medicine 2003



The survival of terminaly sedated patients does non differ
from that "ol not-sedated: patients:=in.a-2003=study- later
confirmed by other studies, the patients who were sedated
for a period longer than a week before death survived
longer than those who were not sedated.

e use of opioids and sedatives at the end of life.

Oncology 20038
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Withholding or withdrawing of life sustaining treatments

may involve: - endotracheal Intubation and Invasive
mechanical ventilation -, renal replacement therapy -—
vasopressor therapy: - nufrition — blood products -

antibiotics — Cardiopulmonary resuscitation.

A recent cluster randomized trial demonstrated that early
multidisciplinary discussion with palliative team may help
defining more appropiate trajectories of care after ICU
admission.
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~Sycological-existential distress

Bleeding
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Phenothiazine Neuroleptics (Antidopaminergic -
ticholinergic - antiserotoninergic.and adrenolitic
action): Promazine and Clorpromazine in addition to

¢ BDZ for the control of delirium/psycomotor agitation

. Butyrophenone Neuroleptics (Antidopaminergic action): e

w» Haloperidol for subcutaneous route and Droperidol for -
- intravenous route in addition to BDZ fér the control of
delirium/psychomotor agitation

Pr(()jpofolz HyFnotic for intravenouse routé- rapid effect
nd short action ;

Dexmedetomidine: intravenous route, not as a bolus due
to risk of bradicardia, arythmias and hypotension

O dp_ipids: Morphine and Fentanyl are the first
ition to other sedative drugs if the patient is

. undergoing a course with oppioids
4 .



Routes of administration

Intravenous: the most usual route
IN Inpatient departements

Subcutaneous: the most usual
route in‘hospicesand in setting
home




Death Rattle 31

' Is the sigxfﬁof the beginﬂing of the agony: phase due to movement of air
through Secrctions in the oropharynx and bronehus. It 'is usually caused
from the failure of the cough and swallowing reflex in the terminal
phases of life. |

Treatment;

Scopolamine: short half-life — contous infusion or transdermal route

Hyscina Bromide (Buscopan): 60 - 120 mg /day — xerostomia , urinary
retention, tachycardia, slowed peristalsis

Treatment should be started as early as-possible
: the patient must be-correctly positionated to facilitate drainage.
: should be reduced. |
It is often not felt by the patient, therefore suction is not necessary.

Is very stressful for telatives, therefore adequate ‘family counseling i
needed.
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emergency day hospltal to the oncological unit, for worsening condi

" w ikness, confusion, limb oedema, and low pla ielet count. .

Previous carcinomatosis and ascites were confirmed by a CT. Supportive t
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e discussed the short-term prognosis and the possible need to start SP due to
he evident state of general suffering. -
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