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Abstract
Palliative sedation is an option of last resort to control refractory suffering. In order to better understand
palliative-care nurses’ attitudes to palliative sedation, an anonymous questionnaire was sent to all nurses
(589) employed in palliative care in Flanders (Belgium). In all, 70.5% of the nurses (n = 415) responded.
A large majority did not agree that euthanasia is preferable to palliative sedation, were against non-
voluntary euthanasia in the case of a deeply and continuously sedated patient and considered it generally
better not to administer artificial floods or fluids to such a patient. Two clusters were found: 58.5%
belonged to the cluster of advocates of deep and continuous sedation and 41.5% belonged to the cluster
of nurses restricting the application of deep and continuous sedation. These differences notwithstanding,
overall the attitudes of the nurses are in accordance with the practice and policy of palliative sedation in
Flemish palliative-care units.
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Introduction

Despite advances in pain and symptom management, sometimes at the end of a protracted disease such as
cancer symptoms can turn out to be uncontrollable. In such cases, the palliative-care teammay use palliative
sedation to control refractory suffering as an option of last resort.1,2 Palliative sedation is ‘the intentional
administration of sedative drugs in dosages and combinations required to reduce the consciousness of a ter-
minal patient as much as necessary to adequately relieve one or more refractory symptoms’.3–6 There can be
different levels of palliative sedation depending on the way in which it is used (intermittent and acute) and
the dosages administered (mild/light and deep).7,8

In the literature regarding this topic, there is no agreement regarding the frequency of palliative sedation
in terminal patients. These variations may not only be due to the different contexts in which the studies were
undertaken but also due to varying levels of knowledge about palliative sedation among those who com-
pleted the questionnaires and, furthermore, to differences in definitions, research aims and methodology.9

For instance, in Flanders, the Dutch-speaking region of Belgium, in 2007, Chambaere et al.10 estimated the
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incidence of ‘continuous deep sedation until death’ at 14.5% of all deaths on the basis of a death-certificate
study. A much lower frequency of palliative sedation was observed by Claessens et al.8 who found in a pro-
spective longitudinal descriptive study, covering the period September 2004 to April 2005, that only 7.5%
of patients admitted to Flemish palliative-care units had received palliative sedation.

Palliative sedation continues to be a much-debated ethical topic. Recently, this became once again clear
in the manifold and diverse reactions in the American Journal of Bioethics to the article of Raus et al.,11 who
had argued that continuous sedation at the end of life is not always a preferable alternative to physician-
assisted suicide. A decision to sedate a patient suffering from refractory symptoms in palliative care is never
easy and involves the making of difficult ethical decisions as the treatment affects the patient’s capacity to
act, feel, think and interact with people. Such decisions may also have an impact on the professional care-
givers, and especially the nurses, who have been caring daily for the terminal patient. When a decision to
sedate a patient is taken, nurses are generally actively involved in informing the patients and their relatives
about palliative sedation, in the administration of the sedative drugs, in the regular assessment of the con-
dition of the patient and in the total care for the sedated person.12,13 Such experiences confront nurses with
the ethical complexity of palliative sedation. Studies have shown that nurses experience that ethical prob-
lems are entangled with deep and continuous palliative sedation.13–15 It has also been observed that invol-
vement in the administration of palliative sedation can be a source of emotional burden for nurses.16,17

These facts illustrate that it is important to gain more insight into the attitudes of nurses to palliative sedation
and into factors that may influence their attitudes.

The attitudes of palliative-care nurses may be influenced by various factors, such as gender, age, amount
of experience with the care of dying patients and religion or world view. In earlier studies, these factors have
been found to influence nurses’ attitudes to treatment decisions in advanced disease and euthanasia, in par-
ticular.18 Especially the influence of religion and world view on nurses’ attitudes to euthanasia, that is, ‘the
intentional administration of lethal drugs in order to painlessly terminate the life of a patient suffering from
an incurable condition deemed unbearable’,3,4,19 has been attested in the literature.20,21 The above-
mentioned factors may influence the attitudes of palliative-care nurses to palliative sedation as well. A con-
crete indication for the possible influence of religion and world view on these attitudes can be derived from
a study by Seale who assessed the association between religion and medical decisions at the end of life. He
observed that physicians who had indicated to be non-religious were more likely to have administered ‘con-
tinuous deep sedation until death’.22 This observation is in line with the earlier finding of Curlin et al.23 who
noted that highly religious physicians were more likely to disapprove of ‘terminal sedation’, which was
defined as ‘sedation to unconsciousness in dying patients’. On this basis, we could indeed expect nurses’
attitudes to palliative sedation to be influenced by religion or world view as well. However, Inghelbrecht
et al.24 noted a more diverse influence of religion on Flemish nurses’ attitudes to ‘bringing the patient into
a coma until death’. The researchers inquired after the nurses’ religious affiliation and the importance they
attributed to ‘religion/philosophy of life in their professional attitudes towards end-of-life decisions’ with a
‘possible or certain life-shortening effect’. There was no effect of religious affiliation and importance of
religion on the nurses’ answers to the statement ‘Bringing the patient into a coma until death is an optimal
dying process, especially if this is the only way to bring the patient’s suffering under control’. However,
there was an effect of importance of religion on the nurses’ answers to the statement ‘I would in no case
be prepared to administer the drugs to bring the patient into a coma until death’. Nurses stating that their
religion was important were more often in agreement with the above statement.24

