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Abstract
Purpose To explore the consistency in international expert opinions about palliative sedation.
Methods A modified electronic-Delphi procedure was carried out in two rounds. On hundred nine eligible experts were iden-
tified from their publications in MEDLINE related with terminal delirium, dyspnea and palliative sedation in the last 3 years.
Delphi study included three vignettes of cancer patients and two non-cancer patients, with an estimated survival of days and
severe suffering secondary to refractory complications. Experts were asked about whether they would perform continuous
sedation and sedation level (described as Richmond Agitation Sedation Scale or defined as patient/family report of symptom
relief). Consensus was considered when 70% or more of the experts agreed on a certain topic.
Results Thirty-four and 27 panellists completed the 2 Delphi rounds, respectively. Participants were from the USA, Canada,
Europe, Australia and Asia. One hundred per cent, 97% and 88% of the respondent agreed use of sedatives, continuously or
temporary, in cases of refractory delirium, dyspnea secondary to lung cancer and GOLD IV-EPOC. There were discrepancies for
cases of dementia and psycho-existential suffering. Expert selection of continuous palliative sedation was 93% for delirium, 41%
for cancer dyspnea, 66% for EPOC dyspnea, 22% for agitation/pain in dementia and 19% for existential suffering. Responses
about types and levels of sedation did not achieve consensus in any cases.
Conclusions The Delphi study failed to reach consensus in continuous palliative sedation and sedation levels for patients with
refractory symptoms described in hypothetical clinical scenarios.
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Sedation levels

Introduction

Palliative sedation is used for refractory symptoms that many
advanced cancer and non-cancer patients experience in the last
days of life and that cannot be controlled even by the best
palliative therapies. It is defined as the monitored use of med-
ications intended to induce a state of decreased or absent
awareness (unconsciousness) in order to relieve the burden
of otherwise intractable suffering [1–3]. Agitated delirium

and dyspnoea are the most commonly refractory symptoms
reported as reasons for palliative sedation.

Different methods of palliative sedation exist [4, 5].
Recently, a series of theoretical and empirical studies have
suggested that there seems to be two types of palliative
sedation over the world, i.e. one is palliative proportional
sedation (sedation with increasing the depth if necessary),
and another is sudden sedation to unconsciousness (deep
sedation right from the start) [4, 6–12].

Continuous deep sedation is the most controversial type of
sedation since it involves ethically controversial such as the
absence of precise concepts of refractory symptoms and intol-
erable suffering and the proportional level of sedation required
controlling it [4, 5, 10, 13–15]. Evaluation of clinical practices
and clinical guidelines from different countries however indi-
cate that there is a considerable variation regarding definitions
for sedation practices and terminology [7–9, 13, 16–20]. Thus,
although there is general agreement that use of sedatives is a
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necessary treatment to respond to refractory suffering at an
international level, confusion still remains about exactly
what the practice entails. Cross-cultural studies may be
valuable to obtain more insights into what degree interna-
tional experts agree or disagree about the practice and
terminology of palliative sedation.

The aim of this study was to explore the consistency in
opinions of a panel of international palliative care experts
about types and levels of palliative sedation in different hypo-
thetical scenarios.

Methods

We performed an electronic modified Delphi study (Fig. 1).
Delphi procedure is a formal consensus technique, consisting
of sequential rounds of a questionnaire interspersed by con-
trolled feedback, used to obtain and synthesise the views of an
expert group with knowledge and experience in a specialised
area [21]. We made the following method modifications made
to suit the present study: (1) preparatory phase with literature
review and assessment of the controversial subjects by the
experts was not incorporated because palliative sedation is a
recognised clinical practice; (2) a questionnaire was per-
formed to collect expert opinion on palliative sedation deci-
sions in usual hypothetical clinical scenarios, vignettes, of
dying patients; (3) Delphi procedure was applied in two
rounds because we did not carry out a preparatory phase,
usually considered as first round, and more than two rounds

increases panel attrition [21]. The Human Research Ethics
Committee of University Hospital of La Candelaria,
Tenerife, approved the study protocol.

Participants

A panel of international experts was invited to contribute to
the study. Panel members were selected on the basis of the
following criteria: (1) recognised scientific expertise in clini-
cal experience and research of palliative sedation and/or pal-
liative care, and/or terminal delirium and/or dyspnoea demon-
strated by international publications in MEDLINE between
years 2011 and 2015 or participation in sedation guideline
development published in MEDLINE between years 2005
and 2015 and (2) available e-mail address in the scientific
publications or in Google. Experts were identified either
through their publication(s) and citation record, or through
contacts from the other participants in the study. One hundred
and nine eligible experts were identified and invited with the
intention to recruit a minimum panel size to ensure at least 25–
30 responses [21].

