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Abstract

Context. Sedation is an accepted, but controversially discussed and challenging measure to treat suffering at the end of life.
Although most people die in hospitals or nursing homes, little is known how professionals in these settings deal with sedatives
and sedation at the end of life.

Objectives. To explore 1) challenges regarding use of sedatives and sedation at the end of life in hospitals and nursing
homes, and 2) strategies, and supportive measures to meet these challenges, as perceived by nurses and physicians.

Methods. Multicenter qualitative interview study. Forty-nine participants: 12 general practitioners and 12 nurses from five
nursing homes, 12 physicians, and 13 nurses from five hospital departments (hematology/oncology (n = 2), neurology, geriat-
rics, gynecology). Semi-structured qualitative interviews. Data analysis guided by framework approach.

Results. Perceived challenges relate to three levels of the care situation: individual, interaction with others, and work environ-
ment. The main challenge was defining the adequate timing and/or dose. Other challenges, e.g., disagreements regarding indi-
cation or legal uncertainties, were highly interrelated, and strongly associated with this major challenge. Reported strategies and
supportive measures to address challenges also corresponded to the three interrelated levels. Major named strategies were edu-
cation and training, joint decision-making within the team and regular discussion with the patient and family. On the level work
environment, no implemented strategies, but wishes for change were identified.

Conclusion. To meet the identified challenges in a sustainable way and enable continuous improvement of quality of care,

best practice recommendations, and other supportive measures have to address all identified levels of challenges. ] Pain Symp-
tom Manage 2022;63:530—538. © 2021 The Authors. Published by Elsevier Inc. on behalf of American Academy of Hospice and Palliative

Medicine. This is an open access article under the CC BY-NC-ND license (hilp://creativecommons.org/licenses/by-nc-nd/4.0/).
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Key Message

Challenges and strategies regarding sedation at
the end of life in general palliative care relate to
three interrelated levels: individual, interaction
with others, work environment. Defining the ade-
quate timing and/or dose was the main challenge,
and education and training the major strategy.
Results indicate a need for complex supportive
measures.

Introduction

The end of life and dying can be accompanied by
symptoms such as pain, dyspnea, or anxiety, and some
people suffer severely."”” Sedation is one potential mea-
sure to relieve suffering at the end of life. “Sedation in
palliative care” is defined as “the monitored use of
medications intended to induce a state of decreased or
absent awareness (unconsciousness) in order to relieve
the burden of otherwise intractable suffering [.. .]”.?’
Patients can be sedated intermittently or continuously
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until death with varying depth. Sedation is used in spe-
cialist palliative care settings, e.g., palliative care units
or hospices, but also in general palliative care, provided
by professionals not specialized in palliative care, e.g.,
nursing homes and general hospital wards."

Healthcare professionals in all settings face various
challenges regarding sedation at the end of life. Ethical
uncertainties concerning the differentiation between
sedation and euthanasia or physician-assisted suicide
are predominant and are partly accompanied by con-
cerns to hasten death.””"" Other reported challenges
include difficulties in the decision about indication
and timing of sedaltion,r”s’l =13 insufficient education,
and experience,” problems regarding the interaction
within the team and with the family™'* and organiza-
tional barriers such as the unavailability of medication.”
Reported strategies and measures to meet challenges
regarding sedation at the end of life include multidisci-
plinary team-meetings and discussions,”'”'*'" the
involvement of the family in decision-making and the
procedure'”'® as well as education for healthcare pro-
fessionals, e.g., concerning communication with peo-
ple involved.' """

Most of these data on challenges as well as strategies
originate from specialist palliative care. However, the
majority of people dies in hospitals outside palliative
care units or in nursing homes.'? 2! Moreover, studies
mostly focused on broader themes such as sedation
practice, presented data on challenges and strategies as
by-products, or addressed a specific theme such as ethi-
cal dilemmas only. Overall, little is known about seda-
tion-related challenges that professionals face in the
hospital or nursing home setting, and how they deal
with them. A better understanding of these challenges
and respective strategies and supportive measures is
essential to promote best practice of sedation at the
end of life and avoid harm to patients. Therefore, this
study aims to explore (1) challenges regarding use of
sedatives and sedation at the end of life and (2) strate-
gies and supportive measures to meet these challenges,
as perceived by nurses and physicians in hospital wards
and nursing homes.

