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In this article, the medical, legal, and ethical position of 
voluntarily stopping eating and drinking (VSED) as a 
form of hastened death are outlined, as well as the limited 
available research on VSED. VSED is a term used to 
describe a deliberate, planned effort to hasten death. 

Voluntarily stopping eating and drinking (VSED) is a “an 
action of a competent, capacitated person, who voluntarily 
and deliberately chooses to stop eating and drinking with 
the primary intention to hasten death because unacceptable 
suffering persists” (1). Distinct from cachexia that may be a 
natural stage in the advancement of some diseases, VSED is 
an ongoing voluntary choice to forego food and hydration. 
Unlike euthanasia, assisted suicide, or medical aid in dying 
(subsequently referred to as AID), VSED does not require 
lethal medication or a physician’s order, although symptom 
management is recommended and ongoing support from 
caregivers is necessary (1,2). 

In this review VSED is used to denote the activity of a 

patient carrying out a personal choice not to eat or drink 
in order to hasten death, regardless of the level of planning 
or clinician (in this review, referring to physicians and 
nurses) involvement. However, recently Stangle et al. (3) 
have suggested that it may be useful to consider subtypes 
of VSED. Whereas many patients initiating VSED do so 
with explicit commitments of support from family or other 
caregivers and clinicians, Swiss research (3) has identified 
concealed VSED, in which an individual undertakes VSED 
in secret because of objections from caregivers. A second 
subtype is implicit nutrition refusal, in which the patient 
does not hide an intention to stop eating and drinking but 
does not explicitly express their decision to die (3). The 
latter case, Stangle suggests, may be less an expression 
of autonomy than of fatigue with life, and suggests that 
clinicians need to evaluate and understand patients’ refusal 
to eat or drink and offer holistic care consistent with the 
patient’s goals and values.
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Incidence

Few studies have looked specifically at the incidence 
of VSED. Among 571 Japanese hospice and palliative 
physicians, 32% had experience with a patient choosing 
VSED (4). A survey of Swiss nursing home directors 
estimated that 1.7% of nursing home residents died by 
VSED (5). Dutch studies have produced estimates of 0.4% 
to 2.1% of annual deaths (6,7), and in a survey of Dutch 
family physicians, 46% reported having cared for a person 
who elected VSED (8). In a 2001 survey mailed to Oregon 
hospice nurses (9), 41% of respondents reported having 
cared for a patient who attempted or completed VSED. 
Among the 102 cases reported in that survey, patients’ 
average age was 74, 54% were women, 48% were married, 
and 48% were widowed, divorced, or unmarried. Cancer 
was the most frequent diagnosis (60%), followed by 
neurologic (23%) or cardiovascular disease (16%). In the 
Dutch study, physicians reported that 39% of patients had 
a somatic illness other than cancer, 27% had cancer, 12% 
had early dementia, and 24% had no severe physical or 
psychological disease (physicians could choose more than 
one diagnosis per patient) (8). 

Nurses reported readiness to die, poor quality of life or 
fear of poor quality of life, viewing continued existence as 
pointless, desire to die at home, and desire to control the 
circumstances of death as among the most common reasons 
for choosing VSED (9). Somatic issues, such as pain, fatigue, 
or dyspnea, or fear of them were also common. However, 
in the survey of Dutch physicians, somatic motives were 
listed most often, followed by existential concerns or fears 
of dependence as the primary reasons for choosing VSED 
(6,8). Both studies were based on clinician perception of 
patients’ reasoning. Dutch guidance on VSED notes that 
many individuals seeking VSED in the Netherlands may be 
doing so because they have made a request for euthanasia 
that was declined (6).

Clinical course

VSED generally is described in three stages: an early stage 
in which the patient is alert and may experience thirst 
but can engage with others; a middle stage marked by 
progressive weakness as renal function fails; and a late stage 
in which the patient is largely unresponsive until death 
(2,6,10) (See Table 1). Symptoms related to VSED include 
thirst and difficult urination, particularly in the first few 
days. Patients rarely express intolerable hunger because 
the body begins metabolising fats through ketosis (10). As 
dehydration continues, patients become weaker and may 
experience delirium. Patients become sleepier over time and 
may lapse into a coma several days before death. Depending 
on the patient’s underlying health and how strictly they 
limit fluid intake, patients typically die within two weeks of 
initiating VSED (6,9). Death is described as peaceful (1,9) 
and thought to be caused by cardiac arrest as sodium and 
potassium transport in heart cells is disrupted (6). 

