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Executive Summary 
Many patients nearing the end of life reach a point at which the goals of care change 

from an emphasis on prolonging life and optimizing function to maximizing the quality of 
remaining life, and palliative care becomes a priority. However, for some patients even high 
quality aggressive palliative care fails to provide relief. For patients suffering from severe 
pain, dyspnea, vomiting, or other intrusive symptoms that prove refractory to treatment, 
there is a consensus that palliative sedation is an appropriate intervention of last resort.   

In this report, VHA’s National Ethics Committee (NEC) examines what is meant by palliative 
sedation, explores ethical concerns about the practice, and reviews the emerging professional 
consensus regarding the use of palliative sedation for managing severe, refractory symptoms at the 
end of life. The report recommends that VA adopt policy that: 

 
(1) Permits the administration of palliative sedation (by definition, as a last resort) only:  

(a)  when severe pain or other clinical symptoms (e.g., dyspnea, nausea and vomiting, 
agitated delirium) is/are not ameliorated by aggressive symptom-specific interventions 
that are tolerable to the patient; 

(b)  for patients who have entered the final stages of the dying process and who have a DNR 
order;  

(c)  with the signed informed consent of the patient, or surrogate if the patient lacks 
decision-making capacity, as required by VA policy for treatments or procedures 
involving general anesthesia. 

 
(2) Establishes safeguards to protect patients’ interests and assure consistent, high quality care 

by: 
(a) providing for consultation with experts in palliative medicine, psychiatry or clinical 

psychology, and spiritual care as appropriate in the decision-making process; 
(b) clarifying with the patient and/or surrogate the plan of care regarding concurrent life-

sustaining treatment, regular assessment of the patient’s clinical status and ongoing 
eligibility for palliative sedation, and the practitioner’s obligation to discontinue deep 
sedation in the event the patient’s status improves; 

(c) assuring the participation of a health care professional with appropriate expertise in 
palliative care and the administration of palliative sedation; 

(d) assuring that the patient continues to receive appropriate care and hygiene; 
(e) monitoring sedation to assure adequate and continuous unconsciousness while avoiding 

inappropriate or unnecessary untoward drug effects; 
(f) documenting the rationale for palliative sedation and the informed consent conversation 

appropriately in the patient’s health record; and 
(g) establishing clear procedures for resolving disagreements about treatment plans or 

specific treatment decisions, including ethics consultation when appropriate. 
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Introduction 
For most patients nearing the end of life, there comes a point at which the goals of care evolve 

from an emphasis on prolonging life and optimizing function to maximizing the quality of remaining 
life, and palliative care becomes the priority. Providing adequate relief of symptoms for dying 
patients is one of the hallmarks of good palliative care.1 Yet for some patients, even aggressive, high 
quality palliative care fails to provide relief. For patients who suffer severe pain, dyspnea, vomiting, 
or other symptoms that prove refractory to treatment, there is consensus that deep sedation—so 
called “palliative sedation”—is an appropriate intervention of last resort.2-5 The National Hospice 
and Palliative Care Organization6 and the American Academy of Hospice and Palliative Medicine7 
support the use of sedation to treat otherwise unrelievable suffering at the end of life, and the 
practice has been endorsed by the End-of-Life Care Consensus Panel of the American College of 
Physicians–American Society of Internal Medicine,8 and the American Medical Association.9 

This report by VHA’s National Ethics Committee (NEC) examines what is meant by palliative 
sedation, explores ethical concerns about the practice, reviews the emerging professional consensus 
regarding the use of palliative sedation for managing severe, refractory symptoms at the end of life, 
and offers recommendations for ethical practice within VHA.  
 
WHAT DO WE MEAN BY “PALLIATIVE SEDATION”? 

 The literature describes several uses of sedation as a palliative intervention at the end of life, 
variously referred to as “palliative” or “terminal” sedation.1 3,8,10–13 Broadly, the practice involves 
“sedating a patient to the point of unconsciousness to relieve one or more symptoms that are 
intractable and unrelieved despite aggressive symptom-specific treatments, and maintaining that 
condition until the patient dies.”14 The intent, thus, is to provide symptom relief for a dying patient 
when all other efforts have failed. 