Procedure

The Delphi procedure consisted of two rounds, which were
designed and distributed using an online survey program
(Googler Forms). Eligible experts received over 6 weeks one
e-mail of invitation and two reminders to participate on the
first Delphi round. They were given a comprehensive intro-
duction to the aims and content of the Delphi rounds, in-
formed of the expected amount of time necessary to complete
the questionnaire and provided with a personal link to the
online survey program, a statement on privacy policy and an
e-mail to contact with the researches of the study. The experts
were invited to leave comments and to suggest additional
items to be included in the second round. In the second round,
panel members received a feedback report that summarised
but not analysed or interpreted the response percentages for
each question.

The following sociodemographic details were asked in the
second Delphy round: age, gender, country of work, work
setting, occupational background and years of experience in
palliative care. Additionally, panellists were asked to rate 6
questions about palliative sedation and their own preference
on an 11-point scale (from 0 the lowest level to 10 the highest
level, Table 2). Whether they would like to be included in the
list of participants of the Expert Committee in the paper of this
study was also asked.

Clinical scenarios

A draft of the hypothetical clinical scenarios was developed
by the authors and revised by Spanish palliative care experts.Fig. 1 Delphi procedure flow chart
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The definitive version of the study included three vignettes of
advanced cancer patients and two non-cancer patients, with an
estimated survival of days and severe suffering secondary to
refractory complications of their dying process. Delirium, dys-
pnoea at rest and existential suffering were selected as refrac-
tory symptoms according to the main reasons for palliative
sedation described by guidelines (1–3). Every vignette con-
templated an explicit agreement of the patients and their fam-
ily about the acceptance and desire of palliative sedation for
controlling the suffering in the last days of the life. The refrac-
tory symptoms described were significant psychomotor agita-
tion secondary to hyperactive delirium in a 74-year-old wom-
an with end-stage pancreatic cancer and liver failure; dys-
pnoea at rest secondary to severe respiratory failure in a 44-
year-old male with advanced lung cancer and in a 64-year-old
male with end-stage GOLD IVCOPD; potential pain andmild
restlessness in an 86-year-old patient with end stage of
Alzheimer’s disease and psycho-existential suffering in a 36-
year-old woman with end-stage cervical cancer (Appendix 1).

Outcome measures

Experts were asked about (1) whether they would perform
continuous sedation (treatment plan), (2) sedation type and
(3) sedation level (Appendix 2). Continuous palliative seda-
tion was described as Ba state of decreased or absent aware-
ness in different levels induced with medications, usually ben-
zodiazepines as midazolam, until death^ [1, 3], and other op-
tions included only transitory (intermittent) sedation or not
sedation. As sedation types, we had initially rapid sedation
(within 30-60 min) and slowly and progressively sedation
(in a few hours). The sedation level options were described
from mild, moderate, deep and complete, according to
Richmond Agitation Sedation and Ramsay scales. In the clin-
ical scenarios of advanced COPD and dementia patients, the
options BNo opinion, I rarely see this patients^ was provided.

Analyses

We performed a descriptive analysis of the data. It was con-
ducted blind to the names and characteristics of the expert
respondents according to the characteristics of an Internet
anonymous survey. We considered that consensus to have
been reached when 70% or more of the experts agreed on a
certain topic [22].

Results

Participant enrolment and characteristics

Thirty-four experts completed the first Delphi round. A
month later, 1 e-mail of invitation and 1 reminder to

participate on the second round were sent. The survey was
modified according to experts’ suggestions with the follow-
ing options for sedation proceeding and sedation level:
Busing repeated dosing of a sedative; I would titrate sedation
to a level where that patient/family caregivers indicated they
have adequate relief, and then maintain the level with a
continual infusion titrated to patient / family / caregivers
report of adequacy .̂ Twenty-seven experts completed the
second Delphi round. Characteristics of these experts are
shown in Table 1. Participants were from the USA,
Canada, Europe, Australia and Asia, principally from
Japan. They were between 31 and 64 years of age, more
often male and more than 75% rated their own expertise
regarding palliative sedation ≥ 7/10.

