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In 2012, the Canadian Society of Palliative Medicine (CSPM) created a framework to 
standardize policies on Continuous Palliative Sedation Therapy (CPST) due to the lack of 
agreement internationally on terms, criteria, indications, and preferred medications. CPST was 
defined as the use of ongoing sedation continued until the patient's death from advanced 
diseasei.  
 
We recognize that there are a variety of types of sedation used to improve comfort, allay 
anxiety, modify symptoms of delirium and in some cases, can involve continuous sedation for a 
respite that aims to restore symptom relief following a brief period of altered consciousness 
(usually lasting hours to a day or two). This document, however, specifically addresses the use 
of continuous palliative sedation to control refractory symptoms at the end of life.  
 
Existing definitions of CPST share core principles that palliative sedation is: 1) the use of (a) 
pharmacological agent(s) to reduce consciousness; 2) reserved for treatment of intolerable and 
refractory symptoms; and 3) only considered in a patient diagnosed with an advanced 
progressive illness. Evidence continues to demonstrate a wide divergence in the understanding 
and application of these definitionsii, iii.  
 
The CSPM has ongoing concerns of potential misuses/abuses of the concept of CPST. Canada 
lacks systemic monitoring and review of sedation practices and there is scarce research 
evidence available to confirm anecdotal reports of increasing prevalence and shifting 
indications. The CSPM is concerned about the failure to consult palliative medicine prior to 
CPST initiation, the misuse of sedating medications in some cases of delirium and other 
symptoms, and the inappropriate use of CPST to treat existential suffering or to hasten 
deathiv,v,vi. 
 
Key Messages 
 
Here are key messages based on a literature review of palliative sedation studies and reviews:  
 

1. Palliative medicine’s central intention and goal of therapy is to enable patients with 
serious illness to live as fully as possible within the limits imposed by their illness. 
Palliative care neither seeks to hasten nor prolong the dying process. 
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2. Dying is a normal human process that is often preceded by a period of increased 
somnolence and decreased consciousness caused by the underlying illness. 

3. Symptom management medications, in some cases, can produce unintended side-
effects on sleep and consciousness, always weighing benefit against side effects. When 
medication is carefully titrated, these seldom play a significant role in the natural 
process of decreased responsiveness prior to death and should not be described as 
palliative sedation. It is normal dying and good palliative care. 

4. Public media attention to palliative sedation can give an inaccurate portrait of the last 
days of life. In fact, when palliative care is used to address physical, psychological, and 
existential suffering early in the disease, a crescendo of symptoms and distress at the 
end of life is uncommonvii. Equally important is education on what the natural dying 
process looks like, to address the general public’s fears of future suffering and to 
provide families with information and reassurance to reframe their experience of 
systemic changes that are part of normal dying. 

5. Palliative medicine teaches the art and science of dose titration for opioids and other 
symptom relief medications. This ‘principle of proportionality’ also applies to medications 
used for palliative sedation. Benefit is maximized and harm minimized when treatments 
and dosages are ‘just enough’ i.e. proportional to the symptom being managed. 

6. Palliative medicine promotes an individualized care plan for each patient, which includes 
being symptom specific. The medications for severe dyspnea may differ from those for 
delirium or pain.  

7. Prognosis is important when considering CPST. When caring for a patient whose 
clinical indicators point to a prognosis of days, the assessment and treatment of agitated 
delirium will be different from for a patient with months to live. The principles of 
proportionality and focusing on the symptom will remain the same, but a very short 
prognosis will impact the potential benefits and harms of any investigation or therapy.  
CPST should be limited to those with a prognosis of hours to days.  

8. A patient with symptoms judged to be refractory should not receive CPST without first 
seeking a consultation with a multidisciplinary palliative care team that includes a 
physician with palliative medicine expertise.  

9. Witnessing another person’s suffering often distresses health care professionals. 
Clinicians need to recognize the limits of their expertise and seek assistance from other 
professionals to make clinical decisions based on knowledge and guidelines as 
opposed to their own distress.  
 

Indications for CPST:    
 
There may be times when an imminently dying patient’s symptoms become refractory to all 
standard measures. Despite the interventions of the specialized palliative care teams, the 
symptoms may become so overwhelming that they overtake the patient’s consciousness.  
Examples include status epilepticus /generalized seizures, severe agitated delirium, airway 
obstruction, severe dyspnea, sudden large hemorrhage, and large pulmonary embolus. In these 
uncommon situations, when the specialist palliative care team has determined there is little 
chance for the patient to remain alert and achieve good symptom control, CPST is used to 
restore calm to the patient through sedation. The intention is sedation to a comfortable state, not 
death. The over-arching goal remains symptom relief, recognizing that a change in level of 
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consciousness may be required to achieve it. The patient dies from their illness and not from 
Continuous Palliative Sedation Therapy. 
 
Existential Distress:   
 
Existential distress results from being unable to manage stressors that challenge fundamental 
expectations about human life, such as assumptions about freedom and controlviii. Definitions 
vary and are often vague, but most agree that the term 'existential distress' refers to distressing 
thoughts and emotions that do not arise from delirium or other physical or cognitive changes 
caused by the illness. This distress does not meet diagnostic criteria for anxiety, depression, or 
other psychiatric disorders. The suffering is characterized by distressing thoughts and emotions, 
including feelings of hopelessness, loss of meaning and dignity, fear of being a burden and 
dying, or demoralizationix,x. There is no reliable method to determine when these symptoms 
have become irremediable. 
 
The CSPM does not recommend the use of CPST to manage existential distress. Crises of a 
psychological or existential nature can occur much earlier in the course of illness and CPST 
could significantly affect prognosis.xi Thoughts and feelings that can be described as ‘existential 
distress’ occur at some point in illness in a substantial portion of patients. However, these 
symptoms fluctuate widely over time and have been shown to respond to a variety of therapeutic 
approaches. When psychological and spiritual/existential suffering is the prominent issue, and 
physical symptoms are not overwhelming, the patient requires ‘intensive caring’xii which can 
include dignity therapyxiii, cognitive behavioural therapyxiv, psychosocial oncology techniquesxv 
or a wide variety of therapies and supportive actions to enhance meaning and reframe hopexvi. 
All these therapies require preserved consciousness.  
 
New therapies such as psylocibin are being investigated and this therapy, though it alters 
consciousness, is temporary and has shown promise in aiding some peoplexvii. It is crucial that 
research continue on therapies to relieve existential distress. 
 
Recommendations:  
 
The CSPM urges all health care professionals to review their own individual use of sedation and 
to encourage the development of policies and quality improvement processes in all the settings 
in which they practice.  
 
Secondly, authorities at all levels of the healthcare system should monitor, review and research 
the use of CPST including adherence to guidelines, prevalence, specific indications, therapeutic 
results and CPST use without palliative care consultation.  
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