Aim of the study

We intended to study nurses’ attitudes to palliative sedation and assess the influence of demographic variables,
including religion and world view on these attitudes. We decided to focus on the ethical attitudes of palliative-
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care nurses. Their attitudes are of particular interest. Not only are palliative-care nurses more likely to be con-
frontedwith patients in need of palliative sedation but due to palliative-care education and training, they can also
be expected to be knowledgeable about this issue. For these reasons, the attitudes of palliative-care nurses to
palliative sedation may differ from those of nurses working in other settings. Available studies on palliative-
care nurses and palliative sedation are either small scale involving only a limited number of palliative-care
nurses13–15 or are focused on the emotional burden caused by palliative sedation.17 There have been no
large-scale quantitative studies of palliative-care nurses’ ethical attitudes to palliative sedation. Therefore, we
opted to undertake a quantitative study of these attitudes.

To this purpose,weuseddata froma surveyconducted in 2006by the InterdisciplinaryCentre for theStudyof
Religion andWorld View (Katholieke Universiteit Leuven) and the Flemish Palliative Care Federation. In this
survey, Flemish palliative-care nurses were requested to indicate their opinion on a large number of statements
regarding treatment decisions in advanced disease, including palliative sedation. Only recently, in December
2010, the Flemish Palliative Care Federation issued its guideline on palliative sedation.25 While assessing the
data, it has to be taken into consideration that they were collected before the issuing of the guideline.

Method

In the middle of May 2006, an anonymous self-administered questionnaire was sent to all nurses (n¼ 589)
working in Flemish palliative care. The Flemish Palliative Care Federation had provided the addresses of
the nurses. Since the researchers did not know the nurses’ names but only the number of nurses working in
each medical institution, each institution received a package containing a questionnaire for every registered
palliative-care nurse as well as an accompanying letter requesting that there be a distribution of the ques-
tionnaires among the palliative-care nurses. Earlier, the questionnaire had been presented for evaluation to a
team of palliative-care experts and sociologists. The questionnaire had also received approval from the
Flemish Palliative Care Federation and its ethics steering group.

The questionnaire consisted of three parts. In the first part, the nurses were requested to provide demo-
graphic information, including gender, age and years of experience in palliative care. In the second part, the
respondents were asked to provide information concerning their religion or world view. The third part of the
questionnaire consisted of a list of attitudinal statements on which the respondents had to give their opinion
using a five-point Likert scale. Ten statements dealt with palliative sedation. To avoid confusion over the
meaning of terms, definitions of palliative sedation and voluntary and non-voluntary euthanasia were given
in the questionnaire. To complete the questionnaire, a duration of approximately 30–40 min was needed.
Together with the questionnaires, the nurses received stamped return envelopes to mail back completed
questionnaires. In the beginning of June, a follow-up mailing reminding the nurses about the questionnaires
was sent to all of the nurses. At the end of June, a third mailing was sent again to all of the nurses. All nurses
received a second reminder. The cut-off date for responses was 31 August 2006. Four hundred and fifteen
nurses (70.5%) returned completed questionnaires.

In order to gain a more systematic insight into the nurses’ attitudes to palliative sedation, we decided to
perform a latent-class analysis on the nurses’ opinions on the 10 statements regarding palliative sedation.
This analysis would allow us to divide the nurses into different attitudinal clusters or groups, each of them
containing nurses with similar attitudes to palliative sedation. To assess the effect of demographic variables
on the palliative-sedation clusters, we used the Pearson chi-square and Kruksal–Wallis tests. To evaluate the
effect of religion and world view on the palliative-sedation clusters, we compared these clusters with reli-
gious or ideological clusters using the Pearson chi-square test. The religious or ideological clusters were
obtained by performing a latent-class analysis on the nurses’ answers to the questions regarding their religion
and world view in the second part of the questionnaire. This analysis has been described elsewhere.26 Five
religious or ideological clusters were found: atheists/agnostics (66 nurses, 18.3%), ‘doubters’ (64 nurses,
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17.8%), churchgoing respondents (106 nurses, 29.4%), religious but not churchgoing respondents (64 nurses,
17.8%) and devout churchgoing respondents (60 nurses, 16.7%). For the statistical analysis, R 2.4.1 was used
(www.r-project.org). For the latent-class analysis, the poLCA-package was utilised.27,28

Results

Forty-nine nurses (11.8%) were males and 366 (88.2%) were females. The mean age was 43.6 (standard
deviation (SD) ¼ 8.9). The mean number of years of professional experience in palliative care was 5.9
(SD ¼ 3.5, 10 nurses did not respond). The answers to the questions enquiring about attitudes towards pal-
liative sedation have been given in Table 1. As a group, Flemish palliative nurses did not support the state-
ment that euthanasia would be more humane than palliative sedation. In all, 75.6% of the nurses disagreed
or strongly disagreed with that statement. Still, only one-fifth was convinced that due to palliative sedation
there is no need for euthanasia. In all, 74.9% were convinced that euthanasia requests by the family of a
patient in deep and continuous sedation should be rejected. Most nurses (94.1%) agreed or strongly agreed
that in cases of deep and simultaneously continuous sedation, artificial hydration or nutrition should not be
given. More than 60% were of the opinion that permission of the patient should be required before admin-
istering deep and continuous sedation. More than half of the nurses thought that deep and simultaneously
continuous sedation should only be administered when life expectancy is very limited. But nurses were
divided as to whether deep sedation can be administered immediately or whether it has to be preceded
by mild sedation. On the other hand, nearly 60% did not consider it necessary to first attempt to control
refractory symptoms with intermittent sedation before administering continuous sedation.