Table 2 describes the opinions of the panellist about
sedation and their own preference. About 50% of the re-
spondents disagreed (rated 0–3) that it is difficult to accu-
rately determine medical indications for sedation, while
34% agreed (rated 7–10). A total of 85% disagreed that
palliative sedation is an act to accelerate death, and 56%
disagreed that palliative sedation is associated with a risk
of shortening the patient’s survival. Twenty-two percent of
panellist agreed that sedation is often associated with a risk
of shortening the patient’s life. Additionally, 66% of the
panellist showed the preference to receive drugs to make
their sleep when their distress secondary to a hypothetical
terminal illness could not be sufficiently controlled, but
85% did not want any treatment to hasten death (Table 2).

Responses to clinical scenarios: general agreement

The first and second Delphi rounds showed similar find-
ings, consensus was reached only in case of delirium in
the treatment plan (Table 3). A total of 100, 97 and 88%
of the respondent agreed use of sedatives in vignettes 1-3
(delirium and dyspnea), but the opinions were separate
whether they use sedatives continuously or temporary.

Table 1 Characteristics of experts

Characteristic Number

Males 19

Females 8

Age years (median; Q1–Q3) 53; 43–59

Country

Europe 14

USA 6

Canada 3

Asia 2

Australia 2

Number of years involved in the
care of cancer patients (median, max-min)

22; 6–32
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On the other hand, there were discrepancies in physician
opinions for vignettes 4/5 of dementia and psycho-
existential suffering. Furthermore, responses about types
and levels of sedation selected did not achieve the thresh-
old for consensus in any vignettes (Table 4).

Case 1: terminal hyperactive delirium due to pancreatic
cancer

A majority of panellist (91% in round 1 and 93% in round 2)
felt that to perform a continuous palliative sedation until death
is the best option to refractory terminal delirium. Moreover, it
is the clinical scenario with higher number of votes to select
highest level of sedation (37% of the panellist selected deep or
complete sedation) and to carry out a quick sedation (44%).

Case 2: dyspnea at rest due to terminal lung cancer

In the second round, 97% of the respondents agreed use of
sedatives, with 41% of continuous use and 56% of temporary
use. Sedation levels varied from mild (11%) to complete (8%)
with 64% of proportional sedation (titrated to patient/family
report of adequacy). Similarly sedation types varied as quick
(11%), slowly (27%) and proportionally (62%).

Case 3: dyspnea at rest due to terminal COPD

In round 2, 88% of the respondents agreed use of sedatives,
with 66% of continuous use and 22% of temporary use.
Sedation levels varied from moderate (21%) to complete
(17%) with 54% of proportional sedation (titrated to
patient/family report of adequacy). Similarly, sedation types

Table 2 Opinions and personal
preference for palliative sedation,
n (%): rated from 1 (strongly
disagree) to 10 (strongly agree).
N = 27

1–3 4–6 7–10

Opinions about sedation

- It is difficult to accurately determine
medical indications for sedation therapy.

14 (52%) 4 (14%) 9 (34%)

- Sedation therapy is practically indistinguishable
from acts to hasten death.

23 (85%) 1 (4%) 3 (11%)

- Sedation therapy is often associated with
a risk of shortening the patient’s life.

15 (56%) 6 (22%) 6 (22%)

Personal preference, if I were diagnosed
with incurable terminal cancer

- I want to receive drugs to make their sleep
when distress could not be sufficiently controlled.

0 9 (34%) 18 (66%)

- I would select the most effective methods
for symptom alleviation, even if they could
shorten my life expectancy.

15 (56%) 6 (22%) 6 (22%)

- If distress could not be sufficiently controlled,
I would want the doctor to hasten death.

23 (85%) 1 (4%) 3 (11%)

Table 3 Opinions of the expert panel (n (%)). Round-1 (N = 34) and round-2 (N = 27)

Options Clinical scenario 1
delirium—pancreatic
cancer

Clinical scenario 2
dyspnea—lung
cancer

Clinical scenario 3
dyspnea—COPD

Clinical scenario 4
pain/agitation
dementia

Clinical scenario 5
existential suffering

R1 R2 R1 R2 R1 R2 R1 R2 R1 R2

Treatment plan

I would not
perform CPS

0 0 1 (3) 1 (3) 0 0 0 0 0 0

Perform CPS
until death

31 (91) 25 (93) 24 (71) 11 (41) 18 (53) 18 (66) 9 (26) 6 (22) 3 (9) 5 (19)

