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Abstract

This research examines palliative sedation as a clinical and ethical prac-
tice aimed at alleviating refractory suffering in patients with non-onco-
logical terminal illnesses. Through an interdisciplinary literature review, 
it explores the ethical foundations, clinical challenges, and bioethical 
dilemmas associated with its application. The study emphasizes that 
palliative sedation, far from seeking to hasten death, is grounded in the 
principles of therapeutic proportionality and patient autonomy, thereby 
ensuring a dignified and humanized end-of-life process. It also high-
lights the importance of informing society about this practice, which 
is often mistakenly associated with death, to promote an ethical and 
compassionate understanding of suffering relief. The study concludes 
that the implementation of unified protocols and regulatory frameworks 
is crucial to ensuring a transparent, equitable practice centered on hu-
man dignity.

Keywords: palliative care, dignity, autonomy.

Methodology

A narrative literature review was conducted using an interdisciplinary 
approach in bioethics, palliative care, and health sciences, focusing 
on palliative sedation in adult patients with terminal non-oncologi-
cal illnesses. An electronic search was conducted in PubMed/MED-
LINE, SciELO, and Cochrane, supplemented by Google Scholar 
and a manual search of  reference lists, to identify relevant articles 
published between 1998 and 2025 in Spanish, English, and Portu-
guese. Combinations of  terms such as palliative sedation, terminal 
sedation, non-cancer / non-oncologic, end-of-life care, heart failure, 
chronic obstructive pulmonary disease, neurodegenerative diseases, 
chronic liver disease, existential suffering and their equivalents in 
Spanish, English, and Portuguese were used.

We included observational studies, systematic reviews, clinical 
practice guidelines, consensus documents, and bioethical reflection 
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articles that addressed palliative sedation in the context of  advanced 
chronic non-oncologic diseases or in mixed populations where it 
was possible to extract considerations applicable to this group. We 
excluded studies focused exclusively on oncology patients, pediatric 
sedation, and sedation for procedures. In addition, regulatory doc-
uments and national and international guidelines on palliative care 
and palliative sedation were specifically included due to their rele-
vance to the analysis of  ethical and regulatory frameworks.

The information was organized around six main themes: the 
definition and ethical foundations of  palliative sedation; characteris-
tics of  suffering in advanced chronic non-oncological disease; ethical 
considerations; regulations and international guidelines on palliative 
care; clinical and psychosocial aspects; and, finally, challenges and 
proposals for standardization and training; given the heterogeneity 
of  the concepts, a critical narrative synthesis was chosen, without ap-
plying standardized risk-of-bias scales typical of  systematic reviews.

Introduction

Population growth, coupled with the rise in progressive chron-
ic diseases, has generated an ever-increasing demand for palliative 
care (PC) globally (1–2). The top five causes of  death nationwide 
in Mexico in 2024 were heart disease, diabetes mellitus, malignant 
tumors, liver disease, and accidents (3). Although palliative care has 
traditionally been associated with oncology, clinical reality shows 
a significant prevalence of  patients with chronic non-oncological 
conditions —such as cardiovascular, respiratory, or neurodegener-
ative diseases— who require advanced support, and for whom the 
prognosis is often difficult to predict with accuracy (1,4).

The concept of  Palliative Sedation (PS) has evolved in parallel 
with the development of  palliative care centers (PCCs). This inter-
disciplinary field is recognized by international organizations as a 
comprehensive and active approach whose primary objective is the 
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prevention and relief  of  suffering, by creating a supportive psycho-
social care environment that improves the quality of  life for patients 
and their families as they face challenges arising from life-threaten-
ing illnesses. Its application is centered on the patient’s dignity and 
can raise bioethical dilemmas for physicians and families (1,5–7,8). 
This model of  care is indispensable because it integrates physical, 
psychological, social, and spiritual aspects, and is considered an ethi-
cal responsibility of  health care systems; access to it is a fundamental 
human right (5–6,9).

As the disease progresses to the terminal stage, refractory symp-
toms may arise—defined as those that persist and cause intolerable 
suffering despite the exhaustive application of  specific treatments 
by expert physicians, or when available therapy entails unacceptable 
adverse effects (1–2,5,10). In this scenario, SP is instituted as a ther-
apeutic option. Palliative sedation (PS) is the deliberate and inten-
tional administration of  medications to reduce the patient’s level of  
consciousness, in the necessary dose and combination, in order to 
adequately alleviate one or more refractory symptoms (5–6, 10–11).

