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Table 1. Classification of the level of evidence and grading of the
strength of the recommendations®.

Levels of evidence
I. Impact studies with low risk of bias or homogeneous
meta-analyses

Ii. Heterogenous meta-analyses or confirmatory studies with
a low risk of bias

II1. Exploratory studies with a low risk of bias

IV. Any type of study with a high risk of bias, or
investigative studies ot nonanalytic studies

V. Expert’s opinion

Grading of the scrength of the recommendations

A. Consistent level I or II studies

B. Consistent level III studies or one level II study

C. One level I study or consistent level IV studies

D. Level V evidence or inconsistent or inconclusive studies of
any level

*Center for Evidence Based Medicine, Maltoni 2005.
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a) Anxiolytics sedatives: midazolam, lorazepam, etc

b) Sedating antipsychotics (neuroleptics): haliperidol, levo-
promazine, methotrimeprazine, etc

¢) Barbiturates: phenobarbital, etc

d) General anaesthetics: propofol
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Table 2. Mean, median, and range of sedative doses used in the final
forty-eighty hours of life.

Mean Median Reported
Drug
dose dose range
Midazolam 22~70 30~45 3~1,200
Levomepromazine 64 100 24~250
Phenobarbital - 800~ 1,600 200~2,500
Propofol 1,100 500 400~9,600
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Table 3. Principle of double effect.

The treatment is at least neutral, if not positive, but may have
negative as well as positive consequences

The clinician intends the positive outcome, but the foreseen,
negative outcome may be unavoidable

The negative outcome is not necessary to achieves the desired
positive outcome

The primary intent of the treatment is an appropriately compelling
reason to place the patient at risk of the negative outcome
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