Perform only
TPS sedation
in exacerbations of suffering

3 (9) 2 (7) 8 (23) 15 (56) 12 (35) 6 (22) 12 (35) 8 (30) 10 (29) 5 (19)

None of the above options 0 0 1 (3) 0 1 (3) 1 (3) 7 (21) 8 (30) 21 (62) 17 (62)

No clinical experience – – – – 3 (9) 2 (7) 6 (18) 5 (18) – –

CPS continuous palliative sedation, TPS transitory palliative sedation
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varied as quick (25%), slowly (29%) and proportionally
(46%). Unfortunately, because of a malfunction, the survey
provider did not save the data in the first round regarding the
levels of sedation.

Case 4: agitation/pain in advanced dementia patient

Twenty-seven percent of 22 panellists with experience in pal-
liative care in dementia believed that Bto perform continuous
palliative sedation until death^ is the best option for suffering
control secondary to agitation/pain in advanced dementia pa-
tients. Roughly one in five (22%) of the experts who selected
to perform transitory or continuous sedation felt that the
highest levels of sedation, deep or complete, are appropriate
for that clinical situation (Table 3).

Case 5: psycho-existential suffering in the last days

In both rounds, more than half (62%) of the experts selected
the option other than sedation, i.e. Bincrease psychological
support, spiritual and religious accompaniment^ (described
in none of the above options in Table 3). The remaining
40% agreed use of sedatives continuously or temporary.

Discusion

First important finding of this study is the clarification of the
clinical situations there is or is not a controversy in the use
of sedatives in the last stage of life. That is, almost of all
participants agreed use of sedatives, continuously or tempo-
rary, for patients with refractory dyspnoea and delirium,

while there is a wide variation in dementia patients and
existential suffering. These findings are consistent with em-
pirical studies that palliative sedation was mainly performed
for refractory dyspnoea and delirium close to death, but
appropriateness of sedation is controversial for dementia
patients and existential suffering [1–3, 5, 20, 23].

Second important finding is the fact, although we had pre-
pared the RASS/Ramsay scores as indications of sedation
levels in the initial round, some experts recommended other
option, i.e. Bsedation titrated to patient/family report
adequacy.^ In the round, 29–64% of the respondents reported
that titration to the dose where patient/family reported adequa-
cy was the best indication to describe sedation levels. This
finding is consistent with the key concept of palliative seda-
tion that treatment goal is symptom relief, not consciousness
level itself [1–3, 5]. These findings raise one research question
to be explored further, i.e. what the best indicator to describe
sedation level in performing palliative sedation is. Although
some experts recommend the RASS as useful indicators [24,
25], the RASS is originally a measure of consciousness, not
symptom intensity, and may be regarded as a second outcome
of symptom palliation. Some empirical studies used the STAS
(Support Team Assessment Schedule) or Discomfort scale as
outcome measures, but these tools are not fully validated in
this setting [26–29]. We believe therefore a new tool or mod-
ification of the RASS or the Ramsay scale to directly measure
symptom intensity is urgently necessary.

Third and the most important finding is the fact that al-
though we had prepared rapid/slow sedation concepts as a
sedation type, some experts recommended proportional seda-
tion as a strong option. Finally, a considerable number of the
respondents (30–62%) agreed that proportional sedation was

Table 4 Opinions of the experts who selected to perform palliative sedation (n (%)). Round-1 (N = 34) and round-2 (N = 27)

Options Clinical scenario 1 Clinical scenario 2 Clinical scenario 3 Clinical scenario 4 Clinical scenario 5

R1 R2 R1 R2 R1 R2 R1 R2 R1 R2

Palliative sedation level

Mild palliative sedation 6 (17) 1 (4) 9 (28) 3 (11) ? 0 8 (38) 6 (43) 4 (31) 2 (20)

Moderate palliative sedation 7 (20) 6 (22) 7 (22) 3 (11) ? 5 (21) 3 (14) 1 (7) 2 (15) 0

Deep palliative sedation 11 (32) 7 (26) 7 (22) 2 (8) ? 2 (8) 6 (28) 2 (14) 3 (23) 1 (10)

Complete palliative sedation 5 (15) 3 (11) 4 (12) 2 (8) ? 4 (17) 2 (10) 1 (7) 2 (15) 1 (10)

Sedation titrated to patient/family
caregivers report adequacy

(a) 10 (37) (a) 16 (64) ? 13 (54) (a) 4 (29) (a) 6 (60)

