
 
 

HPNA Position Statement 
Palliative Sedation 

 
It is the position of the Hospice and Palliative Nurses Association (HPNA) that:  
  

• The goal of hospice and palliative care is to maximize comfort and minimize distressing 
symptoms for patients and their families across the lifespan. However, in some instances, 
traditional interventions for palliative symptom management may not be sufficient to 
bring adequate relief to dying patients (refractory symptoms). 

• Palliative sedation (also called controlled sedation) can relieve intolerable and refractory 
symptoms (e.g., pain, delirium, dyspnea) through controlled titration of medications that 
decrease the level of consciousness in patients with advanced, incurable illnesses. This 
may be an appropriate intervention to reduce suffering for patients in their last days of 
life.1-3 

• Palliative sedation differs from other interventions because of the depth and duration of 
the sedation (mild, intermediate, or deep), and it may be delivered intermittently or 
continuously.4  

• As with any medical intervention, palliative sedation requires a medical indication,5,6 and 
the following criteria should be met: (1) death is imminent; (2) symptoms are intolerable 
and refractory, and no other treatments can address the symptoms; (3) the plan of 
sedation and risks/benefits are made explicitly clear through an informed consent process 
with the patient or surrogate decision-maker.4,5,7  

• As with all aspects of palliative nursing, clinicians providing palliative sedation must apply 
evidence-based care and principles of ethical practice.8 

• Hospice and palliative nurses must understand: 
o The indications for and clinical use of palliative sedation, as well as the ethical and 

legal principles for its use.9  
o The intent of palliative sedation is to reduce suffering by the controlled induction 

of sedation to manage refractory symptoms in the dying patient. 
o It is not to be used for the purpose of hastening death.10-12 

  
Background 
Patients at the end of life may suffer from physical and psychological symptoms. Although 
palliative interventions are available to treat these symptoms, sometimes dying patients may 
experience intractable symptoms that are unrelieved by traditional therapies. Palliative sedation 
is a well-established and accepted practice to relieve these often difficult-to-manage 
symptoms.13 Palliative sedation may be needed as an intervention to relieve intolerable suffering 
in adult and pediatric patients with advanced, incurable illnesses.6,14 In such circumstances, 
palliative sedation is intended to relieve symptoms and provide comfort.10,11  
 
 



 
 
Palliative sedation involves the administration of sedative medications to reduce consciousness, 
thereby alleviating refractory symptoms when other treatments have failed. This practice is 
primarily employed in end-of-life care for patients experiencing severe, uncontrollable 
symptoms. Palliative sedation is distinct from conscious sedation for procedures, respite 
sedation, and sedation resulting from medications alone.15 
 
Previously called terminal sedation, the name was modified to more accurately reflect the intent 
and application of its use—to palliate the patient’s experience of symptoms rather than to cause 
or hasten death.10,11 Other terms include total sedation, sedation for intractable symptoms at 
end of life, continuous sedation, or prolonged sedation.16 The use of terms other than palliative 
sedation is guided by the specific clinical context (emergent versus planned), the expected 
duration of sedation (temporary versus continuous until death), and the depth of the sedation 
required (mild/conscious versus deep sedation). The lack of use of consistent terminology may 
lead to ambiguity, confusion, and controversy in clinical practice, research, and societal 
discussions.5,17  
 
Palliative sedation can be delivered in a variety of settings, and administration is dependent 
upon the clinical situation and wishes of the patient/surrogate decision-maker18,19 The use of 
palliative sedation requires discussion with a multidisciplinary team of professionals with 
different areas of expertise who are working together to treat a patient’s condition, as well as 
prudent application, broad clinical experience, and good practice.4,20,21 The prevalence of 
palliative sedation varies widely, ranging from about 5% to more than 50% of terminally ill 
patients.22-25 The wide variation in reported prevalence is likely due to factors such as a lack of a 
uniform definition of palliative sedation, differences in clinical practices and attitudes, religious 
and cultural factors, and variations among healthcare institutions and countries.5 
 