Palliative sedation is distinct from sedation that normally accompanies therapeutic 
interventions, such as intubation or treatment of severe burns, when recovery is expected or more 
likely to occur.15–17 Intentionally sedating the patient as a palliative intervention is also distinct from 
the unintended and variable sedative effects of medications administered for pain relief. 18,19 Some 
scholars and practitioners further distinguish palliative sedation from “respite sedation” for 
terminally ill patients; that is, from time-limited therapy (e.g., 24–48 hours) offered in the hope that 
temporary sedation will break a cycle of pain, anxiety, and distress. 17 

For purposes of this analysis, the National Ethics Committee defines palliative sedation as: 
The administration of nonopioid drugs to sedate a terminally ill patient to unconsciousness as 
an intervention of last resort to treat severe, refractory pain or other clinical symptoms that 
have not been relieved by aggressive, symptom-specific palliation. 
 
There is broad professional agreement that palliative sedation is a clinically and ethically 

appropriate response when patients who are near death suffer severe, unremitting 
symptoms.7,8,10,11,19–22 The following algorithm has been proposed to help clinicians determine when a 
symptom is truly refractory: (1) Are further interventions capable of providing further relief? (2) Is 
the anticipated acute or chronic morbidity of the intervention tolerable to the patient? (3) Are the 
interventions likely to provide relief within a tolerable time frame?15,23 If the answer to any of these 
three questions is “no,” then these are refractory symptoms for which palliative sedation may be 
considered. 

Palliative sedation is provided for a wide range of symptoms. One recent review of published 
studies, for example, found that the primary indications for this intervention included pain, nausea 
 
1 Other terms include “total sedation”6,59 and “sedation of the imminently dying.”37  
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and vomiting, shortness of breath, and agitated delirium.13,20,24–26 Other indications for which 
palliative sedation has been reported include urinary retention due to clot formation,24 
gastrointestinal pain and uncontrolled bleeding,13 and myoclonus.27 Many also support palliative 
sedation to relieve severe psychological distress in a dying patient,15,20,28 with the important caveat 
that potentially treatable mental health conditions first be ruled out.29 
 
ETHICAL CONCERNS ABOUT PALLIATIVE SEDATION 
 

Ethical debate about palliative sedation has been framed largely in terms of five key questions: 
(1) Is palliative sedation ethically different from physician-assisted suicide and euthanasia? (2) Is 
palliative sedation ever ethically appropriate for patients who are not imminently dying? (3) Should 
willingness to forgo life-sustaining treatment be a condition for administering/receiving palliative 
sedation? (4) Is palliative sedation an ethically appropriate response to “existential” suffering? And 
(5) May palliative sedation be provided to patients who lack decision-making capacity? 

1.  Is Palliative Sedation Different from Physician-Assisted Suicide and Euthanasia? Palliative 
sedation has been widely discussed in the context of debates about physician-assisted suicide and 
euthanasia.11,30, 31 Indeed, palliative sedation has been proposed as an ethically acceptable alternative 
to physician aid in dying.10,11 Yet despite considerable attention to these questions over the past 
decade, many clinicians remain uncertain or confused about the ethical differences among these 
practices.27  

Although debate continues in some quarters, the dominant view in the professional medical 
and bioethics communities holds that palliative sedation is ethically different from physician-assisted 
suicide or euthanasia. These analyses focus on intention and proportionality.8,10,11,31,32 With respect to 
intention, in both physician-assisted suicide and euthanasia the primary intention is to cause the 
patient’s death; the patient’s suffering ends as a result. In contrast, in palliative sedation the primary 
intention is to relieve the patient’s suffering; death occurs as a result of the underlying disease 
process. (Note that because death occurs as a result of the disease process, palliative sedation shares 
a critical feature with established ethically accepted practice of forgoing life-sustaining treatment.) 
Medication is used only in sufficient doses to achieve unconsciousness (not a lethal dose).10 The 
limited evidence currently available suggests that deep sedation is unlikely to hasten death.19.20.33,34 In 
response to concerns that it is difficult to assess practitioners’ intentions objectively,35 it has been 
argued that those intentions can be evaluated indirectly in a general way—e.g., by observing 
practitioners’ choice and usage of sedating medications.4 