Recommendations for symptom management during 
VSED, based on clinician experience, include oral swabs, 
mist sprays, lotion, and room humidification to ease dry 
mouth and other symptoms of dehydration as even small 
sips of water or ice chips adding up to 50 mL/day or 
more can slow dehydration and prolong dying (6,10,11). 
As patients become weaker, they require assistance with 
toileting and hygiene, and eventually need help turning as 
they become bed-bound. Because thirst can lead to anxiety, 
clinical guidance includes having benzodiazepines available, 
as well as antipsychotics if required for severe delirium (2). 
Other palliative measures, including palliative sedation, may 
be required for patients with severe ongoing agitation (12). 
Hospice support is recommended if possible, although some 
hospices, such as those adherent to Catholic principles, 
may prefer not to be involved with attempts to deliberately 
hasten death and others may require the patient to have 
already initiated VSED (10,13). 

Table 1 Stages of VSED (6,10)

Stage Duration Patient status Symptoms Management

Early 1–4 days Alert Thirst, hunger (minor), difficult 
urination

Oral care, treatment for anxiety

Middle Variable Weakening, more 
sleep

Thirst, weakness, delirium Oral care; treatment for anxiety, delirium or pain; help 
with transfers

Late 1–4 days Largely unresponsive, 
coma

Unconsciousness, pain, 
delirium

Turns, repositioning, palliative sedation or pain 
management
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One risk in attempting VSED is that, in delirium, the 
patient will forget his or her goals and will request water 
or food (10,12). Medical and nursing guidance on VSED 
suggests that patients and caregivers plan in advance how 
to manage these situations, generally by reminding them of 
their goals and explaining that they can have fluids if they 
wish, but that doing so will work against their goals (10,12). 
In addition, some patients change their mind whilst still 
cognizant (10,14) and halt the process, and caregivers must 
be prepared for either outcome. 

Guidance for clinicians

For clinicians who receive a request for information about 
or support for VSED, current guidance begins with a 
clinical evaluation to determine the nature of the patient’s 
current or anticipated suffering, with treatment or specialty 
referral to address symptoms if necessary (10). Wax et al. 
suggest that clinicians address patient inquiries about VSED 
promptly, particularly for patients with conditions causing 
cognitive decline who may have a short window in which to 
consider or initiate VSED. Assessment also should include 
potential for coercion, as well as screening for psychiatric 
conditions such as depression or eating disorders that may 
be treatable (6). Dutch guidance on the clinicians’ role in 
responding to VSED requests includes the recommendation 
to advise patients younger than 60 who do not have a life-
threatening illness against the choice of VSED, because 
of the likelihood that a healthy body with good kidney 
function will experience greater thirst and retain more fluid, 
prolonging the process (6).

Wax et al. (2018) suggest that patients intent on pursuing 
VSED complete appropriate advance directives such as 
do-not-resuscitate orders and enroll in hospice before or 
shortly after initiating VSED if possible (10). Finally, they 
note that VSED requires “significant social support” (10) 
(p443) and suggest that patients and caregivers need a clear 
plan for managing requests for food or water if the patient 
becomes delirious. 

Legal and ethical aspects of VSED

VSED has been described as “not illegal” in the United 
States (2). It is not specifically described in law, and little 
relevant legal precedent has been set, either related to 
patients undertaking it or clinicians aiding patients in their 
VSED effort (2). In the United States, scholars place refusal 
to eat and drink within the context of legally protected 

self-determination (15), for which precedent includes a 
1914 legal case in which a patient underwent a surgical 
procedure without consent: “Every human being of adult 
years and sound mind has a right to determine what shall 
be done with his own body; and a [physician] who performs 
[an intervention] without his patient's consent… is liable in 
damages” (16). This and other case law, and the constitutional 
right to privacy, protect patients’ rights to refuse medical 
treatment, including discontinuing life-sustaining medical 
treatment such as artificial nutrition and hydration (15). 