In order to divide the nurses into different attitudinal groups regarding palliative sedation, a latent-class anal-
ysis was fitted, treating the manifest variables as nominal data. To reduce the number of parameters, the answer
categories 1 (strongly disagree) and 2 (disagree) were recoded to 1 (disagree), answer category 3 (neither agree
nor disagree) was recoded to 2 (neutral) and answer categories 4 (agree) and 5 (strongly agree) were recoded to
3 (agree). Each model with two to six latent clusters was fitted 500 times. The model with the best Bayesian
information criterion (BIC) was selected. The final conditional item response probabilities for each of the clus-
ters of the retained model can be found in the plots below. The numbers on the horizontal axis refer to the items
on the questionnaire asmentioned in Table 1. The numbers one to three on the right-hand side of the plot refer to
the recoded answer categories. One is ‘disagree’. Two is ‘neutral’. Three is ‘agree’. On the basis of these plots,
the dominant characteristics of each cluster of respondents can be determined. The plots show whether mem-
bers of each of the clusters were more likely to agree (answer category 3), disagree (answer category 1) or nei-
ther agree nor disagree (answer category 2) with each of the 10 statements.

Two clusters were found: 58.5% (n¼ 231) of those nurses whose cluster membership could be determined
belonged to the first cluster, and 41.5% of the nurses (n¼ 164) weremembers of the second cluster. Both clus-
ters mainly differed in issues pertaining to deep sedation and continuous sedation. The average member of the
first cluster thought that deep and continuous sedation is only justified in the case of patients with very limited
life expectancy.Yet,manynurses in this clusterwere of a different opinion regarding this issue.Thevastmajor-
ity of themembers of the first cluster argued against the proposition that as a rule intermittent sedation and light
sedation should precede continuous and deep sedation, respectively. Therefore, we have labelled this clus-
ter the cluster of the advocates of deep and continuous sedation. The average nurse belonging to the second
cluster was convinced that deep and simultaneously continuous sedation is only justified in the case of
patients with very limited life expectancy. A substantial part of the nurses in this cluster thought that inter-
mittent sedation is required before continuous sedation. Yet, almost as many respondents were in doubt
regarding this requirement of intermittent sedation. The average member of the second cluster was of the
opinion that light sedation should be administered before proceeding to deep sedation. Members of the
second clusters are called nurses restricting the application of deep and continuous sedation.
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Table 1. Attitudes to palliative sedation

Statement regarding palliative sedation n % Frequency

1. [Voluntary] euthanasia guarantees a humane end of life in a
much better way than palliative sedation. Therefore,
according to me, [voluntary] euthanasia should be preferred
to palliative sedation.

410

1. Strongly disagree 31.0 127
2. Disagree 44.6 183
3. Neither agree nor disagree 19.0 78
4. Agree 2.9 12
5. Strongly agree 2.4 10

2. According to me, palliative sedation renders [voluntary]
euthanasia superfluous.

409

1. Strongly disagree 15.4 63
2. Disagree 46.9 192
3. Neither agree nor disagree 16.6 68
4. Agree 15.9 65
5. Strongly agree 5.1 21

3. It often happens that physicians pretend practising palliative
sedation, but are in fact intentionally shortening a patient’s life
(‘slow euthanasia’).

410

1. Strongly disagree 6,6 27
2. Disagree 29,8 122
3. Neither agree nor disagree 33,9 139
4. Agree 26,1 107
5. Strongly agree 3.7 15

4. According to me deep and simultaneously continuous sedation
is only justified in the case of patients with very limited life
expectancy (as a rule less than one week).

410

1. Strongly disagree 3.4 14
2. Disagree 26.1 107
3. Neither agree nor disagree 19.0 78
4. Agree 42.0 172
5. Strongly agree 9.5 39

5. In my opinion, as a rule artificial nutrition and hydration is not a
proper treatment in the case of a deep and simultaneously
continuous sedation.

407

1. Strongly disagree 0 0
2. Disagree 1.5 6
3. Neither agree nor disagree 4.4 18
4. Agree 46.2 188
5. Strongly agree 47.9 195

6. According to me, deep and continuous sedation is only justified
in the case of patients who have requested this treatment
explicitly or who have explicitly agreed with this treatment.