Methods

Design

Multicenter qualitative interview study with physi-
cians and nurses in hospitals and nursing homes, as
part of a mixed methods study on use of sedatives at
the end of life.”” *° We followed the COREQ checklist
to ensure methodological rigor (see Appendix I) 2

Setting and Participants
Nursing homes differing with regard to number of
residents, funding affiliations (municipal, Protestant,

and Catholic) and location (urban and suburban) par-
ticipated. There were strong variations in general prac-
titioners’ on-site presence; none of the nursing homes
had a physician permanently available on-site. Some
nursing homes cooperated with a particular specialist
palliative home care team, others involved one of the
home care teams in their region, if required. Participat-
ing hospital departments were hematology/oncology
(n = 2), geriatrics, gynecology and neurology of two
hospitals (university and teaching hospital). All hospi-
tal wards had established cooperations with in-house
palliative care advisory teams.

In each participating center, a contact person was
involved for recruitment. Inclusion criteria were expe-
rience in caring for dying patients/residents and suffi-
cient German language skills. Purposive sampling
regarding care setting, profession, gender, age, work
experience, and palliative care experience was
intended. However, this was not fully achieved due to
difficult recruitment. All participants gave their written
informed consent.

Data collection and Analysis

Face-toface, semi-structured interviews were con-
ducted from May to October 2019. Two trained
researchers conducted the interviews. An interview
guide (Appendix II) was developed to ensure consis-
tency. It was designed using the existing literature and
the preceding quantitative part of this mixed-methods
project.””*** The guide covered four main themes:
understanding of palliative care and end of life, indica-
tions for the prescription of sedatives, experience with
different forms of sedation, and perceived need for
change and/or supportive measures in handling seda-
tives. To cover experiences with all types of sedation
within the interviews, we used a figure illustrating the
range from use of sedatives “as needed” via intermit-
tent and/or light to continuous and/or deep sedation.
We did not further define the concept of sedation at
the end of life. Furthermore, we did not define seda-
tives but asked the interviewees to name drugs they per-
ceived as sedating. The interview guide was pilot tested
in five interviews. Due to only minor changes in the
guide, these were also included in the analysis. Partici-
pants completed a short questionnaire on sociodemo-
graphic data. Parallel to the interviews, the research
team constantly discussed whether new and important
themes emerged. Interviews were conducted until this
was no longer the case, and data saturation was con-
firmed at the end of the indexing process.

All interviews were audio-recorded and transcribed
verbatim. We analyzed the data applying the Frame-
work Approach.” After familiarization with the data,
two researchers (B. G., S. M.) identified themes as well
as subordinate categories and developed a thematic
framework in a deductive/inductive approach. The
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framework was continuously refined during indexing.
Key messages of indexed data that were relevant to the
research question were summarized. Summaries were
transferred to thematic charts with themes in columns
and interviewees in rows. To ensure consistency, two
researchers (B. G., S. M.) independently indexed 16%
of transcripts (n = 8 interviews) and summarized a sub-
set of indexed data, respectively. Disagreements were
discussed until consensus was reached, involving a third
researcher (E. S.), if necessary. Data interpretation was
based on commonalities and differences as well as rela-
tions within and between themes. Quotations are pre-
sented to illustrate the findings.

Challenges were defined as situations, which inter-
viewees associated with uncertainties and concerns,
regarded as problematic, perceived as inadequate treat-
ment or related to interpersonal disagreements. Inter-
viewees’ statements that described their own behavior
or measures to address the reported challenges - either
already used or wished for - were defined as strategies
and supportive measures.

Constant joint discussions within the project team
(B. G., S. M., E. S.) and with two qualitative research
groups at the University and the University Hospital
ensured rigor and integrity of data collection and anal-
ysis. For data management and analysis, we used
MAXQDA (2018.2).

The study was approved by the relevant Research
Ethics Committee.

Results

In total, 49 interviews were conducted, with 12 gen-
eral practitioners and 12 nurses in nursing homes as
well as 12 physicians and 13 nurses in hospital. Inter-
view duration ranged between 30 and 81 minutes.
About two-third of interviewees were female, the major-
ity was 40 years old or older with median professional
experience of 22 years, and about half had training or
work experience in specialist palliative care (see
Appendix IIT).

Challenges

The predominant challenge regarding use of seda-
tives at the end of life was the definition of the appro-
priate timing and/or dose. It was described as finding a
balance on the continuums ‘too early - too late’ and
‘too much - too little’. All extremes were perceived to
potentially cause harm for patients/residents. Strug-
gling for adequate timing and/or dose was mainly
motivated by the aim to control symptoms and concur-
rently sustain the patient’s/resident’s ability to commu-
nicate. Interviewees viewed the timing and/or dose

rather as ‘too late or too low’ than as ‘too early or too
high’.

