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management is implemented by one or more clini-
cians. The time for implementation of SSRDs is ripe
as clinicians are already formulating causal hypotheses
about the treatments they deliver, and patient-reported
outcomes are being tracked through self-report as part
of distress screening programs. In the clinic, SSRDs fos-
ter more intentional approach to clinical hypothesis
testing and treatment response.

SSRDs may be contraindicated when treatment
response lacks significant individual variation, and
when an acute course of symptoms precludes repeated
assessment of symptoms or behaviors. SSRDs are also
impractical when treatment effects occur after
significant latencies because the causal lags become
increasingly difficult to discern from history effects
and other confounds. A similar concern arises when
treatment effects are slow to washout (e.g., learning
from behavior therapy, effects of SSRIs). In this case,
reversal designs that remove the treatment, or alter-
nating treatment designs that rotate them, are un-
likely to yield clear functional relationships between
treatment and outcome.

A final benefit to consider is the sense of compas-
sion satisfaction clinicians experience when seeing
positiveresponse to treatment. Similar to psychother-
apy practice, palliative medicine may be difficult to
learn from because many processes are in flux, and
secondary loss may overshadow the fulfilling aspects
of work. SSRDs have the potential to highlight the
times where ‘‘unfixable’’ chronic conditions get sys-
tematically better, albeit sometimes in small or
context-dependent ways.
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Difference in Opinions About
Continuous Deep Sedation Among
Cancer Patients, Bereaved Families,
and Physicians
To the Editor
Despite recent advances in palliative medicine,

some symptoms are refractory to intensive palliative
care, and then palliative sedation therapy is sometimes
performed.1,2 Continuous deep sedation (CDS) until
death is regarded as one type of palliative sedation
therapy, and it has recently become a focus of intense
debate.3e8 Although dying in one’s sleep is regarded
as one type of good death in some cultures,9 CDS
may be labeled as a continuum of euthanasia, espe-
cially when performed for patients with relatively
longer predicted survival.3e8,10 Few empirical studies
have been performed on what CDS means for patients
and families themselves.10 Comparing insights from
patients and bereaved families with those from health
care professionals is valuable. The primary aim of this
study was to make rough comparisons of opinions
about CDS among patients with cancer, bereaved fam-
ilies, home physicians, and palliative care specialists.
Subjects and Methods

A total of four questionnaire surveys were per-
formed from August 2016 to February 2018 in Japan.
The Institutional Review Board of the Seirei Mikata-
hara General Hospital approved the ethical and
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scientific validity of this study. If participants refused
to participate in this survey, they were asked to return
the questionnaire with no response.

Patients with cancer were recruited from a commer-
cially database. Although we were aware of a potential
sampling bias, the primary aim of this study was a
rough comparison, and thus we decided to use this
sample. This database consists of more than
1,000,000 Japanese who voluntarily registered, and
participants were invited via Internet. Inclusion
criteria were adult patients with cancer receiving regu-
lar outpatient treatment and aware of the diagnosis of
malignancy. Invitation was made via the e-mail at a
time; and if the requested number of the participants
completed, survey was closed (i.e., the actual number
of potential participants who invited were unknown).
Each patient received a small reward, and a total of
400 responses were requested.

Bereaved families were consecutively recruited from
the families of patients who died at 71 certified inpa-
tient hospices/palliative care units. Primary physicians
identified potential participants following the inclu-
sion criteria: adult bereaved family members of an
adult patient with cancer (one family member was
selected for each patient), capable of replying to a
self-reported questionnaire, and aware of the diag-
nosis of malignancy. Families were surveyed 6 to
12 months after the patients’ deaths by mail. One
reminder was sent.