It is important to note that, among patients with non-oncologi-
cal terminal illnesses, empirical evidence and available knowledge are 
limited, and there remains significant heterogeneity in criteria and a 
lack of  international consensus regarding its application and defini-
tion (4,10). SP represents a fundamental clinical and humane tool 
for ensuring the patient’s comfort, quality of  life, and dignity at the 
end of  life (5,12). Ethically, its legitimacy is grounded in the intent 
behind the act: the goal is the relief  of  suffering, not the causing of  
death or the deliberate shortening of  life, a distinction that sets it 
apart from practices such as euthanasia (4–5,9,13). The decision to 
resort to palliative care is highly complex and has profound anthro-
pological, psychological, and emotional implications for both the pa-
tient and their immediate family (5). Therefore, its implementation 
requires careful shared reflection and a rigorous interdisciplinary 
evaluation, following protocols that ensure transparency, therapeutic 
proportionality, and absolute respect for the patient’s autonomy and 
dignity (11).
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Given the various challenges —such as clinical complexity, the 
growing prevalence of  non-oncological terminal illnesses (NOTIs), 
the need to ensure a dignified and humane end-of-life for patients, 
the lack of  unified guidelines, and the ethical controversies associat-
ed with the application of  SP in NOTIs— there is a clear need for 
a rigorous analysis of  the ethical foundations and clinical guidelines 
applicable to these patients. The overall objective of  this article is 
to analyze the ethical and practical implications of  palliative seda-
tion in patients with terminal non-oncological diseases, evaluating 
the challenges it poses in clinical practice through a comprehensive 
approach that includes its ethical implications, clinical aspects, and 
international regulatory frameworks guiding its use as a last resort 
for the management of  intractable suffering.

1. Definition and ethical foundations of palliative 
sedation

palliative Sedation (PS) is a last-resort therapeutic measure in pallia-
tive care (PC), reserved for the management of  symptoms that be-
come refractory to conventional treatment, that is, those that persist 
and cause intolerable suffering despite the expert application of  all 
available therapeutic options (5,10).

Historically, the procedure was known as “terminal sedation” 
(11,14), a term that, due to its potential ambiguity and the erroneous 
implication that the goal was to “end” life, has evolved into the pre-
ferred designation of  Palliative Sedation (10,13). Palliative Sedation 
(PS) is therefore defined as the intentional administration of  medi-
cations to reduce the patient’s level of  consciousness, in the neces-
sary dose and combination, with the sole aim of  alleviating intrac-
table suffering (6,10–11). This intentionality marks the fundamental 
ethical distinction from euthanasia and assisted suicide (5,6,13).

The Palliative Sedation Guidelines of  the General Council of  
Official Medical Associations, in accordance with the Spanish So-
ciety of  Palliative Care (SECPAL), objectively state that palliative 
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sedation is used exclusively to alleviate intolerable suffering caused 
by refractory symptoms; furthermore, they provide a comprehensive 
analysis of  its indications and emphasize its importance as a good 
medical practice that is both ethically and deontologically mandatory 
and necessary (15).

While euthanasia directly aims to bring about the patient’s death 
to end suffering, palliative care seeks symptomatic relief  and accepts 
death as a consequence of  the natural course of  the disease (12–13). 
Ethically, palliative care is grounded in the principle of  therapeutic 
proportionality, which requires using the minimum effective dose 
to achieve a level of  unconsciousness sufficient for symptom con-
trol (9,11). Through therapeutic analysis, patients should be offered 
treatments that have a reasonable probability of  benefit in terms of  
preserving and/or restoring health; that is, inappropriate treatments 
that yield no benefit should not be prolonged (16).

The principle of  therapeutic proportionality dictates that only 
those interventions and treatments that maintain a proper balance 
between the means employed and the foreseeable outcome are 
morally obligatory; when this proportion is not met, the measure is 
considered disproportionate and not obligatory; therefore, prudent 
judgment is always required on the part of  the palliative care team, 
combining quantitative elements —that is, the prognosis or proba-
bility of  benefit— with qualitative elements: physical, psychological, 
and spiritual burdens, while respecting the patient’s dignity, in order 
to make an informed decision (17).

The term “early palliative care” is used inconsistently in the lit-
erature, with no universal definition. A practical classification is pro-
posed to standardize its identification and measurement in research 
and to facilitate its clinical implementation for patients so that they 
can receive care early on without obstacles or setbacks (18).

Reymond (19) proposes a model of  home-based palliative care 
that professionals can systematize through three key processes: early 
identification of  at-risk patients; a medical plan outlining care goals 
and end-of-life care; supported by three operational elements essen-
tial for high quality: a compassionate clinician, a coordinated team, 
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and practical resources. The team is responsible for the patient, not 
just the medical specialists, and managing the patient’s care is the 
duty of  each team member (20).

2. Characteristics of suffering in non-cancer 
terminal illness

The implementation of  palliative care is particularly complex in 
patients with non-cancer terminal illnesses (NCTI) involving very 
advanced chronic-degenerative diseases such as heart failure (9), ad-
vanced respiratory failure (COPD), neurodegenerative diseases (ALS 
or dementia) (2,4), or kidney or liver diseases (2). Unlike the course 
of  cancer, which often has a more predictable prognosis, the clinical 
course of  NTDs is characterized by fluctuations and frequent crises 
of  need that can lead to temporary recoveries before death (1,4). 
This nature makes it difficult to formulate a precise prognosis of  
life expectancy limited to days or a few weeks (14,4), which, in turn, 
complicates the early identification of  truly refractory symptoms 
and the appropriate timing for palliative care (4).