408

1. Strongly disagree 1.0 4
2. Disagree 17.6 72
3. Neither agree nor disagree 15.9 65
4. Agree 38.2 156
5. Strongly agree 27.2 111

(continued)
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Table 1. (continued)

Statement regarding palliative sedation n % Frequency

7. When, in the case of a deep and continuous sedation that lasts
longer than expected, the patient’s family indicates that
waiting for death has become unbearable and demands that
‘something’ is done, then, in my opinion, active ending of life is
ethically justified.

407

1. Strongly disagree 29.0 118
2. Disagree 45.9 187
3. Neither agree nor disagree 12.0 49
4. Agree 10.6 43
5. Strongly agree 2.5 10

8. In my opinion palliative sedation can only be administered safely
when a specialised palliative care team is involved in the
decision-making process.

409

1. Strongly disagree 0.5 2
2. Disagree 11.5 47
3. Neither agree nor disagree 15.6 64
4. Agree 51.8 212
5. Strongly agree 20.5 84

9. According to me, as a rule continuous sedation can only be
administered when intermittent sedation (in which the
patient is made to regain consciousness at set timings) does
not give solace as expected.

406

1. Strongly disagree 11.8 48
2. Disagree 47.8 194
3. Neither agree nor disagree 21.2 86
4. Agree 16.7 68
5. Strongly agree 2.5 10

10. According to me, as a rule continuous sedation can only be
administered when mild or light sedation does not give solace
as expected.

405

1. Strongly disagree 8.1 33
2. Disagree 37.0 150
3. Neither agree nor disagree 17.8 72
4. Agree 32.1 130
5. Strongly agree 4.9 20

1 2 3 4 5 6 7 8 9 10
Manifest variables

123

Outcomes

0,2

0,4

0,6

0,8

1,0

pr(outcomes)

Cluster 1. Advocates of deep and continuous sedation.
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When the clusters are compared with the demographic variables gender, religion and world view, age
and years of experience in palliative care, no significant differences are found (Table 2).

Discussion

In 2004–2005, a prospective longitudinal descriptive study was undertaken by Claessens et al.7,8 who reg-
istered the characteristics of patients receiving palliative sedation in Flemish palliative-care units. The atti-
tudes of Flemish palliative-care nurses of the present study can be compared with the practice of palliative
sedation in Flemish palliative-care units. In general, the nurses’ attitudes to palliative sedation are in agree-
ment with the practice. Overall, the attitudes are also in agreement with the palliative-sedation policy of the
Flemish Palliative Care Federation as stated in its guideline on palliative sedation.25 There is agreement
regarding the life expectancy of sedated patients, the administration of artificial fluids and food to sedated
patients and the involvement of patients in decisions to start palliative sedation. A first agreement between
the attitudes of the nurses, the practice of palliative sedation in Flemish palliative-care units and the
palliative-sedation guideline has to do with the life expectancy of sedated patients. Over half of the nurses
were of the opinion that deep and simultaneously continuous sedation is only justified when the patient’s

1 2 3 4 5 6 7 8 9 10
Manifest variables

123

Outcomes

0,2

0,4

0,6

0,8

1,0

pr(outcomes)

Cluster 2. Nurses restricting the application of deep and continuous sedation.

Table 2. Effect of demographic variables on clusters

Cluster 1 (n ¼ 231) Cluster 2 (n ¼ 164)

Test statisticAdvocates of deep sedation
Respondents restricting

the application of deep sedation

Gender w21 ¼ 0.8, P ¼ 0.4a

Male 13% (31) 10% (17)
Female 87% (200) 90% (147)

Religion and world view w24 ¼ 8.5, P ¼ 0.075a

Atheists/agnostics 22% (44) 14% (20)
‘Doubters’ 15% (30) 24% (34)
Churchgoing 28% (57) 31% (44)
Religious but not churchgoing 20% (41) 15% (21)
Devout churchgoing 14% (29) 17% (25)

Age 45 (37, 51) 45 (36, 50) F1,392 ¼ 1, P ¼ 0.3b

Years of experience 6 (4, 7) 5 (3, 7) F2,383 ¼ 0.3, P ¼ 0.6b

Numbers after percentages are frequencies. For age and years of experience the median (interquartile range) is given.
aPearson test.
bKruskal–Wallis test.
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life expectancy is very limited. Claessens et al. found that in Flemish palliative-care units on average pal-
liative sedation – light or deep, intermittent or continuous – is started 2.5 days before death.8 Likewise, the
palliative-sedation guideline of the Flemish Palliative Care Federation states that palliative sedation can
only be administered to dying patients. The application of continuous sedation is restricted to patients with
a life expectancy of a maximum of a few days.25

A second agreement concerns the administration of artificial nutrition and hydration to sedated patients.
In all, 94.1% of the nurses did not favour the administration of artificial nutrition and hydration in cases of
deep and simultaneously continuous sedation. Claessens et al. observed that in Flemish palliative-care units,
no sedated patients received artificial nutrition and only 15% were artificially hydrated. These 15% had
been receiving artificial fluids before the sedation.8 In the literature, the administration of food and fluids
to sedated patients is not recommended as it is considered futile and even burdensome for the patient.25,29–31