Home physicians and palliative care specialists were
recruited from the national registry of certified physi-
cians of the Japanese Academy of Home Care Physi-
cians and Japanese Society of Palliative Medicine,
respectively. Questionnaires were sent to all registered
physicians by mail, with two reminders.
Death in sleep a�er CDS is good 
death

CDS for physical symptom in 
pa�ents with days survival is 
appropriate

CDS for psychological suffering 
in pa�ents with days survival is 
appropriate

CDS for physical symptom in 
pa�ents with months survival is 
appropriate

CDS for psychological suffering 
in pa�ents with months survival 
is appropriate

Pa�ents
Families
Home physicians
Pallia�ve care physicians 

1
(Strongly disagree)  

Pa�ents
Families
Home physicians
Pallia�ve care physicians 

Pa�ents
Families
Home physicians
Pallia�ve care physicians 

Pa�ents
Families
Home physicians
Pallia�ve care physicians 

Pa�ents
Families
Home physicians
Pallia�ve care physicians 

Fig. 1. Mean and 95% confidence intervals were shown. *: P <
families, n ¼ 512; home physicians, n ¼ 131; and palliative care
Measurements

The questionnaire was developed by the authors on
the basis of a literature review.1e8 We defined CDS as
the continuous use of sedatives to relieve intolerable
and refractory symptoms with loss of consciousness un-
til death according to national guideline.1,2 To avoid
confusion due to different interpretations of CDS, we
paraphrased CDS throughout the questionnaire.
We examined the level of agreement with the state-

ments on a six-point Likert-type scale from 1 (strongly
disagree) to 6 (strongly agree) using ‘‘death in sleep af-
ter total unconsciousness by sedatives is one type of good
death for imminently dying patients’’ (good death). We
also examined whether the respondents viewed CDS as
appropriate in four situations (Fig. 1), such as 1) physical
symptoms/predicted survival of days, 2) psychological
suffering/days, 3) physical symptoms/months, and 4)
psychological suffering/months. CDS were paraphrased,
such as ‘‘total unconsciousness by sedatives until death is
appropriate if a patient has refractory and intense
suffering and his/her survival is estimated as days
(months).’’ Levels of agreement were measured on a
six-point Likert-type scale from one (strongly disagree)
to six (strongly agree). Respondent backgrounds were
obtained from the respondents themselves.
Statistical Analyses
Mean scores were compared using the analysis of

variance (ANOVA) and Tulsky method as a post hoc
test. Sex and age were adjusted. Owing to multiple
comparisons, a P-value of 0.010 was regarded as signif-
icant. All analyses were performed using the Statistical
Package for the Social Sciences (ver. 11.0).
2 3 4 5 6
(disagree) ( slightly disagree)  (slightly agree) (agree) (Strongly agree)

0.01 adjusted for age and sex; Patients, n ¼ 412; bereaved
physicians, n ¼ 440. CDS ¼ continuous deep sedation.
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Results

Of the 787 bereaved family members, 219 home
physicians, and 695 palliative care specialists who were
mailed, 592 (75%), 141 (64%), and 469 (67%) re-
turned the questionnaire, respectively. Of them, 80,
4, and 29 refused to participate, respectively, and an
additional 0, 6, and 0 returned invalid answers, respec-
tively; thus, finally, 512 (65%) bereaved family mem-
bers, 131 (60%) home physicians, and 440 (63%)
palliative care specialists were analyzed. A total of
412 patients completed the questionnaire. Back-
grounds of the respondents are summarized in
Table 1.
Table
Characteristics of th

Variables Patients, N ¼ 412
Bereaved

N ¼
Sex

Male 256 (62%) 170 (3
Female 156 (38%) 334 (6
Missing 0 (0%) 0 (0

Age, years
<40 21 (5.1%) 27 (5
40e49 67 (16%) 50 (1
50e59 100 (24%) 127 (2
60e69 110 (27%) 159 (3
70e79 88 (21%) 109 (2
$80 26 (6.3%) 31 (6

Religion
None 214 (52%) 181 (3
Buddhism 176 (43%) 273 (5
Christianity 9 (2.2%) 14 (2
Others 13 (3.1%) 26 (5
Missing 0 (0%) 13 (2