In these conditions, total pain manifests as multidimensional suf-
fering that includes physical pain —such as dyspnea or fatigue, which 
are prevalent in ETNO (2,14)— as well as psychological and exis-
tential suffering (5,7,21). In the non-oncological context, particularly 
in diseases such as Amyotrophic Lateral Sclerosis (ALS), the patient 
may remain conscious but with a marked loss of  functionality (4), in-
tensifying existential suffering (loss of  meaning in life, hopelessness, 
or fear of  death) (7,21). Given this complex set of  symptoms with-
in the context of  an uncertain disease progression, comprehensive 
support for the patient and family is crucial and must be provided by 
a multidisciplinary team (including psychologists, social workers, and 
spiritual counselors) (5,47). This holistic approach is essential to ex-
haust all options for relief  that go beyond pharmacological manage-
ment before considering palliative care, thereby ensuring respect for 
the patient’s dignity and autonomy in their final hours of  life (4,11).
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The available evidence suggests that an integrated palliative care 
approach can improve quality of  life and reduce the burden of  symp-
toms in patients with heart disease; however, the field is still in its 
early stages, so the authors propose strengthening primary palliative 
care competencies in cardiology and primary care and integrating 
this care according to the patient’s needs (22).

With regard to chronic neurological diseases such as Parkinson’s, 
there are concerns regarding the spiritual dimension, as it is often 
underserved despite its relationship to well-being, non-motor symp-
toms, and quality of  life (23).

In advanced chronic liver disease, palliative care remains insuffi-
ciently integrated, even though it is a major cause of  death worldwide 
and has a relatively earlier impact than other serious illnesses (24).

Furthermore, although care guidelines are emerging, they often 
do not sufficiently incorporate the patient’s perspective. Through-
out the clinical management of  patients with terminal illness, de-
moralization may occur; it is described as a psychosocial-existential 
syndrome characterized by hopelessness, helplessness, and a loss of  
meaning or purpose, which can arise even when the patient does not 
meet the criteria for depression (25). This reinforces the need for 
comprehensive patient management that can protect their mental 
health.

3. Ethical considerations

The use of  palliative sedation (PS) takes place within a context of  
high clinical complexity and extreme human sensitivity and is inevi-
tably governed by the fundamental principles of  bioethics: autono-
my, beneficence, non-maleficence, and justice (5). The principle of  
beneficence guides the provision of  maximum comfort and relief  
from suffering, while non-maleficence prohibits harm, requiring 
that the futile prolongation of  biological life without a minimum 
quality of  life —known as futile medical treatment— be avoided 
(5,9). Respect for autonomy is crucial, requiring that interventions 
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align with the values and guidelines of  the patient or, failing that, of  
their legal representatives (5,9,14). Furthermore, Justice requires that 
access to Palliative Care (PC) and SP be universal and equitable, con-
sidering them an ethical responsibility of  health care systems and a 
basic human right (5,13). The ethical justification for SP is grounded 
in its strictly therapeutic intent: the goal is the relief  of  refractory 
suffering, not the shortening of  life (5,12–13).

It is essential that this intervention be a last resort, indicated only 
when the symptom has been confirmed as refractory by the expert 
team (11). The decision-making process must be the result of  care-
ful shared reflection and must culminate in obtaining informed con-
sent from the competent patient or their representative (5). Accurate 
documentation of  the indication, the procedures already exhausted, 
the desired level of  sedation, and the record of  consent (often ver-
bal but always documented in the medical record) are essential to 
ensure transparency and the appropriateness of  the practice (2,14). 
The deepest foundation of  palliative care lies in the unconditional 
respect for the patient’s dignity and in the commitment to alleviate 
all suffering (physical, psychological, social, and spiritual) that ac-
companies the terminal phase (5,13).

4. International regulations and guidelines 
on palliative care

Within the Latin American regulatory context, countries such as 
Mexico explicitly recognize access to palliative care and end-of-life 
support as basic human rights, backed by the Constitution and vari-
ous health regulations (5). Currently in effect is the Official Mexican 
Standard NOM-011-SSA3-2014, which establishes the criteria for 
the care of  terminally ill patients through palliative care. This stan-
dard stipulates that all health services must provide palliative care to 
terminally ill patients, ensuring dignified treatment, quality of  life, 
and respect for autonomy (26).
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In Mexico, IMSS-440-11 clinical practice guideline on palliative 
care for adults defines palliative care as a comprehensive approach 
(addressing physical, psychological, and spiritual symptoms, as well 
as decision-making); it also emphasizes the need to extend care to 
people with non-oncological illnesses and supports a care model fo-
cused on alleviating suffering and avoiding disproportionate inter-
ventions (27).

Globally, organizations such as the European Association for 
Palliative Care (EAPC) have promoted frameworks to ensure the 
rigor of  palliative care. However, the prevalence of  palliative care 
varies greatly among centers —ranging from less than 10% to more 
than 50% of  terminally ill patients— which highlights the lack of  
uniformity in the clinical criteria applied internationally (10).

U.S. best-practice guidelines for primary palliative care in emer-
gency departments organize patient care into four phases: screening 
and needs assessment, management of  patients with palliative care 
needs in the emergency department, consultation with palliative 
care specialists, and safe transition of  eligible patients to palliative care 
or hospice, which provides a clear operational framework from the 
patient’s arrival through referral and continuity of  care (28).