No above options 5 (15) 0 5 (16) 0 2 (10) 0 2 (15) 0

Palliative sedation type

I would initiate CPS quickly 19 (56) 12 (44) 11 (34) 3 (11) 13 (43) 6 (25) 5 (24) 1 (3) 4 (31) 3 (30)

I would initiate CPS slowly 15 (44) 7 (26) 20 (62) 7 (27) 13 (43) 7 (29) 14 (66) 5 (18) 9 (69) 1 (10)

I would titrate proportional sedation a 8 (30) a 16 (62) a 11 (46) a 8 (30) a 6 (60)

No above options 0 0 1 (3) 0 4 (13) 0 2 (10) 0

CPS continuous palliative sedation, TPS transitory palliative sedation, ? data not available by computer error
a Questions only in R-2

Support Care Cancer (2019) 27:1647–1654 1651



the best description for sedation types. This is consistent with
recent debates about the potential typology of palliative seda-
tion [1–6]. Some empirical and religious research proposed
the differentiation of two practices, gradual/proportional seda-
tion vs. rapid/sudden/emergent sedation (sedation to uncon-
sciousness); some experts however dissent this proposal and
maintain that there is just only one proportional sedation [4,
6–9, 11, 29]. Conceptually, all medical practice should be
performed proportionally appropriate to patient situation,
and we agree that rapid/sudden sedation is surely a part of
proportional sedation. The focus of research is therefore
whether differentiation of sudden vs. proportional sedation is
useful in clinical practice and ethical discussion. Very recent
study demonstrated that two types of sedation achieved indeed
different outcomes if performed using intervention protocols
[30]. Further discussion is undoubtedly needed to clarify what
Bproportional^means in clinical practice and the usefulness of
potential classifications of two types of palliative sedation.

This study has several limitations. First, vignettes and reply
options were made through careful discussion among the au-
thors, but formal face validity or cognitive testing was not
performed. Participants therefore might understand the same
vignette differently. Second, as this study intended to explore
general trends of the international expert opinions, the results
should be confirmed in a large international survey.

In conclusion, international experts generally agree use of
sedations for patients with refractory dyspnoea and delirium in
last days of life. However, there are inconsistencies in their
terminology of sedation types (rapid, slow or proportional)
and sedation levels (described as RASS/Ramsay scale or de-
fined as patient/family report of symptom relief). Further ef-
forts are needed to create a common language about interna-
tionally common clinical practice using sedatives.

Expert panel

The following people participated in the expert panel of the
current study in at least one of the two rounds (only 17
panellists agreed to be identified). Their participation does
not imply that they agree with the results and conclusions
from the study: Radbruch L (Germany), van Deijck RHPD
(The Netherlands), Verhagen C (The Netherlands), Hagen
DF (No rway ) , Men t e n J (Be l g i um ) , Vi s s e r K
(The Netherlands), Wilcok A (UK), Roider-Schur S
(Austria), Larkin P (Ireland), Bruera E (USA), Bascom P
(USA), Henry B (Canada), Fainsinger R (Canada), Imai K
(Japan), Tsuneto S (Japan), Sang-Yeon Suh (South Korea),
Giles A (Australia).
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Appendix 1. Vignettes