Other topics were closely related to the major
challenge as they intensify uncertainties regarding
timing and/or dose. These can be categorized into
three interrelated levels: (1) individual, (2) interac-
tion with others, and (3) work environment
(for detailed information see Fig. 1, for quotes
Table 1).

Individual. On the individual level, we found legal and
ethical uncertainties, lack of experience and knowl-
edge, difficulties in evaluating the patient’s/resident’s
wish and anticipating effects of the medication as well
as dilemmas regarding indication (Table 1).

Interaction with Others. On the level interaction with
others, challenging interactions with the patient/resi-
dent, with the family and/or within the team were
described. Problematic interactions with the patient/
resident were situations in which the wishes of the
patient/resident were unknown or contradictory.
Moreover, it was perceived as burdensome, when
patients/residents rejected the wuse of sedatives
although it was indicated (Table 1).

Challenges in the interaction with the patient/resi-
dent were less prominent than with the family. Inter-
viewees perceived the rejection or request of sedatives
or of dose increases by the families as challenging
when this conflicted with the clinical necessities. Chal-
lenges regarding the team were difficult communica-
tion between nurses and physicians as well as
disagreements regarding the indication for use of seda-
tives (Table 1).

Work Environment. Concerning the work environment
in hospital, interviewees reported staff shortage on
some hospital wards and generally at weekends as
demanding. In nursing homes, environmental chal-
lenges were more prominent. The major factor was a
substantial shortage of (qualified) staff. Moreover, legal
regulations, as well as self-imposed restrictions by chief
nursing officers regarding sedatives and opioids as
PRN medication and syringe drivers with bolus func-
tion were perceived as barriers to adequate practice.
Another challenge on environmental level mentioned
by general practitioners was the unavailability of spe-
cific drugs (Table 1).

Substantial relations between the three levels of
challenges were mentioned. For example, little experi-
ence in end of life care and sedation increases uncer-
tainties concerning the wuse of sedatives. These
uncertainties on the individual level can either be
intensified by or produce challenges on the interaction
level, e.g., disagreements regarding the indication of
sedation. Challenges on the environmental level inten-
sify challenges on the individual as well as the interac-
tion level.
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Fig. 1. Challenges regarding use of sedatives at the end of life as perceived by nurses and physicians in nursing homes and hos-
pitals. For interpretation of the references to color in this figure legend, the reader is referred to the web version of this article.

Strategies and Supportive Measures to Meet the
Identified Challenges

The reported strategies and supportive measures to
address challenges regarding use of sedatives at the
end of life can also be categorized into the same inter-
related levels: (1) individual, (2) interaction with
others, and (3) work environment. The degree of
implementation of the named strategies and support-
ive measures varied considerably. Whereas some inter-
viewees already used strategies and recommended
them, others solely made respective suggestions for
changes or wishes for necessary supportive measures
(for detailed information see Fig. 2, for quotes Table 2).

Individual. On the individual level, two major strategies
were reported by interviewees. First, the enhancement
of certainty and confidence, e.g., by training and edu-
cation. Second, the adaptation of procedures, e.g., by a
comprehensive evaluation of the patient’s/resident’s

situation or the continuous reflection of the indication
for sedatives (Table 2).

Interaction with Others. Concerning the interaction with
the patient/resident and the family, a major strategy
was constant information and discussion to meet con-
cerns and demands or rejections of use of sedatives per-
ceived as inappropriate by the team (Table 2).

As an important strategy to overcome challenges
related to the patient/resident, interviewees empha-
sized the need to comprehensively evaluate the
patient’s/resident’s wishes by e.g., private conversa-
tions with the patient in absence of the family. Many
interviewees stressed that the patient’s/resident’s
wishes are superior to the family’s or the professionals'
expectations.