This does not mean, however, that palliative sedation automatically implies withdrawing or withholding
artificial fluids and food. When a patient is sedated to control refractory symptoms and artificial fluids
and/or food are withheld or withdrawn, two different ethical decisions are taken: a decision to sedate and
a decision to withhold or withdraw fluids and/or food.19,32 The nurses, who only indicated that in most cases
of palliative sedation the patient does not benefit from the administration of artificial fluids and/or food, did
not contradict this perspective. The palliative-sedation guideline of the Flemish Palliative Care Federation
points out that in most sedated patients, artificial nutrition and hydration have no positive effects. Simul-
taneously, the guideline stresses that palliative sedation and forgoing artificial nutrition and/or hydration
are not intrinsically connected.25

A third agreement includes the patient’s involvement whenever a decision to start palliative sedation is
taken. Amajority of the nurses believed that deep and continuous sedation can only be given to patients who
have somehow approved of the treatment. Also the palliative-sedation guideline underlines the importance
of obtaining informed consent if possible.25 In Flemish palliative-care units, patients were found to be
part of the decision-making process and palliative sedation was only administered after the patient had con-
sented.8 Therefore, it is hardly surprising that a large majority of the nurses were of the opinion that eutha-
nasia requests by relatives of patients undergoing deep continuous sedation were ethically unacceptable.
The nurses’ disapproval indicates the importance attributed by the nurses to the patient’s involvement in
decisions regarding treatment options at the end of life. Moreover, in the case of a continuously and deeply
sedated patient, euthanasia would be non-voluntary. Non-voluntary euthanasia is ‘the intentional adminis-
tration of lethal drugs in order to painlessly terminate the life of a patient suffering from an incurable con-
dition deemed unbearable, not at this patient’s request’.3,4,19 Belgian law only permits euthanasia at the
patient’s request (voluntary euthanasia) and does not allow non-voluntary euthanasia.33,34

This does not mean the nurses disapproved of euthanasia. Although over 75% of the nurses denied that
voluntary euthanasia is preferable to palliative sedation, just one-fifth agreed that because of palliative seda-
tion there is no need for voluntary euthanasia. In an earlier publication, it was observed that as a group,
Flemish palliative-care nurses did not reject voluntary euthanasia.35 The nurses seem to be of the opinion
that there can be cases of refractory suffering and extreme distress in which euthanasia would be a more
appropriate solution to the patient’s problems than palliative sedation. Here, we could think, for instance,
of a terminal patient who has enjoyed an independent life and cannot accept the prospect of being fully
dependent on others while being sedated. In their attitude, the nurses may have been influenced by the Bel-
gian legal context, which permits euthanasia. In this context, the nurses may have found it hard to think of
palliative sedation as a better alternative to euthanasia in the case of patients who desire euthanasia and have
fulfilled all legal requirements for euthanasia to be granted.

The cluster analysis revealed that the most obvious contrasts between the palliative-care nurses’ attitudes
are related to the question whether intermittent sedation and light sedation should precede continuous and
deep sedation, respectively. Indeed, palliative sedation need not be deep in the sense that the patient is
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unconscious and no longer reacts to stimuli. Nor is palliative sedation necessarily continuous. It can also be
administered intermittently or temporarily.7,8 Members of the first cluster argued that intermittent sedation
or light sedation should not necessarily precede continuous and deep sedation. They seem to be more open
to deep and continuous sedation. As a consequence, in this group, we can also observe a greater uncertainty
as to whether deep and continuous sedation should be restricted to patients with very limited life expec-
tancy. Members of the second cluster were inclined to advocate the administration of light sedation before
deeply sedating a patient. Among these nurses, there was also more openness for the idea that intermittent
sedation should be tried before continuous sedation can be administered.

At first sight, the attitude of the nurses of the second cluster may seem to reflect a more careful approach.
Indeed, in palliative sedation, the notion of proportionality is very important. The patient is sedated only as
much as necessary to adequately relieve the refractory symptoms.3,9,19,32 This aspect is also clearly
expressed in the definition of palliative sedation that was mentioned in the introduction to this article.
As per the principle of proportionality, it is, however, not required to try intermittent or light sedation first,
before administering deep or continuous sedation. If after assessment of the patient’s condition andwishes it
is clear that only a deep or continuous sedation can relieve the patient’s suffering, trying light or intermittent
sedation is pointless. Such a situation could occur, for instance, when a patient suffers from extreme pain or
experiences acute shortness of breath. Precisely for this reason, the authors of the palliative-sedation guide-
line of the Flemish Palliative Care Federation have taken the position that intermittent or light sedation should
not always be tried first, while stressing the need of a stepwise approach that tries to guard the consciousness of
the patient as much and as long as possible.25 In Flemish palliative-care units in practice at the onset palliative
sedation is most often light or intermittent and gradually evolves to deep and/or continuous sedation. This gra-
dual evolution is part of the average palliative-sedation process in which the administration of sedative
drugs is continuously evaluated from the perspective of the patient’s actual needs, during which it is often
the case that symptoms aggravate as death approaches.7,8 Therefore, we do not tend to exaggerate the dif-
ferences between the two clusters. It is probable that the results say more about their different interpreta-
tions of question 9 and 10 (e.g. ‘Were the nurses focusing on those cases they probably all know in which
intermittent and/ormild sedation would not have helped?’) than about fundamental differences in opinion.