Palliative sedation can be used for children.3,9,23 Parents and guardians have the legal authority to 
make decisions regarding treatment for their children younger than 18 years if the parents or 
guardians are considered to have their children’s best interest at heart. Thus, palliative sedation 
may be part of conversations with pediatric patients and their families. However, the child’s views 
and preferences for medical care, including assent and refusal for treatment (when 
developmentally appropriate), should be documented and given appropriate weight in decision-
making about palliative sedation. When the child’s wishes differ from those of the adult decision-
maker, an ethics committee may be utilized to assist the child as well as the family.26 
 
In recent years, the use of palliative sedation has gained increased attention in medical literature 
and clinical practice. A study published in 2023 revealed that the median survival time after 
initiating palliative sedation was 25 hours, with an interquartile range of 8–48 hours.27 This 
finding highlights the typically short duration between the start of sedation and the patient's 
death, emphasizing its application in the final stages of life. However, it is important to note that 
palliative sedation is not intended to hasten death but rather to provide relief from unbearable 
suffering. 



 
 
The practice of palliative sedation may be distressing for families and staff,6 particularly if it 
reduces consciousness to a point where the patient cannot interact with others and/or nutrition 
and hydration are withheld.28 Ethical concerns may be alleviated through shared decision-making 
with the patient (if able), family/surrogate decision maker, and the team, reiterating that 
palliative sedation does not shorten survival and explaining the difference between palliative 
sedation and euthanasia.  
 
Practice of Palliative Sedation 
The practice of palliative sedation is grounded in the precepts of dignity, autonomy, 
beneficence, fidelity, and nonmaleficence.29 These principles support the right of the individual 
to make healthcare decisions based on personal values and quality-of-life considerations,29 and 
they reinforce the responsibility of clinicians to provide humane and compassionate care. The 
practice of palliative sedation is supported by the 1997 U.S. Supreme Court decisions in Vacco v. 
Quill30 and Washington v. Glucksberg,31 which state that a patient who is suffering from a 
terminal illness and who is experiencing great pain has no legal barriers to obtaining medication 
to alleviate that suffering, even to the point of unintentionally causing unconsciousness and 
hastening death.  
 
The use of medication to promote comfort and relieve pain in dying patients is supported by the 
American Nurses Association’s Code of Ethics for Nurses with Interpretive Statements, which 
states, “The nurse should provide interventions to relieve pain and other symptoms in the dying 
patient even if those interventions entail the risk of hastening death. However, a nurse may not 
act with the intent to end a patient’s life even if motivated by compassion, respect for patient 
autonomy, and quality-of-life considerations.”32 
  
The process of palliative sedation first requires a comprehensive assessment of the patient by the 
interdisciplinary team to determine the refractory nature of symptoms and subsequent 
suffering.33 Communication with the patient, family/significant other/surrogate decision-maker, 
and other healthcare providers about the use and levels (mild, intermediate, deep) of palliative 
sedation is essential.34 Collaboration with the multidisciplinary team validates the 
appropriateness of palliative sedation and reduces the emotional burden for all involved.4,20,21 

Much like other palliative procedures, palliative sedation requires formal informed 
consent. Patients and/or their surrogates should receive a full explanation of the goal of palliative 
sedation, what it is and isn’t, medications used, and expected outcomes.28 The possibility of death 
should be discussed, and the informed consent process should be documented.35  
 
Patient comfort is the priority with palliative sedation.36 The process focuses on using sedative 
and analgesic medications to treat refractory pain and symptoms. Attempts at resuscitation are 
generally viewed as inconsistent with palliative sedation; however, decisions to withhold or 
withdraw other life-sustaining therapies or nutrition and hydration are best made separately 
from the decision to use palliative sedation.28 Such discussions should occur prior to initiating 
palliative sedation.37 It is important to recognize that although reliable strategies  



 
 
exist to assess and treat physical suffering, when a patient is experiencing existential suffering, 
other interventions may be needed to lessen the patient’s distress. In all cases, the sources of 
suffering should be assessed and should guide recommended treatments. Inclusion of 
chaplaincy, social work, and other disciplines may be needed to address suffering.  
 