Palliative care is a fundamental human right grounded in health, 
dignity, and therapeutic self-determination. In Italy, despite Law 
38/2010, regional inequalities in access and barriers related to fund-
ing and training persist, underscoring the need for effective proto-
cols and policies to ensure equitable end-of-life care (29).

Kontro (30) describes the persistence of  regional inequalities in 
access in Finland and a risk of  overreliance on family caregivers; 
therefore, policies must prioritize equity for people living alone and 
strengthen communication and professional roles to better coordi-
nate care.

The October 2025 review by the Parliamentary Technical Advi-
sory Service of  the Chilean National Congress Library details the 
palliative care models of  the United Kingdom, Germany, and Tai-
wan, highlighting that all three countries have integrated palliative 
and end-of-life care as a legal obligation of  the health system, with 
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robust frameworks for funding, regional governance, and instru-
ments for advance autonomy (advance directives and advance deci-
sions) (31).

The updated Swiss recommendations on palliative sedation not 
only reaffirm its ethical legitimacy but also establish it as a high-qual-
ity procedure: they emphasize standardized documentation of  the 
indication, clinical comfort goals, periodic reassessment, and the in-
volvement of  an interdisciplinary team, and even propose that cen-
ters systematically review these cases for training and continuous 
improvement purposes (32).

5. Clinical and psychosocial aspects

Palliative Sedation (PS) is indicated as a last-line therapeutic inter-
vention, strictly reserved for the management of  refractory symp-
toms in patients with advanced, end-stage disease (5,10). A symptom 
is defined as refractory when, despite the exhaustion of  all available 
treatments provided by experts, it persists and causes suffering that 
is perceived as intolerable by the patient, or when the available ther-
apy entails unacceptable adverse effects that outweigh the benefit 
(6,10,33). The main physical symptoms that necessitate palliative se-
dation are agitated delirium, dyspnea, and pain (5,10). In the context 
of  non-oncological terminal illnesses (ETNO), dyspnea has been 
reported as the most prevalent refractory symptom warranting seda-
tion, followed by pain and delirium (2).

The assessment of  refractory suffering requires a high degree 
of  clinical and ethical rigor, since intolerability is a largely subjective 
criterion that must be confirmed by a conscious patient (33). To de-
fine a symptom as refractory, the following conditions must be met:

	 1)	 Conventional means of  symptomatic treatment have failed.
	 2)	 The effect of  standard therapies is not achieved quickly enough.
	 3)	 Standard treatments are accompanied by unacceptable ad-

verse effects (10).
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The assessment must be comprehensive, considering the patient’s 
overall suffering, including the physical, psychological, and existen-
tial dimensions (5). Although sedation for psycho-existential suffer-
ing is more controversial, it is recognized that a loss of  meaning in 
life, hopelessness, existential anguish, or fear of  death can become 
refractory, justifying intervention in cases of  very advanced disease 
and imminent death (7,16). It is vital that the clinical team avoid 
labeling a difficult-to-manage symptom as refractory simply due to 
a lack of  knowledge or experience with alternative therapies, which 
underscores the need to seek specialized consultations before pro-
ceeding with palliative sedation (11).

The drugs of  first choice are benzodiazepines, with midazol-
am being the most widely used globally due to its pharmacokinetic 
properties, such as the rapid onset and short duration of  action, and 
its suitability for subcutaneous administration (2,5,17). For the treat-
ment of  agitated delirium or agitation, combination therapy with 
neuroleptics (such as haloperidol or levomepromazine) is frequent-
ly recommended (2,5,33). It is important to note that opioids (e.g., 
morphine) are used to treat dyspnea or pain, but they are not the 
primary sedatives, and their exclusive use to induce sedation is not 
recommended (5,10). Monitoring during palliative sedation, which 
should be continuous until the optimal level of  sedation (providing 
symptom relief) is achieved, is primarily limited to observing com-
fort, symptom relief, and the detection of  adverse effects (12).

A recent study in 2025 brought together a group of  palliative 
care specialists to reach a consensus on doses and threshold levels 
for 11 potentially sedative drugs (lorazepam, midazolam, haloper-
idol, levomepromazine, propofol). Based on this consensus, they 
proposed threshold levels that serve as tools for determining rea-
sonable doses for mild or deep sedation. These thresholds allow for 
better identification of  unintentional sedation, support clinical judg-
ment regarding the cause of  decreased level of  consciousness, and 
promote compliance with palliative sedation guidelines (34). Hence 
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the importance of  following a methodology for the application of  
palliative sedation.

The role of  the palliative care (PC) team is indispensable, as the 
decision to administer PC requires shared decision-making and a rig-
orous interdisciplinary assessment (5,11). The team, which should in-
clude trained professionals such as physicians, nurses, psychologists, 
and spiritual counselors, plays a key role in effective and transparent 
communication with the patient and their family (11). It is necessary 
to explain the therapeutic goals, the types of  sedation (continuous 
or intermittent), and the possible consequences —such as the pa-
tient’s “social death”— so that the family can prepare themselves 
(11,20). A critical issue in practice, especially in home care provided 
by non-specialized staff, is the lack of  adequate follow-up and sup-
port for the patient and caregiver once sedation has begun—an area 
that must be improved to ensure ongoing comfort and emotional 
support for the family (2,11).