In the present study, no association was found between the palliative-sedation clusters and the variables
age, years of experience, gender, religion or world view. The attitudes of the nurses to deep continuous seda-
tion seem to have been determined by other factors. Future research should attempt to determine these fac-
tors. The absence of an effect of the religious or ideological clusters on the palliative-sedation clusters may
be explained by the earlier finding that influence of religion or world view on people’s attitudes to a treat-
ment decision in advanced disease is more likely when they are convinced that the treatment hastens
death.36 In the literature, it has been attested that palliative sedation does not hasten death.37–43 Having
palliative-care experience and expert knowledge, the Flemish palliative-care nurses may have been con-
vinced that palliative sedation generally has no life-shortening effect. Therefore, no influence of religion
or world view on their attitudes to palliative sedation has been observed.

Yet, in the surveys of Seale, Curlin et al. and Inghelbrecht et al., influence of religion on the attitudes of
physicians and nurses to sedation was noted. Actually, the wordings of the items concerning sedation in
their questionnaires may have made the religious respondents think that more was being meant than purely
proportional palliative sedation. Seale asked the physicians: ‘Was the patient continuously and deeply
sedated or kept in a coma before death?’22 Curlin et al.23 requested their respondents to indicate whether
they objected to ‘sedation to unconsciousness in dying patients’. Inghelbrecht et al.24 defined continuous
deep sedation as ‘bringing the patient into a coma until death’. Especially given the fact that in these studies
not all surveyed physicians and nurses were working in palliative care, respondents may have been inclined
to think that death was at least partially brought about by a disproportionate use of sedative drugs or any
other drug that caused the sedation.
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Particularly, survey participants without palliative-care experience may put palliative sedation on a par
with hastening a patient’s death and describe the practice as ‘(slow) euthanasia’, a form of assisted suicide,
or mercy killing in disguise.44–49 However, palliative sedation and euthanasia are technically very different.
They are performed with different intentions (relieving refractory suffering vs. terminating life), different
actions (administering as much medication as needed to control refractory symptoms vs. administering as
much medication as needed to terminate life) and results (generally no hastening of death vs. termination
of life).19

The fact that no effect of the religious or ideological clusters on the palliative-sedation clusters was
observed does not exclude the possibility that there might be an influence of religion and world view on
particular aspects of palliative sedation. This is illustrated by the analyses of the nurses’ reactions to the
statement ‘According to me, palliative sedation renders [voluntary] euthanasia superfluous’. These answers
were also included in a cluster analysis performed to divide the nurses in different attitudinal groups regard-
ing euthanasia. Nurses who belonged to the cluster of the ‘(moderate) opponents of euthanasia’ were more
likely to agree with this statement.35 In a subsequent study, it was found that nurses of that cluster were more
likely to be either ‘churchgoing respondents’ or even ‘devout churchgoing respondents’.21 Thus, it is pos-
sible that churchgoing nurses are more inclined to consider palliative sedation a preferable alternative to
euthanasia. This is a hypothesis that deserves further exploration in the future.

This study has some limitations. First, the data were collected before the issuing of the palliative-sedation
guideline by the Flemish Palliative Care Federation in December 2010. It is unclear to what extent this
guideline has altered the nurses’ attitudes to palliative sedation and whether our data are representative
of current attitudes. It is possible, for instance, that the guideline has boosted the nurses’ confidence in the
procedure of palliative sedation and has convinced even more nurses that light or intermittent sedation
should not always be tried first.

Second, we did not assess whether the nurses had any problems with the administration of palliative
sedation in the case of refractory psycho-emotional suffering. Palliative sedation is also administered to
control refractory non-physical suffering, such as extreme anxiety or existential distress.50 Muller-Busch
et al.51 even observed that from 1995 to 2002 the main indication for palliative sedation had shifted from
refractory physical symptoms to psychological distress. Yet, this does not mean the use of palliative seda-
tion to control psycho-emotional distress is seen as unproblematic by all caregivers involved. Qualitative
research has shown that nurses consider the use of palliative sedation in such a context problematic because
non-physical suffering is difficult to assess.14,15 Unfortunately, this issue could not be dealt with in the
present questionnaire. The questionnaire that was sent to the nurses was very long. Besides demographic
questions and items enquiring about the nurses’ religion and world view, the respondents were requested
to indicate their opinion regarding 69 statements about treatment decisions in advanced disease. The length
of the questionnaire implied that several issues regarding these treatment decisions could not be dealt with.