Education
High school 160 (39%) 261 (5
Junior college 71 (17%) 114 (2
University/college 181 (44%) 117 (2
Missing 0 (0%) 20 (3

Income (103 yen/year)
<20,000 19 (4.6%) 139 (2
20,000-40,000 123 (30%) 195 (3
40,000-60,000 81 (20%) 69 (1
60,000-80,000 51 (12%) 40 (7
$80,000 78 (19%) 39 (7
Missing 60 (15%) 30 (5

Primary sites
Lung 38 (9.2%) 99 (1
Stomach 20 (4.9%) 58 (1
Colon, rectum 0 (0%) 68 (1
Esophagus 36 (8.7%) 17 (3
Breast 89 (22%) 25 (4
Prostate, testis 24 (5.8%) 12 (2
Ovary, uterus 79 (19%) 29 (5
Kidney, bladder 36 (8.8%) 19 (3
Pancreas, bile ducts 12 (2.9%) 74 (1
Liver 1 (0.2%) 30 (5
Head and neck 28 (6.8%) 21 (4
Bloods, lymph nodes 35 (8.5%) 14 (2
Unknown 0 (0%) 5 (1
Others 13 (3.2%) 40 (7
Missing 0 (0%) 0 (0

N.A. ¼ not available.
Patients and the bereaved families were significantly
more likely to agree that death followed by CDS is one
type of good death than both home and palliative care
physicians (Fig. 1). Compared with differences in
opinions about the appropriateness of CDS in patients
with a predicted survival of days, there were apparent
discrepancies in opinions between patients/families
and physicians for patients with a predicted survival
of months (Fig. 1). Patients and families were more
likely to agree that CDS is appropriate for patients
with refractory and intense physical or psychological
suffering than physicians. Predicted survivals made
less influence on the perceived appropriateness of
CDS in patients and families.
1
e Respondents

Families,
512

Home Physicians,
N ¼ 131

Palliative Care
Specialists, N ¼ 440

3%) 95 (73%) 350 (80%)
5%) 36 (27%) 81 (18%)
%) 0 (0%) 9 (2.0%)

.4%) 33 (25%) 26 (6.0%)
0%) 38 (29%) 122 (28%)
5%) 44 (34%) 192 (45%)
2%) 15 (11%) 81 (19%)
2%) 1 (0.8%) 10 (2.3%)
.2%) 0 (0%) 0 (0%)

5%) 99 (76%) 290 (66%)
3%) 18 (14%) 78 (18%)
.7%) 6 (4.6%) 48 (11%)
.0%) 7 (5.3%) 12 (2.7%)
.5%) 1 (0.8%) 12 (2.7%)

1%) 0 0
2%) 0 0
3%) 131 (100%) 440 (100%)
.9%) 0 0

N.A. N.A.
7%)
8%)
4%)
.8%)
.6%)
.8%)

N.A. N.A.
9%)
1%)
3%)
.3%)
.9%)
.3%)
.6%)
.7%)
5%)
.9%)
.3%)
.8%)
.0%)
.9%)
%)
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Discussion

The most important finding of this study was the
clarification of significant discrepancies in opinions
about CDS among patients with cancer, bereaved fam-
ilies, and physicians. Compared with physicians, pa-
tients with cancer and families were more likely to
agree that death in one’s sleep as a result of CDS is
one type of good death and were more likely to regard
CDS as appropriate even if the predicted survival of
the patient is months.

Death in one’s sleep after CDS is regarded as a good
death by patients/bereaved families more than by phy-
sicians, and there were no significant differences be-
tween patients and families. A possible interpretation
is that, for physicians, performing CDS may mean
the failure of symptom management, but for patients
and families, there is no distinction between a natural
decline in consciousness and sleep after CDS.10 The
concept of a good death differs among cultures,9

and so further cross-cultural study is of value to under-
stand cultural meaning of consciousness in the dying
process.