The IMSS Clinical Practice Guideline on the Detection and Man-
agement of  Caregiver Burnout (IMSS-781-15) formally recognizes 
the risk of  physical and -emotional distress among those caring for 
people with advanced chronic diseases and proposes a structured 
approach that includes systematic screening, identification of  risk 
factors, medical, psychological, and social work interventions, as well 
as specific nursing support. In the context of  palliative sedation for 
non-oncological conditions, this guideline notes that the quality of  
end-of-life decision-making and support also depends on the sys-
tem’s ability to prevent and treat caregiver burnout, and not solely on 
pharmacological protocols (35).

Riaño Zalbidea (36) emphasizes that, in the context of  an aging 
population and an increase in chronic diseases involving renal or car-
diovascular failure, palliative care for non-oncology patients is not 
only a necessity but a duty, grounded in principles of  justice, equality, 
and equity that require offering the same standard of  palliative care 
to all conditions with similar needs.
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6. Challenges and proposals

Palliative Sedation (PS) faces significant challenges regarding stan-
dardization stemming from ambiguity in clinical criteria and the 
need for ongoing ethical deliberation. The literature reveals a wide 
variation in the prevalence of  PS internationally, suggesting a nota-
ble lack of  uniformity in the criteria applied for its indication (10).

A fundamental challenge is the difficulty in objectively establish-
ing refractory suffering, since the degree of  intolerability is a subjec-
tive criterion determined by the patient (33). Furthermore, a lack of  
experience or insufficient knowledge on the part of  non-specialized 
staff  can lead to the inappropriate labeling of  a difficult-to-manage 
symptom as refractory (10–11). The debate intensifies in cases of  
emotional or existential suffering, for which the assessment and cri-
teria for application are not universally defined (5). Persistent misin-
formation in society and among some professionals requires a con-
tinuous effort to clearly differentiate palliative care from euthanasia, a 
practice with which it is often mistakenly conflated (6,13,37).

These challenges are magnified by the lack of  specific clinical 
guidelines and disparities in training, particularly in the management 
of  patients with non-oncological terminal illnesses (NOTI) and in 
non-specialized settings. There is a significant knowledge gap re-
garding palliative sedation administered at home by personnel who 
are not part of  specialized units (2).

At the same time, Cochrane reviews of  “hospital-at-home” 
models for end-of-life care indicate that they increase the likelihood 
of  dying at home, underscoring that decisions regarding palliative 
sedation must also be considered in home settings and not just in 
hospitals, a further challenge for healthcare professionals (38).

This practice among the ETNO population has been observed 
in emergency departments and primary care settings, revealing 
shortcomings such as a lack of  awareness regarding the level of  se-
dation achieved and a lack of  adequate follow-up and support for 
the patient and caregiver once the intervention begins (2). In general, 

https://doi.org/10.36105/mye.2026v37n4.03


Palliative sedation in patients with non-oncological terminal illnesses...

Medicina y Ética - October-December 2026 - Vol. 37 - No. 4	 1195
https://doi.org/10.36105/mye.2026v37n4.03

the lack of  institutionalized protocols means that the procedure is 
often managed on an individual basis, without the support of  col-
legial deliberation (4). The absence of  standardized guidelines also 
hinders the proper documentation of  decision-making and clinical 
processes, compromising the transparency and quality of  end-of-life 
care (14).

To ensure the quality and ethical soundness of  palliative care, 
various courses of  action are proposed. It is essential that healthcare 
institutions develop and implement rigorous decision-making and 
care pathways for palliative care (11). These tools must standardize 
the criteria for confirming symptomatic refractoriness (including a 
holistic assessment of  psycho-existential suffering) and specify the 
pharmacology and proportionality of  the procedure (10). It is vital 
to strengthen advanced and continuing education for non-specialist 
healthcare personnel to improve the early identification of  pallia-
tive care needs (2,5). In addition, documentation in medical records 
must be improved (14), ensuring the transparency of  the process 
and the recording of  informed consent. Implementing clinical ethics 
consultation within palliative care teams is a valuable resource for 
guiding deliberation in the most complex cases, promoting shared 
decision-making that respects the patient’s autonomy and dignity un-
til the end of  their life (11).

Conclusion

Palliative Sedation (PS) is reaffirmed as a deeply ethical and com-
passionate practice, serving as the last therapeutic resort for man-
aging refractory and multidimensional suffering in patients with 
terminal illnesses, including non-oncological conditions (5). Its le-
gitimacy is based on the unwavering intention to alleviate suffering 
and ensure dignity, without any intention to hasten the process of  
dying (6,12–13).

Clinical application highlights the urgent need to standardize cri-
teria for defining refractory symptoms (10), especially in the non-on-
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cologic population, whose disease course is uncertain (11). It is essen-
tial to strengthen advanced and continuing education for healthcare 
personnel in palliative care and bioethics (5,2,4), as well as to improve 
clinical documentation of  the deliberative process and informed con-
sent to ensure transparency in practice (14).