Third, we did not assess whether palliative sedation hastens death according to the nurses. The fact that
palliative sedation is sometimes labelled slow euthanasia could have been an argument to include items
regarding the death-hastening effect of palliative sedation in the questionnaire. However, in earlier studies,
acceptance of the life-shortening effect of palliative sedation did not make palliative-care nurses disapprove
of palliative sedation.14,52

Conclusion

The Flemish palliative-care nurses are of the opinion that palliative sedation can be given to control refrac-
tory suffering in patients at the very end of their life. Although voluntary euthanasia is allowed in Belgium,
and euthanasia may in many cases seem like an easier way out of the suffering, the nurses do not consider
euthanasia preferable to palliative sedation. Yet, neither do they think palliative sedation renders
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voluntary euthanasia superfluous. The most obvious differences in the nurses’ attitudes were to be found
in their opinions regarding the necessity of mild and intermittent sedation before the administration of
deep and continuous sedation, respectively. While a majority of the nurses advocated that deep or con-
tinuous sedation could be administered without trying mild or intermittent sedation first, other nurses
were more inclined to restrict the application of deep and continuous sedation. These differences notwith-
standing, in general, the attitudes of the nurses are in accordance with the practice and policy of palliative
sedation in Flemish palliative-care units.
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5. Broeckaert B and Nuñez-Olarte JM. Sedation in palliative care: facts and concepts. In: Ten Have H and Clark D

(eds). The ethics of palliative care: European perspectives. Buckingham: Open University Press, 2002, pp.

166–180.

6. Broeckaert B. Palliative sedation defined or why and when sedation is not euthanasia. J Pain Symptom Manage

2000; 20(6): S58.

7. Claessens P, Menten J, Schotsmans P, et al. Level of consciousness in dying patients: the role of palliative sedation:

a longitudinal prospective study. Am J Hosp Palliat Care 2011.

8. Claessens P, Menten J, Schotsmans P, et al. Palliative sedation, not slow euthanasia: a prospective, longitudinal

study of sedation in Flemish palliative care units. J Pain Symptom Manage 2011; 41(1): 14–24.

9. Claessens P, Menten J, Schotsmans P, et al. Palliative sedation: a review of the research literature. J Pain Symptom

Manage 2008; 36(3): 310–333.

10. Chambaere K, Bilsen J, Cohen J, et al. Continuous deep sedation until death in Belgium: a nationwide survey. Arch

Intern Med 2010; 170(5): 490–493.

11. Raus K, Sterckx S and Mortier F. Is continuous sedation at the end of life an ethically preferable alternative to

physician-assisted suicide? Am J Bioeth 2011; 11(6): 32–40.

12. Brinkkemper T, Klinkenberg M, Deliens L, et al. Palliative sedation at home in the Netherlands: a nationwide

survey among nurses. J Adv Nurs 2011; 67(8): 1719–1728.

13. Venke Gran S and Miller J. Norwegian nurses’ thoughts and feelings regarding the ethics of palliative sedation. Int

J Palliat Nurs 2008; 14(11): 532–538.

14. Rietjens JA, Hauser J, Van der Heide A, et al. Having a difficult time leaving: experiences and attitudes of nurses

with palliative sedation. Palliat Med 2007; 21(7): 643–649.

15. Beel AC, Hawranik PG, McClement S, et al. Palliative sedation: nurses’ perceptions. Int J Palliat Nurs 2006;

12(11): 510–518.

702 Nursing Ethics 19(5)



16. Claessens P, Genbrugge E, Vannuffelen R, et al. Palliative sedation and nursing: the place of palliative sedation

within palliative nursing care. J Hosp Palliat Nurs 2007; 9(2): 100–106.

17. Morita T, Miyashita M, Kimura R, et al. Emotional burden of nurses in palliative sedation therapy. Palliat Med

2004; 18(6): 550–557.

18. Verpoort C, Gastmans C, De Bal N, et al. Nurses’ attitudes to euthanasia: a review of the literature. Nurs Ethics

2004; 11(4): 349–365.

19. Broeckaert B. Euthanasia and physician assisted suicide. In: Walsh D (ed.) Palliative medicine. Philadelphia, PA:

Elsevier, 2009, pp.110–115.

20. Gielen J, Van den Branden S and Broeckaert B. Religion and nurses’ attitudes to euthanasia and physician assisted

suicide. Nurs Ethics 2009; 16(3): 303–318.

21. Gielen J, Van den Branden S, Van Iersel T, et al. The diverse influence of religion and world view on palliative-care

nurses’ attitudes towards euthanasia. J Empir Theolog 2011; 24(1): 36–56.

22. Seale C. The role of doctors’ religious faith and ethnicity in taking ethically controversial decisions during

end-of-life care. J Med Ethics 2010; 36(11): 677–682.

23. Curlin FA, Nwodim C, Vance JL, et al. To die, to sleep: US physicians’ religious and other objections to

physician-assisted suicide, terminal sedation, and withdrawal of life support. Am J Hosp Palliat Care 2008;

25(2): 112–120.

24. Inghelbrecht E, Bilsen J, Mortier F, et al. Nurses’ attitudes towards end-of-life decisions in medical practice: a

nationwide study in Flanders, Belgium. Palliat Med 2009; 23(7): 649–658.

25. Broeckaert B, Mullie A, Gielen J, et al. Stuurgroep_Ethiek_FPZV_[Ethics_Commission_Federation_Palliative_

Care_Flanders]. Sedatie, http://www.pallialine.be/template.asp? f¼rl_sedatie.htm#page¼page-1 (2010, accessed

17 August 2011).

26. Gielen J, Van den Branden S, Van Iersel T, et al. Religion, world view and the nurse: results of a quantitative survey

among Flemish palliative care nurses. Int J Palliat Nurs 2009; 15(12): 590–600.