1. Seventy-four-year-old woman with end-stage pancreatic
cancer and liver failure, irreversible hyperactive delirium with
significant psychomotor agitation and no response to
levomepromazine 300 mg/day combined with intermittent
use of benzodiazepines. Oligoanuria, impaired intake. PPS
10. Twenty-four breaths per minute, 105 beats per minute,
oxygen saturation of 85%, death rattle in both lung fields.
The estimated survival of the patient is Bdays^ according to
the Prognosis in Palliative Care Study predictor model-A. She
has previously stated to agree to receive pharmacological
agents to reduce consciousness in order to relieve the suffering
in the last days of her life. Her family has agreed to respect her
decision.
2. Forty-four-year-old male with end-stage lung cancer, bed-
ridden and dependent for all basic activities of daily living due
to severe respiratory failure with continuous dyspnoea at rest
refractory to all treatments, including parenteral opioids and
oxygen. The patient is alert and not depressed. No delirium.
Presence of premortemwheezing with an oxygen saturation of
89% and a breathing rate of 28 breaths/min. PPS 10%. Using
the Prognosis in Palliative Care Study predictor model-A, the
estimated survival of the patient is days. He has explicitly
stated to his physician, BI want to die right without any suf-
fering. I agree to sleep until I die if it is necessary .̂ His family
has agreed to respect his decision.
3. Sixty-four-year-old male with end-stage GOLD IV COPD.
Bedridden and dependent for all basic activities of daily living
due to severe respiratory failure with continuous dyspnoea at
rest (impaired oral intake and communication) refractory to all
treatments, including antibiotic, opioids and NIMV. The pa-
tient is alert and not depressed. No delirium. Twenty-eight
breaths per minute, oxygen saturation of 86% despite of ade-
quate oxygen therapy, 110 beats per minute. Presence of death
rattle. Estimated survival of less than 3–4 days. The patient
has been informed of his diagnosis, conditions of his illness,
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and prognosis. He has explicitly and repeatedly stated to his
physician, BI want you to help die right without suffering by
my inability to get enough air, if possible. If you can’t do that,
then I want to be unconscious until I die^.
4. Eighty-six-year-old patient with end-stage of Alzheimer’s
disease (stage 7f on the Reisberg scale). Eyes remain open.
Presents with foetal position and interrupted whimpers when
moving, which make the staff caring for him doubt whether he
is suffering, in spite of increasing the dosage of morphine to
60 mg/day. Estimated survival of 2–4 days, presence of
oligoanuria, premortem wheezing, 28 breaths per minute, ox-
ygen saturation of 84%, 102 beats per minute. His family feels
that he is suffering.
5. Thirty-six-year-old patient with end-stage cervical cancer.
Presents with symptoms of irreversible complete intestinal
obstruction, which has lasted for 20 days. Controlled vomiting
and pain; abscessified tumour implant in the abdominal wall
with enterocutaneous fistula. In addition, rectovaginal fistula,
with fecaloid vaginal discharge. Irreversible coagulopathy
with a high risk of massive bleeding. Bedridden due to neo-
plastic asthenia with a score of 8/10 on the VAS and requires
help for all basic ADLs. Palliative Performance Scale 20%.
She is alert; no sign of delirium. The estimated survival of the
patient is days according to the Prognosis in Palliative Care
Study predictor model-A. When informed of the diagnosis
and the prognosis of days, the patient expresses a desire to
end her life due to spiritual distress. She feels like she is a
burden and expresses profound despair. As a result, she re-
quests to be asleep during the final days of her life, in mutual
agreement with her family. She does not recognise the pres-
ence of emotional disturbance, and her score on the hospital
scale of anxiety and depression is 10 points.

Appendix 2. Questions regarding clinical
scenarios

Question 1. Faced with the clinical situation, your treatment
plan would be:

& Perform continuous sedation (CPS), a state of decreased
or absent awareness in different levels (proportional, light,
moderate or deep sedation), until death

& Perform only transitory/intermittent sedation (transitory
state of decreased or absent awareness) in situations of
exacerbations of severe dyspnoea, but not continuous
sedation

& None of the above options, I would select other treatments

Question 2. If you decide to perform continuous sedation until
death, you would do so in the following manner…

& I would initiate continuous sedation quickly in order to
decrease awareness within 30–60 min

& I would initiate sedation slowly and progressively to de-
crease awareness in a few hours

& Using repeated dosing of a sedative, I would titrate seda-
tion to a level where that patient indicated they have ade-
quate relief, and then maintain the level with a continual
infusion titrated to patient report of adequacy

& I would not perform sedation (I would not reduce patient’s
consciousness level), I would select other treatments

Question 3. If you perform continuous sedation until death,
the level/depth of sedation, which you consider appropriate
for the patient, would be…

& Complete sedation (the patient does not respond to any
stimuli: RASS -5 or level 6 on the Ramsay sedation scale)

& Deep sedation (the patient responds to tactile stimuli with
eye opening or body movements: RASS-4 or level 5 on
the Ramsay sedation scale)

& Moderate sedation (the patient responds to verbal stimuli
with eye opening or body movements: RASS-3 or level 4
on the Ramsay sedation scale)

& Mild sedation (the patient responds to verbal stimuli with
eye contact: RASS-2 or level 3 on the Ramsay sedation
scale)

& Using repeated dosing of a sedative, I would titrate seda-
tion to a level where that patient indicated they have ade-
quate relief, and then maintain the level with a continual
infusion titrated to patient report of adequacy

& None of the above options
& I would not perform palliative sedation (I would not re-

duce patient’s consciousness level), I would select other
treatments
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