Proportionality is a second ethically significant factor in distinguishing palliative sedation from 
physician-assisted suicide and euthanasia. In medicine, the principle of proportionality requires that 
“the risk of causing harm must bear a direct relationship to the danger and immediacy of the 
patient’s clinical situation and the expected benefit of the intervention.”11  Practitioners are permitted 
to perform, and patients to undergo, treatments and procedures that carry grave risks when there are 
commensurate benefits to be gained. Think of the example of surgery for a patient who is seriously 
injured in a car accident: Administering general anesthesia carries a foreseeable risk of death. Yet the 
good intended—for example, saving the patient’s leg or minimizing brain damage—is usually held to 
be significant enough to justify taking a substantial risk to obtain it. In palliative sedation, although 
the means—deep, continuous sedation for a dying patient—are grave, they are proportional to the 
goal to be achieved, relieving severe, unremitting suffering when all other interventions acceptable to 
the patient have failed.8,11,15,36,37 
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The distinction between palliative sedation and either physician-assisted suicide or euthanasia 
recognized in the emerging medical and ethical consensus is also supported in case law. In its 1997 
decisions in Vacco v. Quill and Washington v. Glucksberg,38 two cases that dealt with physician-assisted 
suicide, the U.S. Supreme Court seemed to distinguish palliative sedation from assisted suicide as 
legally acceptable practice.21,39 The Court did not explicitly address palliative sedation as such, but did 
indicate strong support for aggressive symptom relief for dying patients, even to the point of 
rendering the patient unconscious. 

The Committee concludes that there is a meaningful difference between palliative sedation and physician-assisted 
suicide or euthanasia. 

2.  Is Palliative Sedation Ever Ethically Appropriate for Patients Who Are Not Imminently 
Dying? The professional community is also divided about whether palliative sedation is ethically 
appropriate for a patient who experiences intolerable, irremediable suffering but who is not 
imminently dying. If palliative sedation is an ethically appropriate response to severe, intractable 
suffering, the argument goes, why should it be available only to patients who are on the verge of 
death? To withhold palliative sedation from patients whose symptoms are severe and refractory to 
aggressive care solely because they are not expected to die very soon, or because their condition 
makes it extremely difficult to predict likely time to death with any confidence, imposes an arbitrary 
constraint and condemns these individuals to endure unrelieved suffering for a potentially long 
period of time.6,8,30  

We recognize the ethical salience of this position. However, in our judgment, more compelling 
concerns are raised by the prospect of permitting palliative sedation for a patient who is expected to 
survive for months or years. Sedating a patient to unconsciousness carries significant risks, and 
palliative sedation is understood to be literally an intervention of last resort at the end of life.  

Allowing palliative sedation when the patient can reasonably be expected to live for months 
(or longer) risks eroding the distinction between palliative sedation and physician-assisted suicide or 
euthanasia. Sedating such a patient in order to relieve suffering while respecting his or her right to 
forgo artificially administered nutrition and hydration or other indicated life-sustaining treatment will 
directly and predictably shorten the patient’s life, a result clearly contrary to the goal of palliative 
sedation.40 

Providing palliative sedation to patients who are not imminently dying also raises slippery 
slope concerns. Palliative sedation is generally considered appropriate only for patients who are 
terminally ill—if not at the threshold of imminent death, at what other point in the trajectory of 
terminal illness can we draw a sufficiently bright line to distinguish when palliative sedation is and 
when it is not ethically permissible? Moreover, accepting “terminally ill” alone as a sufficient 
criterion for palliative sedation instead of the more restrictive “imminently dying” may increase the 
risk that the practice would some day be extended to individuals who are not terminally ill.41 

Furthermore, intentionally sedating a patient and maintaining continuous deep sedation while 
providing life-sustaining treatment for an indefinite, but possibly prolonged span poses its own 
challenges. Such scenarios are likely to be emotionally distressing for the patient’s intimates—and 
indeed, for staff.42  

A further concern, originally raised in reference to physician-assisted suicide,43 may also be 
cogent with respect to palliative sedation for patients who are not imminently dying. Viz., that deep 
sedation will come to be seen as an alternative to providing appropriate palliative care. High quality 
palliative care is an essential condition for ethical practice of palliative sedation. 

We recognize that it is not possible to predict with certainty how long a patient will live. 
Patients with terminal cancer follow a relatively predictable course to death,44 but even for these 
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patients physicians’ predictions about the timing of death are not very accurate.45,46 For patients with 
other types of life-limiting illness—e.g. end-stage lung or heart disease—prognostication is even 
more challenging.44 Ultimately, the determination that a patient has entered the final phase of dying 
rests not on precise predictions of survival, but on well-considered, informed professional judgment, 
which argues for the involvement of practitioners with appropriate expertise, including palliative 
care specialists, in decision making about palliative sedation. 