Of note was the fact that patients and bereaved fam-
ilies were more likely to regard CDS as appropriate
even if the predicted survival of the patient is months.
For physicians, the influence of the patient’s predicted
survival was great when determining whether CDS is
appropriate. This finding suggests that physicians
might consider the possibility of life-shortening as
one of the important factors in determining whether
CDS is proportionally appropriate,2 but patients and
families put more value on reducing suffering and less
on survival in this situation. The indication of CDS for
not imminently dying patients is a focus of recent
debate, such as legalization of sedation in France or
Italy.7,8 Patient/family view should be included into
further discussion.

This study has some limitations. The patient sample
was from Internet sample and biased. Response rates
are acceptable but moderate. Questionnaires were
developed for this study, and their reliability and valid-
ity were not formally confirmed. Finally, definitions
about CDS and good death may lead to different re-
sults, although we carefully used these terminologies.

In conclusion, patients and families may have a
different view from physicians about the meaning of
CDS. Further study is highly needed.
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Palliative Care Consultation Before
Left Ventricular Assist Device
Implantation
Dear Editor
In a recent article published in the Journal of Pain and

Symptom Management, Chuzi et al.1 report on palliative
care (PC) consultations before left ventricular assist de-
vice (LVAD) implantation. The authors conclude that a
one-time PC consultation immediately before implan-
tation is insufficient to complete preparedness plan-
ning and to delineate patients’ preferences and goals.
The authors pointed out several reasons for this
finding. The first is that PC consultations were offered
acutely before surgery. The second is that PC clinicians
may be unfamiliar with LVAD-related complications.
Acknowledging the suggestions by Dr. Chuzi, we
would like to offer an additional perspective based on
our experience. We started a mandatory PC consulta-
tion before LVAD implantation (preVAD) for both
destination therapy and bridge to transplant in 2014.2

A semistructured script to minimize the differences
among PC clinicians was developed (Table 1), and to
date, we have met with close to 300 patients for those
who have already decided to undergo LVAD therapy.
The content of the conversations is documented in
the medical record descriptively. After LVAD implanta-
tion, PC is consulted whenever needed, when there are
catastrophic events or concerns about the overall condi-
tion (i.e., repeated hospitalizations or declining func-
tional status). We agree that it would be ideal for
preVAD to be operationalized much earlier before
LVAD implantation. However, given the disease trajec-
tory of heart failure, which can deteriorate very quickly,
and thus requires relatively acute decision-making, it is
challenging for that to happen in all cases. Indeed, we
have found that preVAD occurred only 3 days (median)
before implantation surgery.2 We have also encoun-
tered many patients who are in the intensive care unit
and are expecting surgery the next day. Providing a
consultation in this setting could be overwhelming
and counterproductive. Nonetheless, in our study,
where we examined if patients could respond to ques-
tions of 3 and 5 in a semistructured script (Table 1),
all the patients were still able to express what makes
their life meaningful. In addition, 92% could discuss
possible complicationsof LVAD therapy, and70%could
articulate what would be an unacceptable health state.2

We believe that our intervention using a semistruc-
tured script worked well because it does not necessarily
focus on the specific medical intervention or life-
sustaining treatments but rather focuses more on the
conditions of what would be a meaningful life, and what
are the underlying values and goals of the patient. As we
have noticed with advance directives, it is difficult for pa-
tients to understand the specific interventions (e.g., me-
chanical ventilation, renal replacement therapy, orblood
transfusions) in the inherently more complex medical
state when they need to make such decisions.3 Further-
more, as shown by the authors,1 it would be even more
overwhelming for patients in that emotionally charged
situation toconsider thepossibility ofdevicemalfunction
or other progressive comorbid condition, such as old age
ormalignancy. Regardless of the reasonof deterioration,
such as LVAD-associated complications, device malfunc-
tions, or progressive complications, decisions about the
goalsof carewouldultimately comedown to thepatients’
attitudes toward his/her quality of life, beliefs about
suffering, tradeoffs, and what is an unacceptable state;
and this is inherently subjective and unique to the
specific patient. In addition, this approach would not
necessarily require clinicians to be familiar with all
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