27. Linzer DA and Lewis J. poLCA: polytomous variable latent class analysis, http://userwww.service.emory.edu/*
dlinzer/poLCA (2011, accessed 16 August 2011).

28. Linzer DA and Lewis J. poLCA: an R package for polytomous variable latent class analysis. J Stat Software 2011;

42(10): 1–29.

29. Cowan JD and Palmer TW. Practical guide to palliative sedation. Curr Oncol Rep 2002; 4(3): 242–249.

30. Levy MH and Cohen SD. Sedation for the relief of refractory symptoms in the imminently dying: a fine intentional

line. Semin Oncol 2005; 32(2): 237–246.

31. Rousseau P. The ethical validity and clinical experience of palliative sedation. Mayo Clin Proc 2000; 75(10):

1064–1069.

32. Broeckaert B. Palliative sedation: ethical aspects. In: Gastmans C (ed.) Between technology and humanity: the

impact of technology on health care ethics. Leuven: University Press, 2002, pp.239–255.

33. Broeckaert B. Belgium: towards a legal recognition of euthanasia. Eur J Health Law 2001; 8(2): 95–107.

34. Adams M and Nys H. Euthanasia in the low countries: comparative reflections on the Belgian and Dutch

Euthanasia Act. In: Schotsmans P and Meulenbergs T (eds) Euthanasia and palliative care in the low countries.

Leuven: Peeters, 2005, pp.5–33.

35. Gielen J, van den Branden S, van Iersel T, et al. Flemish palliative care nurses’ attitudes toward euthanasia: a

quantitative study. Int J Palliat Nurs 2009; 15(10): 488–497.

36. Gielen J. Ethical attitudes and religious beliefs at the end of life: a study of the views of palliative-care nurses and

physicians in Flanders (Belgium) and New Delhi (India). Leuven: Catholic University Leuven, 2010.

37. Vitetta L, Kenner D and Sali A. Sedation and analgesia-prescribing patterns in terminally ill patients at the end of

life. Am J Hosp Palliat Care 2005; 22(6): 465–473.

38. Morita T, Tsunoda J, Inoue S, et al. Effects of high dose opioids and sedatives on survival in terminally ill cancer

patients. J Pain Symptom Manage 2001; 21(4): 282–289.

Gielen et al. 703



39. Stone P, Phillips C, Spruyt O, et al. A comparison of the use of sedatives in a hospital support team and in a hospice.

Palliat Med 1997; 11(2): 140–144.

40. Chiu TY, Hu WY, Lue BH, et al. Sedation for refractory symptoms of terminal cancer patients in Taiwan. J Pain

Symptom Manage 2001; 21(6): 467–472.

41. Kohara H, Ueoka H, Takeyama H, et al. Sedation for terminally ill patients with cancer with uncontrollable phys-

ical distress. J Palliat Med 2005; 8(1): 20–25.

42. Maltoni M, Pittureri C, Scarpi E, et al. Palliative sedation therapy does not hasten death: results from a prospective

multicenter study. Ann Oncol 2009; 20(7): 1163–1169.

43. Sykes N and Thorns A. Sedative use in the last week of life and the implications for end-of-life decision making.

Arch Intern Med 2003; 163(3): 341–344.

44. Billings JA and Block SD. Slow euthanasia. J Palliat Med 1996; 12(4): 21–30.

45. Howland J. Questions about palliative sedation: an act of mercy or mercy killing? Ethics Medics 2005; 30(8): 1–2.

46. Craig G. Terminal sedation. Cathol Med Q 2002; 52(1): 14–17.

47. Simon A, Kar M, Hinz J, et al. Attitudes towards terminal sedation: an empirical survey among experts in the field

of medical ethics. BMC Palliat Care 2007; 6: 4.

48. Taylor RM. Is terminal sedation really euthanasia? Med Ethics (Burlingt Mass) 2003; 10(1): 3–8.

49. Quill TE, Lo B and Brock DW. Palliative options of last resort: a comparison of voluntarily stopping eating and

drinking, terminal sedation, physician-assisted suicide, and voluntary active euthanasia. In: Birnbacher D and Dahl

E (eds) Giving death a helping hand: physician-assisted suicide and public policy: an international perspective.

Dordrecht: Springer, 2008, pp.49–64.

50. Morita T. Palliative sedation to relieve psycho-existential suffering of terminally ill cancer patients. J Pain Symp-

tom Manage 2004; 28(5): 445–450.

51. Muller-Busch HC, Andres I and Jehser T. Sedation in palliative care – a critical analysis of 7 years experience. BMC

Palliat Care 2003; 2(1): 2.

52. Gielen J, Gupta H, Rajvanshi A, et al. The attitudes of Indian palliative-care nurses and physicians to pain control

and palliative sedation. Indian J Palliat Care 2011; 17(1): 33–41.

704 Nursing Ethics 19(5)



Copyright of Nursing Ethics is the property of Sage Publications, Ltd. and its content may not be copied or
emailed to multiple sites or posted to a listserv without the copyright holder's express written permission.
However, users may print, download, or email articles for individual use.