The Committee concludes that it is ethically appropriate to restrict palliative sedation to patients who are 
imminently dying. 

3. Should Willingness to Forgo Life-Sustaining Treatment Be a Condition for 
Administering/Receiving Palliative Sedation?  Professional consensus regarding best practice 
for palliative sedation clearly establishes that patients who do not have a do-not-resuscitate (DNR) 
order should not be considered appropriate candidates for palliative sedation.12,15,16,20,22,23,47–49 The 
Committee believes this is an appropriate standard consistent with the overall goals of palliative 
sedation. However, debate continues within the medical community about whether it is ethically 
appropriate to provide other life-sustaining interventions, such as ventilator support, dialysis, or 
artificially administered nutrition and hydration to patients who receive palliative sedation.30,31,40,49 

For the majority of patients who are appropriate candidates for palliative sedation, the 
question of life-sustaining treatment is not likely to arise. These are patients near death, for whom 
the overriding goal of care is no longer to optimize function or prolong survival but to provide 
comfort and symptom relief. Most such patients will already have stopped eating and drinking. 19,33 
As a practical matter, most patients who are candidates for palliative sedation will have already 
decided to forgo all life-sustaining interventions. When this is not the case, the decision to forgo life-
sustaining treatment should be clearly distinguished from and made independently of the decision to 
provide palliative sedation.50 

However, some dying patients who are appropriate candidates for palliative sedation will want 
both palliative sedation and life-sustaining treatment. For these patients, the goal of care is twofold: to 
relieve suffering and to prolong life. Many cultural and religious traditions place high moral value on 
prolonging life and practitioners have a prima facie obligation to respect these views, an obligation 
that also resonates with core values of medicine as a profession.  

Consensus in the professional community is that candidates for palliative sedation should have 
a DNR order. However, we find no compelling argument to limit other concurrent life-sustaining 
interventions (such as artificially administered nutrition and hydration or ventilator support) for 
patients who receive palliative sedation, so long as those interventions are clinically indicated. To 
require that a patient consent to forgo all life-sustaining treatments as a condition for receiving the 
only intervention that will relieve the patient’s intolerable suffering—i.e., palliative sedation—seems 
to us ethically and professionally insupportable. 

We recognize that views are divided on the question. Most members of the Committee would 
argue that first and foremost, continuing to provide life-sustaining treatment to a patient who 
receives palliative sedation and who wants life-sustaining treatment(s) other than CPR upholds the 
value of respect for patients as moral agents and autonomous decision makers. However, some 
members see it as unnecessarily prolonging dying, a view we realize others may share. We 
acknowledge that for both family members and health care professionals who hold this latter view, 
providing life-sustaining treatment concurrent with palliative sedation may create significant distress.  

These considerations carry significant implications for decision making regarding palliative 
sedation. Practitioners have an obligation to describe as clearly as possible the likely clinical scenarios 
for a patient who is considering palliative sedation, and should work with patients and families to 
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establish a clear plan of care prior to initiating sedation. This should include discussion of what life-
sustaining treatments will be withdrawn, continued, or initiated (if clinically indicated) after the 
patient has been sedated. This will help patients, their surrogates, other family members, and, 
indeed, the treatment team understand what is expected to happen once the patient has been 
sedated and better prepare them for the decisions that may need to be made when the patient is no 
longer conscious.  

As potential sources of conflict, diverging views on the question of life-sustaining treatments 
for patients who receive palliative sedation also highlight the importance of assuring that appropriate 
mechanisms are in place to assist stakeholders in resolving disagreements if they arise, including 
ethics consultation. 

The Committee concludes that willingness to forgo life-sustaining treatment should not be a condition for the 
administration of palliative sedation. 

 
4.  Is Palliative Sedation Ethically Appropriate When Suffering Is “Existential”? One of the 
most deeply contested questions about palliative sedation is whether the practice is ethically 
appropriate as a response to “existential suffering,” as distinct from pain or other clinically defined 
physical or psychiatric symptoms. The debate about existential suffering has evolved around three 
basic concerns: (1) the difficulty of clearly defining existential suffering and of distinguishing it 
clinically from treatable psychiatric conditions (e.g., depression); (2) whether relief of existential 
suffering represents a “proportionate” goal; and (3) whether relief of existential suffering as such is 
within goals of medicine, and thus whether providing a pharmacological intervention for such 
suffering is appropriate for health care professionals. 