A crucial aspect of  non-oncological end-of-life care is deci-
sion-making; cognitive decline or the inability to express one’s wishes 
in the terminal phase requires a robust, multidisciplinary deliberative 
process. This process must ensure the active participation of  the pal-
liative care team, bioethicists, and —fundamentally— the family and 
legal representatives, while always respecting the patient’s advance 
directives. It is this collaboration that allows for the application of  
the principles of  proportionality and autonomy in situations where 
the prognosis is uncertain and communication is limited (8–12).

Finally, the importance is emphasized for society and govern-
ments to promote a culture of  palliative care as a fundamental hu-
man right (5,6), overcoming the misinformation and myths that er-
roneously associate it with euthanasia (37), so that palliative care is 
understood for its value as an ethical and humane means of  ensuring 
quality of  life and the relief  of  all suffering —physical, psychologi-
cal, and existential— during the final stage of  life.

Conflict of interest

The author declares that she has no conflicts of  interest.

References

1.	 Aibar Abad MP. Prescripción farmacológica en la última semana de vida en pa-
cientes ingresados en un hospital [PHD Thesis]. Zaragoza: Universidad de Zara-
goza; 2018. 

2.	 Moreno Moreno MI, Herruzo Cabrera I, Soriano Ruiz SI, Moreno Moreno RE. 
Sedación paliativa en la agonía realizada por un servicio de urgencias de Aten-
ción Primaria a nivel domiciliario. Estudio observacional retrospectivo. Med Paliat. 
2022; 29(1):19-28. https://doi.org/10.20986/medpal.2021.1274/2021 

https://doi.org/10.36105/mye.2026v37n4.03
https://doi.org/10.20986/medpal.2021.1274/2021


Palliative sedation in patients with non-oncological terminal illnesses...

Medicina y Ética - October-December 2026 - Vol. 37 - No. 4	 1197
https://doi.org/10.36105/mye.2026v37n4.03

3.	 Instituto Nacional de Estadística y Geografía (INEGI). Estadísticas de Defuncio-
nes Registradas (EDR) 2024. Comunicado de prensa 142/25; 10 nov 2025 [Inter-
net]. [cited 2025 Dec 5]. Available at: https://www.inegi.org.mx/contenidos/salade-
prensa/boletines/2025/edr/EDR2024-def_CP.pdf 

4.	 Iannone MT, Fabiano V, Basile R, Caprini C, Cassetta E, Colizza S, et al. Cuida-
dos paliativos al interior de una estructura hospitalaria: ¿una hipótesis concreta o 
una provocación? Consideraciones de un grupo de trabajo constituido al interior 
del Hospital Fatebenefratelli de la Isla Tiberina de Roma. Medicina y Ética. 2014; 
25(1):13-60.

5.	 Delgado Rengifo AN, García Loor GY, Solórzano Buenaventura FJ. Sedación en 
cuidados paliativos. RECIAMUC. 2024; 8(1):913-926. https://doi.org/10.26820/
reciamuc/8.(1).ene.2024.913-926

6.	 Riveros-Ríos ME. Sedación paliativa en covid19. Conocimientos y actitudes. 
Apuntes de Bioética. 2021; 4(1):52-65. https://doi.org/10.35383/apuntes.v4i1.571 

7.	 Souza AA, Borges GS, Oliveira ERNC, Bretones LAL. Sedación paliativa para 
controlar el sufrimiento existencial refractario: diagrama de flujo. Rev Bioét. 2023; 
31:e3605ES. https://doi.org/10.1590/1983-803420233605ES 

8.	 Doyle D, Woodruff R. The IAHPC Manual of Palliative Care. 3rd ed. Houston (TX): 
IAHPC Press; 2013 [cited 2025 Oct 25]. Available at: https://iahpc.org/resources/
publications/manual-of-palliative-care/ 

9.	 Castillo Guzmán AC, Arocha Mariño C, Castillo Arocha I, Cueto Cañabate ME, 
Armas Rojas NB, González Greck OR. El enfermo cardiovascular, el cardiólogo y 
la bioética. Rev Cubana Cardiol Cir Cardiovasc. 2010; 16(4):509-14.

10.	 Taboada PR. Sedación paliativa (parte I). Controversias sobre términos, definicio-
nes y aplicaciones clínicas. Acta Bioeth. 2012;18(2):155-162. https://doi.
org/10.4067/S1726-569X2012000200003 

11.	 Carassiti M, De Benedictis A, Comoretto N, Vincenzi B, Tambone V. Propuesta de 
un camino decisional y existencial para la sedación paliativa. Medicina y Ética. 
2014; 25(1):145-163.

12.	 Menezes MS, Figueiredo M da G M da C de A. The role of end-of-life palliative 
sedation: medical and ethical aspects. Rev Bras Anestesiol. 2019; 69(1):72-77. 
https://doi.org/10.1016/j.bjane.2018.03.002 

13.	 Eich M, Verdi MIM, Finkler M, Martins PPS. Princípios e valores implicados na 
prática da sedação paliativa e a eutanásia. Interface (Botucatu). 2018; 22(66):733-
44. https://doi.org/10.1590/1807-57622016.0853 

14.	 Hernández-Bello E, Gasch-Gallén Á. Cuestiones éticas en los registros clínicos 
de un grupo de pacientes terminales ingresados en un hospital de tercer nivel. 
Carencias y mejoras. Rev Esp Salud Pública. 2020; 94:e202005030. 