General practitioners reported the resident's admis-
sion to hospital or the general practitioner's withdrawal
from the resident's care as strategies of last resort in
conflicts with the family.
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Table 1
Quotes of the Healthcare Professionals in Hospitals and
Nursing Homes Concerning Challenges Regarding Use of
Sedatives at the End of Life

1 Indiwvidual level:
“[...] Well, I think that for young colleagues in particular it is,
I think, sometimes a bit difficult, when you talk to them, they
say: “Oh yes, so am I giving them too much now?” Or they are
worried that they will somehow euthanize him or contribute to
speeding up the dying process or something like that? [...].”
(Jens, Hospital Physician)

2 Interaction level:
“Well, we noticed that he was afraid, he was suffering, but he
didn’t want to take any medication. And for me the difficulty
was to give him a little bit of symptom relief against his will at a
stage where he was seeing ghosts sitting at his bedside, because
he just didn’t want medication. [...] It’s always stupid when you
can’t talk to the patient the way you want to.” (Antonia,
General Practitioner)

3 Interaction level:
“In general, I find it difficult that you have these tensions. The
relatives tend to want less sedation, the nurses more. That’s, of
course, you have to mediate. And sometimes that’s not easy at
all.” (Konrad, General Practitioner)

4 Environmental level:"
The [“Tavor] Expidet” [brand name of a sublingual lorazepam
preparation], [...] actually you’re not legally allowed to do
[prescribe] it at all, because the patient could also swallow the
cheaper lorazepam tablet. But if it’s hard to swallow for
someone who [...] can’t drink much more and so on, it’s just
easier. But it is so that you’re not actually allowed to prescribe
it.” (Theo, General Practitioner)

Each quotation is identified by a name unrelated to participants’ real names.

To meet challenges within the team, interviewees’
major strategies comprised the improvement of com-
munication by enhancing regular exchange of infor-
mation and multi-professional case conferences.
Interviewees of both settings agreed on the important
role of experienced team members and of joint deci-
sion-making (Table 2).

To meet the challenges in cooperation with under-
staffed and/or unqualified nursing teams in nursing
homes, general practitioners underlined the necessity
to individually adapt and precisely explain the proce-
dures and associated nursing tasks according to the
nurses’ competencies and capacities.

The core strategy regarding interaction with others,
therefore, was to jointly define and agree on a proce-
dure with all involved parties.

Work Environmeni. On the level work environment,
wishes for changes and supportive measures were
expressed. These mainly included more (qualified)
staff and time for the care of patients/residents.

Involvement of Specialist Palliative Care Services. Involving
specialist palliative care services was a strategy to over-
come challenges with sedation at the end of life on all
three levels. Interviewees regarded the observation of
specialist palliative care practice and the exchange of
experiences as very helpful to address individual as well

as team uncertainties regarding the use of sedatives.
Moreover, specialist palliative care consultation was
used as a strategy to overcome disagreements within
the team and conflicts with patients/residents and/or
families. The involvement of specialist palliative care
services to address challenges on the environmental
level was exclusively mentioned by nursing home
nurses and general practitioners. Some interviewees in
both settings wished for more and regular interaction
with specialist palliative care services, e.g., work shadow-
ing and joint ward rounds (Table 2).

Discussion

Our data indicate that nurses and physicians per-
ceived challenges regarding sedation at the end of
life on three levels of the care situation: individual,
interaction with others and work environment. The
main challenge was defining the adequate timing
and/or dose. Further challenges at the identified
levels were strongly associated with this major chal-
lenge and highly interrelated. The reported strate-
gies and supportive measures to address challenges
also corresponded to the three interrelated levels.
They differed substantially in their degree of imple-
mentation between interviewees. On the level work
environment, strategies only consisted of wishes and
suggestions for change.

Despite differences in work environment, expertise
and experience as well as patient populations, reported
challenges in our study were comparable to those
reported mainly for specialist palliative care. This espe-
cially applies to the challenges perceived at the individ-
ual level, namely insecurities in decision-making
concerning timing and/or dose”''~'? as well as ethical
uncertainties.””"”~'* This consistency of perceived
challenges underlines that sedation at the end of life is
a complex, much debated issue that is likely to be asso-
ciated with uncertainties regardless of professional
competencies. A lack of knowledge and experience in
specialist palliative care is known to be associated with
the perception of ethical uncertainties.'*” In our
study as well as in a previous study in nursing homes,”
knowledge and experience were emphasized as crucial
to safely handle sedation. Therefore, the described
challenges at the individual level may be more pro-
nounced in general than in specialist settings. Chal-

lenges in specialist palliative care were mostly
described in relation to continuous deep
sedation.””™'*~'* In our sample, the challenges were

perceived regarding the whole range of use of sedatives
- even the use of relatively small doses and without the
explicit intention to sedate the patient. The latter was
the most common practice in our participating cen-
22,2426 : ; “gi
ters. The perception of sedation as a “side
effect” rather than an intentional act when using
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Fig. 2. Strategies and supportive measures to meet challenges regarding use of sedatives at the end of life as perceived by nurses
and physicians in nursing homes and hospitals. For interpretation of the references to color in this figure legend, the reader is

referred to the web version of this article.