Distinguishing existential suffering from psychological distress. One difficulty is that there is no single, 
agreed on definition of existential suffering that is sufficiently clear and concrete to offer guidance in 
clinical contexts. “Making a diagnosis of suffering,” it has been argued, “differs from the usual 
diagnostic process that internists are familiar with because suffering is an affliction of the person, 
not the body.”51 The suffering experienced by patients near death may reflect concerns about a 
prolonged dying process, retaining control, the burden their dying imposes on others, and 
strengthening personal relationships.51 

Moreover, it can be extremely difficult to draw bright lines among physical, psychological, and 
existential suffering.29,50 Psychological distress often contributes to pain, dyspnea, and other 
symptoms, for example, as well as the reverse. Nor is it always easy for practitioners to determine 
with confidence whether a patient’s distress represents a normal, “appropriate” reaction to the 
prospect of impending death or indicates the presence of a potentially treatable mental health 
condition.52 It is even more challenging to assess whether the patient’s distress reflects the kind of 
response to the irremediable losses imposed by illness and assaults to the sense of self that we would 
call existential suffering. 

 “Proportionality” and relief of existential suffering. A further concern can be framed as the following 
question: Is the goal of relieving severe, refractory existential suffering sufficiently grave or 
“proportionate” as to justify sedating the patient into unconsciousness for the time remaining to him 
or her? Some answer in the affirmative, arguing that existential suffering “can be just as distressful 
and refractory as physical suffering,”36 but acknowledge that practitioners may find it difficult to 
consider palliative sedation when a patient’s existential suffering is not associated with significant 
physiological deterioration.29,47 Opponents of palliative sedation for existential suffering argue that 
permitting practitioners to make necessarily subjective judgments about the existential well-being of 
patients risks placing health care professionals and patients on a slippery slope at the bottom of 
which lies abuse of palliative sedation and danger to patients.37 
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Relief of existential suffering and the goals of medicine. Undeniably, for some patients, suffering at the 
end of life cannot be attributed solely or primarily to refractory clinical symptoms.53 But although 
relieving suffering is one of the core goals of medicine, 51,54 questions have been raised about 
whether attempting to relieve existential suffering through a specifically clinical intervention, such as 
palliative sedation, is an appropriate activity for health care professionals.55 Essentially the same 
concern has been raised with respect to physician-assisted suicide and euthanasia. As the ACP–
ASIM noted in its position statement opposing physician-assisted suicide, “one can raise serious 
questions about whether medicine should arrogate to itself the task of alleviating all human 
suffering, even at the end of life.”56  

Despite these concerns, there is some degree of support for palliative sedation in response to 
existential suffering within the professional hospice and palliative care community in the United 
States. For example, the Hospice and Palliative Care Federation of Massachusetts has provided 
guidelines for providers, although it has not formally endorsed palliative sedation,49 and the National 
Hospice and Palliative Care Organization has cautiously supported the practice in principle.6 

These are challenging issues on which the Committee finds that as individuals we do not share 
a uniform perspective. This lack of consensus within the Committee itself recommends to us the 
wisdom of taking a conservative stance with respect to palliative sedation for existential suffering. 
Further, in our view VA’s mission and its unique patient population create a special risk that 
permitting VA practitioners to offer palliative sedation when the patient’s suffering cannot be 
defined in reference to clinical criteria could erode public trust in the agency. Therefore, as a 
committee we do not endorse this practice. We acknowledge that restricting the availability of 
palliative sedation in this way may fail to address the needs of some patients whose suffering cannot 
be relieved by other means. We commend the commitment of health care professionals and other 
staff throughout VHA to provide open, empathic support even as clinical interventions fall short of 
alleviating the individual’s suffering. We find the conclusion reached by the ACP-ASIM in its 
position paper on physician-assisted suicide cogent in our context:  

[W]hen the patient’s suffering is interpersonal, existential, or spiritual, the tasks of the 
physician are to remain present, to “suffer with” the patient in compassion, and to enlist the 
support of clergy, social workers, family, and friends in healing the aspects of suffering that are 
beyond the legitimate scope of medical care.56 
 
The Committee concludes that palliative sedation should not be used to treat existential suffering in the absence 

of severe, refractory clinical symptoms. 