There should be clear documentation during the use of palliative sedation that it is a last-resort 
therapy. Documentation should include pain or other symptoms that are intractable; previously 
tried and failed treatments (e.g., medications and interventions); multidisciplinary consultations 
(e.g., chaplaincy, psychiatry, social services, pain services) to help manage pain and symptoms; 
elements of informed consent; the plan for palliative sedation, focusing on the medication(s); 
and the actual process that occurred, including which medications were used, the dosages, the 
patient’s response to medications, and the family’s or community’s coping process.35,38 

 
Education  

• Hospice and palliative nurses must possess sufficient knowledge about the clinical aspects, 
procedures, and ways to support families regarding the use of palliative sedation to inform 
patients, families, and other healthcare providers in making decisions about its use.  

• Adequate knowledge of correct medications and co-medications, in addition to hydration 
and nutrition therapies, used during palliative sedation is critical.39 

• Educational efforts are needed regarding the intent and practice of palliative sedation37, as 
a lack of familiarity leads to discomfort and reluctance to participate in palliative sedation, 
creating a barrier that crosses all practice settings.37 

  
Clinical Practice  

• Interventions and appropriate escalation of analgesic and/or sedative doses should be 
used to relieve suffering without the intention of hastening death.  

• Optimal care includes consultation with palliative care specialists prior to the decision to 
implement palliative sedation to ensure the appropriateness of this intervention. Hospice 
and palliative nurses should consult with interdisciplinary colleagues, including physicians, 
advanced practice registered nurses (APRNs), psychiatrists, psychologists, ethicists, 
chaplains, social workers, and pharmacists, to ensure that all potential treatment options 
are explored and trialed and that no further options exist except palliative sedation.16 

• A planned interruption of sedation is recommended, whenever possible, to reassess the 
patient and their ongoing need for palliative sedation.13 

• A nurse or other clinician may object to the use of palliative sedation and have the right to 
abstain from care. However, nurses who choose not to participate in palliative sedation 
are directed to continue to provide care until responsibility for care is transferred to an 
equally competent colleague to avoid abandonment of the patient.  
 

Policy  
• Hospice and palliative registered nurses (RNs) and APRNs should understand their scope of 

practice within their organization and state in terms of care delivery.12,40 



 
 
• When palliative sedation is offered as part of the plan of care, organizational policies and 

procedures are in place to establish a consistent and agreed-upon process. At a minimum, 
these policies and procedures should include the roles of the bedside RN, APRN, physician, 
and pharmacist, as well as the requirement of a palliative care consultation or a pain 
consultation. 

• Nurses should participate in the development of policies and procedures to treat 
refractory symptoms.  

• It is the nurse’s role to provide information about palliative sedation and how it differs 
from hastening death or medical aid in dying to the patient and their family/support 
persons.  

• Informed consent must be used for palliative sedation. Patients who lack decision-making 
capacity and who do not have a previously designated surrogate decision-maker should 
have such a person named in accordance with state, local, and institutional regulations 
who can assist with informed consent for palliative sedation.  

  
Leadership  

• Hospice and palliative nurses should support patients, families, and colleagues in the 
decision-making process of palliative sedation.  

• It is also the role of hospice and palliative nurses to advocate for care that is consistent 
with the stated wishes of the patient and their surrogates, whereby palliative sedation 
may be appropriate to treat intolerable suffering, promote comfort, and optimize 
dignity.12  

 
Research 

• Exploring the influence of culture on refractory symptoms and the use of palliative 
sedation is an important area of research.  

• Studies that identify patients who are most likely to benefit from palliative sedation could 
facilitate early identification of high-risk patients with refractory symptoms in practice.41  

• Examining healthcare professionals’ perspectives about facilitators and barriers to 
implementing palliative sedation can guide practice improvement.  

• Research is needed on the use of palliative sedation to treat existential suffering,8 
determinants of palliative sedation that can facilitate early identification of patients with 
refractory symptoms who might benefit from this treatment,42 and the ethical challenges 
associated with all forms of palliative sedation.7 

• Research should move from generalized or descriptive accounts of reasons for sedation, 
medications used, and modes and duration of sedation to more nuanced studies related 
to specific indications, approaches, and outcomes.43  
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