Notes: The nested boxes illustrate the interrelations between the three levels; NH = nursing home(s), H= hospital(s),
SPC = Specialist Palliative Care, GP = general practitioner, SOP = standard operating procedure; Strategies and supportive meas-
ures only mentioned by interviewees from one setting or one group of professionals are followed by the respective abbreviation

in brackets.

* Solely wished for/seen a need for, not implemented by any interviewee/institution.

sedatives”® might also explain why our interviewees did
not mention acknowledged challenges of sedation at
the end of life, e.g., the evaluation of refractoriness of
symptoms or survival.” Another aspect associated with
the concept of sedation and sedatives was the reporting
of restrictions regarding opioids in nursing homes as a
sedation-related challenge. The perception and use of
opioids as a means for sedation by some of our inter-
viewees - despite contrary recommendations’ - raises
the question of inadequate treatment.”

In line with previous studies,s’14 described chal-
lenges in the interaction with the family and within the
team mostly consisted of disagreements regarding the
indication of sedation and communication problems.
Challenges in the interaction with the family were
more prominent than challenges with the patient/

resident. Decisions regarding use of sedatives were
associated with fewer doubts when communication
with the patient/resident about her/his wishes was pos-
sible. This is supported by a study reporting that nurses
rated palliative sedation-related critical issues as less dif-
ficult when the patient was involved.”’

As reported for end of life care in general,” " staff
shortage and lack of time were substantial challenges
regarding sedation at the end of life on the work envi-
ronment level, and much more prominent in nursing
homes. Moreover, additional challenges on the envi-
ronmental level were relevant only in nursing homes,
e.g., legal regulations and self-imposed restrictions by
chief nursing officers and the availability of medication.
Only the latter has previously been reported by a Bel-
gian study.”



536 Griine et al.

Vol. 63 No. 4 April 2022

Table 2
Quotes of the Healthcare Professionals in Hospitals and
Nursing Homes Concerning Strategies and Supportive Meas-
ures to Meet Challenges Regarding Use of Sedatives at the
End of Life

1 Individual level:
“What needs to be changed is [...], I think, the awareness [...]
of the nursing staff, to look closely at what the person needs.
Also in relation to sedation. When is it a relief for the person?
But when do I want it just as a relief for myself? [...] Because it
can also have something to do with me. Because I am so
overwhelmed, because I have so much to do, so many people to
look after, that I prefer to resort to a sedative for one person.
But even that should be made consciously.” (Emma, Nursing
Home Nurse)

2 Interaction level:"
Itis important, I think, to communicate to the relatives that
you do not provide euthanasia, and to say so actively, otherwise
there is always fear or predominantly fear. But if you say: We
are helping here to make something bearable, to alleviate fears
and pain, then very few relatives have good arguments either
subjectively, so to speak, or emotionally to say: “No, please keep
the medicine in the drawer. I would rather that, my loved one
suffer pain and be afraid.” So I think it’s a question of how we /
how one communicates with the relatives, then it’s okay."
(Heinz, Hospital Physician)

3 Interaction level:
“So, you have to say that things are going super well here on
the ward. That every opinion is important. And every concern.
No matter by whom, whether from the nursing or medical side.
Yes, of course, nursing is often the impetus because they see
the patients more often and know them better. Doctors often
go in to make rounds. And then they don’t see the patient
again for half a day. Until something happens again. So, I think
the nurses always give the impetus [...] or often. But about
which medication, that is then such a team decision. So, the
doctor then makes a suggestion of what we could give them
now. And then the nurse says, “Don’t you think that’s better?”
And that is actually such a collaboration, yes.” (Janine, Hospital
Nurse)

4 Involvement of specialist palliative care services:
“I think it’s up to the general practitioners. I think they need
much more palliative care training, yes. Because many general
practitioners don’t want that either and wouldn’t come if we
didn’t always push: “How about “Tavor” [brand name of
lorazepam]? How about morphine? Because no one needs to
be in pain.” Don’t we want the palliative care team, so that we
also have a proper contact person. Because we don’t know
everything either. We are only skilled workers. If I have a
general practitioner who doesn’t really want it that way, then a
palliative care team is one hundred percent great to work
with.” (Anna, Nursing Home Nurse)

Each quotation is identified by a name unrelated to participants’ real names.