15.	 Gómez Sancho M, Altisent R, Bátiz J, Casado M, Ciprés L, Gándara A. Guía de 
sedación paliativa. Madrid: Consejo General de Colegios Oficiales de Médicos; 
2021.

16.	 Molina J. La sedación paliativa ante síntomas refractarios: revisión de datos bi-
bliográficos. Vida y Ética. 2008; 9(1) [Internet] [cited 2025 Nov 10]. Available at: 
Biblioteca Digital de la Universidad Católica Argentina.

https://doi.org/10.36105/mye.2026v37n4.03
https://www.inegi.org.mx/contenidos/saladeprensa/boletines/2025/edr/EDR2024-def_CP.pdf
https://www.inegi.org.mx/contenidos/saladeprensa/boletines/2025/edr/EDR2024-def_CP.pdf
https://doi.org/10.26820/reciamuc/8.(1).ene.2024.913-926
https://doi.org/10.26820/reciamuc/8.(1).ene.2024.913-926
https://doi.org/10.35383/apuntes.v4i1.571
https://doi.org/10.1590/1983-803420233605ES
https://iahpc.org/resources/publications/manual-of-palliative-care/
https://iahpc.org/resources/publications/manual-of-palliative-care/
https://doi.org/10.4067/S1726-569X2012000200003
https://doi.org/10.4067/S1726-569X2012000200003
https://doi.org/10.1016/j.bjane.2018.03.002
https://doi.org/10.1590/1807-57622016.0853


M. F. Reyes

1198	 Medicina y Ética - October-December 2026 - Vol. 37 - No. 4
https://doi.org/10.36105/mye.2026v37n4.03

17.	 Taboada RP. El principio de proporcionalidad terapéutica en las decisiones de li-
mitar tratamientos. Boletín Escuela de Medicina Pontificia Universidad Católica 
de Chile. 1998; 27(1):17-23.

18.	 Kircher CE, Hanna TP, Tranmer J, Goldie CE, Ross-White A, Moulton E, et al. 
Defining “early palliative care” for adults diagnosed with a life-limiting illness: a 
scoping review. BMC Palliat Care. 2025; 24:93. https://doi.org/10.1186/s12904-
025-01712-7 

19.	 Reymond L, Parker G, Gilles L, Cooper K. Home-based palliative care. Aust J Gen 
Pract. 2018; 47(11):747-752.

20.	 Rosenblum AM, Chasen MR. Palliative care: who is responsible? J Natl Compr 
Canc Netw. 2018; 16(6):791-792. https://doi.org/10.6004/jnccn.2018.7047 

21.	 García Romo E, Valle Borrego B, Galindo Vázquez V, Sánchez Chica P, Martín 
Molpeceres E, Pfang B. Sedación paliativa en una unidad de cuidados paliativos 
de un hospital de tercer nivel: ¿es habitual el sufrimiento emocional o existencial? 
Med Paliat. 2019; 26(4):290-299. https://doi.org/10.20986/medpal.2019.1071/2019 

22.	 Kavalieratos D, Gelfman LP, Tycon LE, Riegel B, Bekelman DB, Ikejiani DZ. Pa-
lliative care in heart failure: rationale, evidence, and future priorities. J Am Coll 
Cardiol. 2017; 70(15):1919-1930. https://doi.org/10.1016/j.jacc.2017.08.036 

23.	 Paal P, Lorenzl S. Patients with Parkinson’s disease need spiritual care. Ann Pa-
lliat Med. 2020; 9(2):144-148. https://doi.org/10.21037/apm.2019.11.24 

24.	 Pomej K, Masel EK, Kreye G. Palliative care in terminally ill advanced chronic liver 
disease patients. Wien Klin Wochenschr. 2025; 137:342-350. https://doi.
org/10.1007/s00508-024-02436-z 

25.	 Townsend K. Demoralisation in palliative care. Lancet Oncol. 2018; 19(2):168.
26.	 Secretaría de Gobernación. NORMA Oficial Mexicana NOM-011-SSA3-2014, Cri-

terios para la atención de enfermos en situación terminal a través de cuidados 
paliativos. Diario Oficial de la Federación. 2014 dic 9 [Internet]. [cited 2025 Nov 
11]. Available at: https://www.dof.gob.mx/nota_detalle.php?codigo=5375019&fe-
cha=09/12/2014 

27.	 Cuidados paliativos en pacientes adultos. Evidencias y Recomendaciones: Guía 
de Práctica Clínica (GPC IMSS-440-11). México: IMSS; 2017 [Internet]. [cited 
2025 Nov 20]. Available at: https://www.imss.gob.mx/sites/all/statics/guiasclini-
cas/440GER.pdf 

28.	 Loffredo AJ, Chan GK, Wang DH, Goett R, Isaacs ED, Pearl R, et al. United States 
best practice guidelines for primary palliative care in the emergency department. 
Ann Emerg Med. 2021; 78(5):658-669. https://doi.org/10.1016/j.annemerg-
med.2021.05.021 