5.  May Palliative Sedation Be Provided to Patients Who Lack Decision-Making Capacity? 
Because the decision to sedate a patient to unconsciousness and maintain that state until he or she 
dies is a serious one, some might argue that palliative sedation should be considered only for 
patients who can consent to it themselves. However, confining palliative sedation to patients who 
have decision-making capacity risks excluding many patients whose suffering cannot be relieved by 
other means for whom surrogates are empowered to make all other treatment decisions. Indeed, 
many patients for whom palliative sedation would be considered will already have lost the capacity 
to participate in shared decision making due to the progression of their underlying condition and/or 
the effects of treatment or unmanageable symptoms. To deny a patient’s surrogate the possibility of 
consenting to palliative sedation undermines the surrogate’s role in shared decision making and in 
effect undermines the patient’s right to choose this intervention. 

The Committee concludes that palliative sedation may be provided to patients who lack decision-making 
capacity with the informed consent of the authorized surrogate decision maker. 
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CONDITIONS FOR ETHICALLY SOUND PRACTICE 

At various points throughout the foregoing discussion we have noted the important role in 
palliative sedation of professionals from multiple disciplines. We have also stressed that providing 
high quality palliative care is a prerequisite to decisions about palliative sedation. These fundamental 
conditions for ethically appropriate practice of palliative sedation are well recognized in the 
professional community.11,12,15,19,22,23,47,48 Consultation with practitioners expert in pain and symptom 
management is essential to assure that a patient’s symptoms truly are refractory before palliative 
sedation is considered,11,12,15,22,23,48 and to initiate and monitor sedation.12 Likewise patients must be 
assured access to expert psychological and spiritual assessment and support.11,15,23,47,48,57 

The decision to sedate a dying patient to unconsciousness for the duration of his or her life is a 
grave one and should be made only after careful clinical evaluation and thoughtful deliberation, and 
must be implemented with appropriate monitoring and supervision. 
 
 
RECOMMENDATIONS 

Although debate continues about how broadly to define the range of circumstances in which 
palliative sedation is appropriate, the emerging professional and ethical consensus is clear: Palliative 
sedation is an ethically appropriate therapy of last resort for patients who are experiencing severe, 
unremitting, refractory clinical symptoms at the end of life. The National Ethics Committee 
therefore recommends that VA adopt policy that: 

(1) Permits the administration of palliative sedation (by definition, as a last resort) only:  
(a)  when severe pain or other clinical symptoms (e.g., dyspnea, nausea and vomiting, 

agitated delirium) is/are not ameliorated by aggressive symptom-specific 
interventions that are tolerable to the patient; 

(b)  for patients who have entered the final stages of the dying process and who have a 
DNR order;  

 (c)  with the signed informed consent of the patient, or surrogate if the patient lacks 
decision-making capacity, as required by VA policy for treatments or procedures 
involving general anesthesia.58 

(2) Establishes safeguards to protect patients’ interests and assure consistent, high quality 
care by: 
(a) providing for consultation with experts in palliative medicine, psychiatry or clinical 

psychology, and spiritual care as appropriate in the decision-making process; 
(b) clarifying with the patient and/or surrogate the plan of care regarding:  

  (i) concurrent life-sustaining treatment (including, but not limited to, artificially 
administered nutrition and hydration),  

 (ii) regular assessment of the patient’s clinical status and ongoing eligibility for 
palliative sedation, and 

(iii) health care professionals’ obligation to discontinue deep sedation in the event the 
patient’s status improves; 

(c) assuring the participation of a health care professional with appropriate expertise in 
palliative care and the administration of palliative sedation; 

(d) assuring that the patient continues to receive appropriate care and hygiene; 
(e) monitoring sedation to assure adequate and continuous unconsciousness while 

avoiding inappropriate or unnecessary untoward drug effects; 
(f) documenting the rationale for palliative sedation and the informed consent 

conversation appropriately in the patient’s health record; and 
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(g) establishing clear procedures for resolving disagreements about treatment plans or 
specific treatment decisions, including ethics consultation when appropriate. 
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