- - . . 6,10,12,15,17,18 .
Consistent with previous studies,” ™ = ' mult-

professional case conferences or repeated discussions
with the patient/resident and the family were identi-
fied as supportive measures to meet challenges on the
individual and interaction levels. In addition, our data
revealed some more specific strategies such as nurses
initiating multi-professional discussions or general
practitioners individually adapting the procedure to
nursing home nurses’ competencies (see Fig. 2).
Despite existing recommendations regarding “care for
the medical professionals” in guidelines,?’ our interview-
ees rarely mentioned specific strategies to cope with
distress, such as supervision, and these were not

regularly applied in clinical practice. Environmental
barriers might prevent implementation.

The reported strategies on the individual level
“enhancing certainty and confidence” and “adapting
the procedure”, but also the strategies on the interac-
tion level "improving communication” and “constant
information and discussion” as well as “jointly define
and agree on a procedure with all involved parties” are
to some extent included in guidelines on sedation in
palliative care.” However, recommendations focusing
on the interaction of the involved parties are sparse.
Additionally, recommendations on sedation differ
between guidelines.””” More consensus and target
group-specific recommendations adapted to the needs
of professionals in hospitals and nursing homes are
essential, e.g., guidance on communication issues. Nev-
ertheless, guidelines alone cannot address all identified
challenges and their complex interrelations.

Our results indicate that challenges as well as strate-
gies and supportive measures regarding the use of seda-
tives at the end of life occur on three interrelated levels
of healthcare. Thus, use of sedatives at the end of life
represents a complex adaptive system in which factors
could be allocated to the patient system, the family sys-
tem, the team system and environmental factors. This
is in line with the findings of barriers regarding contin-
uous sedation until death in Belgian nursing homes,”
and with the description of palliative care situations in
general as complex adaptive systems.‘% Single measures
which neglect the complex structure of the system can-
not adequately address the identified challenges.
Instead, the complex system of interrelated challenges
requires a complex system of interrelated strategies
and supportive measures. For example, education and
training measures must complement recommenda-
tions in guidelines. However, training measures can
only enhance certainty and confidence if staff is given
the opportunity to participate despite staff shortages.
Considering the high staff turnover, especially in nurs-
ing homes, the effects of education and training
sessions are only sustainable, if they are offered repeat-
edly. The involvement of specialist palliative care serv-
ices as a measure to meet challenges on all three levels
illustrates interviewees’ needs for complex supportive
measures. The specialist palliative care services were
perceived to convey knowledge and certainty to individ-
ual professionals and the team, to mediate in conflicts,
and to compensate for environmental challenges.
Interviewees wished for more regular interaction with
specialist palliative care professionals.

Strengths & Limitations

The major strength of this study is the inclusion of
perspectives of nurses and physicians of different set-
tings outside specialist palliative care. This is the first
study embedding challenges as well as strategies and



Vol. 63 No. 4 April 2022

Challenges and Strategies Regarding Sedation 537

supportive measures for the use of sedatives at the end
of life. In the interpretation of this study’s results, some
limitations need to be considered. As sedation at the
end of life is a controversial issue, social desirability
might have influenced the interviewees’ answers. Com-
monly known challenges, such as legal and ethical
uncertainties, were very prominent. Interviewees might
have been cautious in describing other challenges or
deviations from good practice. Furthermore, many of
our interviewees had numerous years of professional
experience, and about half had palliative care training
or work experience in specialist palliative care. We had
anticipated that contact persons might pre-select more
experienced and/or less critical interviewees, and that
young professionals may be reluctant to participate
due to the complexity and controversy of the topic. We
had, therefore, encouraged contact persons to particu-
larly include young professionals. However, despite
these measures, purposeful sampling regarding the
professional experience was not fully achieved. We
might have missed some challenges and strategies or
supportive measures from the perspective of more
unexperienced professionals.

Conclusion

The use of sedatives and sedation at the end of life
can be described as a difficult balancing act between
“too early - too late” and “too deep - too light”. It is asso-
ciated with complex challenges and respective strate-
gies or supportive measures, which correspond to the
health care system’s levels individual, interaction with
others and work environment. Challenges and strate-
gies or supportive measures heavily depend on the
work environment. Due to the complexity and interre-
lations of challenges, single supportive measures focus-
ing on a single challenge will not result in a major,
sustainable change. Changes in work environment are
essential. This mainly includes more staff and time
resources as well as sustainable measures for better and
setting-specific qualification - regarding end of life care
in general and use of sedatives specifically. To develop
and implement needs-adapted and sustainable meas-
ures, more research jointly evaluating setting-specific
challenges, needs, strategies and necessary supportive
measures is required.
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