29.	 Volonnino G, D’Antonio G, Cuomo F, Pellegrini L, Di Fazio N, Ferrara M. Palliative 
care as a fundamental human right: where are we at in Italy? Clin Ter. 2024; 
175(4):252-258. https://doi.org/10.7417/CT.2024.5072 

30.	 Kontro M. The development of palliative care in Finland and its societal impacts: a 
scoping review. J Soc Work End Life Palliat Care. 2025; 21(1):72-93. https://doi.or
g/10.1080/15524256.2025.2468217 

https://doi.org/10.36105/mye.2026v37n4.03
https://doi.org/10.1186/s12904-025-01712-7
https://doi.org/10.1186/s12904-025-01712-7
https://doi.org/10.6004/jnccn.2018.7047
https://doi.org/10.20986/medpal.2019.1071/2019
https://doi.org/10.1016/j.jacc.2017.08.036
https://doi.org/10.1007/s00508-024-02436-z
https://doi.org/10.1007/s00508-024-02436-z
https://www.dof.gob.mx/nota_detalle.php?codigo=5375019&fecha=09/12/2014
https://www.dof.gob.mx/nota_detalle.php?codigo=5375019&fecha=09/12/2014
https://www.imss.gob.mx/sites/all/statics/guiasclinicas/440GER.pdf
https://www.imss.gob.mx/sites/all/statics/guiasclinicas/440GER.pdf
https://doi.org/10.7417/CT.2024.5072
https://doi.org/10.1080/15524256.2025.2468217
https://doi.org/10.1080/15524256.2025.2468217


Palliative sedation in patients with non-oncological terminal illnesses...

Medicina y Ética - October-December 2026 - Vol. 37 - No. 4	 1199
https://doi.org/10.36105/mye.2026v37n4.03

31.	 Cifuentes Vidal P. Cuidados paliativos y de final de la vida: legislación comparada. 
Reino Unido, Alemania y Taiwán. Santiago de Chile: Biblioteca del Congreso Na-
cional de Chile, Asesoría Técnica Parlamentaria; 2025.

32.	 Beauverd M, Mazzoli M, Pralong J, Tomczyk M, Eychmüller S, Gaertner J. Pa-
lliative sedation – revised recommendations. Swiss Med Wkly. 2024; 154:3590. 
https://doi.org/10.57187/s.3590 

33.	 Sangalli L, Turriziani A. La sedación paliativa: los temas candentes. Medicina y 
Ética. 2014; 25(1):61-104.

34.	 Krauss SH, Rémi C, Bausewein C, Bazata J, Grebe A, Ostgathe C. “Is this se-
dation?” – a Group Delphi process to define cut-off doses and dosing intervals 
for potentially sedating drugs in palliative care. BMC Palliat Care. 2025; 24:159. 
https://doi.org/10.1186/s12904-025-01781-8 

35.	 Instituto Mexicano del Seguro Social. Detección y manejo del colapso del cuida-
dor. Guía de Práctica Clínica IMSS-781-15. México: IMSS; 2015 [Internet]. [cited 
2025 Dec 1]. Available at: https://www.imss.gob.mx/sites/all/statics/guiasclinicas/
781GER.pdf 

36.	 Riaño Zalbidea V. Cuidados paliativos en el enfermo no oncológico [monografía 
en Internet]. Paliativos sin Fronteras; 2007 [citado 2 de diciembre de 2025]. Avai-
lable at: https://paliativossinfronteras.org/wp-content/uploads/CUIDADOS-PALIA-
TIVOS-NO-ONCOLOGICOS-RIANO-ZALBIDEA.pdf 

37.	 Halfeld JC, Caldana J. Sedación paliativa terminal en Brasil: revisión integra-
dora de la literatura. Rev Bioét. 2023; 31:e3625ES. https://doi.org/10.1590/198 
3-803420233625ES

38.	 Shepperd S, Gonçalves-Bradley DC, Straus SE, Wee B. Hospital at home: ho-
me-based end-of-life care. Cochrane Database Syst Rev. 2021; 3:CD009231. 
https://doi.org/10.1002/14651858.CD009231.pub3

https://doi.org/10.36105/mye.2026v37n4.03
https://doi.org/10.57187/s.3590
https://doi.org/10.1186/s12904-025-01781-8
https://www.imss.gob.mx/sites/all/statics/guiasclinicas/781GER.pdf
https://www.imss.gob.mx/sites/all/statics/guiasclinicas/781GER.pdf
https://paliativossinfronteras.org/wp-content/uploads/CUIDADOS-PALIATIVOS-NO-ONCOLOGICOS-RIANO-ZALBIDEA.pdf
https://paliativossinfronteras.org/wp-content/uploads/CUIDADOS-PALIATIVOS-NO-ONCOLOGICOS-RIANO-ZALBIDEA.pdf
https://doi.org/10.1590/1983-803420233625ES
https://doi.org/10.1590/1983-803420233625ES
https://doi.org/10.1002/14651858.CD009231.pub3