More ambiguous is whether natural nutrition and 
hydration are medical treatment. Pope cites two cases in 
which U.S. courts have ruled that feeding in a care setting 
constituted medical treatment (15). However, in long-
term care settings in the United States, administrators 
may view provision of food and drink as part of basic care, 
such as toileting or bathing, rather than medical care (17). 
Federal guidance for safety surveyors requires that facilities’ 
“actual food and nutrition services meet each resident’s 
daily nutritional and dietary needs and choices” (18), and 
administrators may fear being charged with abuse or neglect 
(17,18). Pope and Anderson argue that although regulations 
are intended to guard against patients not receiving wanted 
nutrition and hydration, U.S. federal rules also allow long-
term care residents to refuse treatment (17). An Australian 
court found similarly in H Ltd. V. J & Anor, which clarified 
that there is “no common law duty to provide nutrition 
and hydration to a competent adult who refused it” and 
found that such a refusal was not suicide but a speeding of 
natural death (15,19). In Canada, two courts ruled that a 
competent individual cannot be compelled to eat or drink 
against his or her wishes (15,20,21). Additionally, in a 2014 
decision, the Supreme Court of British Columbia found 
that a healthcare provider could act on an advance directive 
requesting VSED for a patient who subsequently lost 
capacity. However, in the case in question, that of Margot 
Bentley, a retired nurse with dementia, the court found the 
patient’s advance directive to be inadequately worded to 
clearly convey her intent about oral food and fluid (15,22).

In the Netherlands, guidance for clinicians notes that 
suicide is not a criminal act, and that VSED may not be 
equivalent to suicide because the latter is associated “with 
an active, violent, lonely, and often impulsive act” (6) (p23).

Beyond legal issues, patients considering VSED, their 
family or caregivers, and their clinicians may have ethical 
or moral concerns about the process, specifically whether 
it is a form of suicide, whether suicide is always morally 
wrong, and whether clinicians who oppose suicide have 
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an obligation to support a patient who has elected VSED 
(2,10,12,23). Proponents of the permissibility of VSED 
note that suicide may be rational if patients are choosing a 
deliberate death by known means—a harm—over perceived 
greater harm, such as prolonged suffering from illness 
that will also end in death (24). VSED also is perceived 
as less likely than AID to be a coerced choice: “VSED 
requires a sustained determination of the patient’s own will 
despite substantial discomforts such as thirst and hunger. 
Furthermore, decisions to undertake VSED can be reversed 
by the patient, at least in the early phases. Among other ‘last 
resort’ decisions, VSED raises the fewest concerns that the 
choice is voluntary” (2) (p125). 

In an extensive legal review of VSED, Pope and 
Anderson (17) outline four distinctions between VSED 
and physician-aided suicide that might make VSED less 
objectionable to clinicians or others who won’t support 
active measures to hasten death in the context of U.S. law:
 Refusal of medical treatment is legal, and hand-

feeding has been legally established in the United 
States as a medical treatment.

 Laws related to suic ide frame i t  as  “act ive 
interventions such as the introduction of a lethal 
agent,” (p420) whereas VSED is passive: it is an 
omission rather than an act.

 Unlike AID, which is involves a request from the 
patient for the doctor to provide the patient with 
a harm, VSED is a request not to have unwanted 
things done to the patient, such as having food or 
liquid forcibly introduced. “The doctor cannot owe 
the patient any duty to maintain his life where that 
life can only be sustained by intrusive medical care to 
which the patient will not consent.” (p421)

 VSED has no exterior cause of death: Rather than 
ingesting a fatal, physician-supplied substance, the 
patient instead allows the natural biological process of 
excreting liquid to continue without taking in liquid 
to counteract it. The patient’s own biology, not a 
clinician’s steps to reduce suffering, causes the death. 

Quill et al. (2018) note two opposing viewpoints on the 
role of clinicians in VSED. One is that suicide is immoral 
and any effort to facilitate it, such as by managing symptoms 
of VSED, is morally and possibly legally wrong. The other is 
that suffering, whether from symptoms related to VSED or 
other causes, should be met with palliative care if desired (2).  
Jansen and Sulmasy suggest a third position in between, 
that it could be permissible for a physician to support a 
patient’s choice to refuse treatment, including nutrition and 

hydration, in the face of terminal suffering, but that the 
physician should not suggest it as an option lest the patient 
be influenced to choose it (25). 

Emerging issues in VSED

In recent years, VSED has been proposed as a means for 
individuals with a dementia diagnosis to avoid living through 
the disease’s later stages, when the individual can no longer 
recognize loved ones or perform basic self care. Advocates 
in New York created an advance directive form that allows 
individuals, in advance, to refuse oral assisted feedings once 
they have lost the ability to self-feed and make decisions, 
or to limit oral intake to comfort feeding only as long as 
the patient is interested and willing (26). A law passed in 
May 2019 by the Nevada state legislature makes the state 
the first to allow residents to create an advance directive for 
dementia, including the ability to specify that care providers 
should stop administering food and fluid by mouth (27). 
To date there has been little published research on VSED, 
limited to surveys of clinicians’ impressions of patients’ 
reasons for undertaking VSED (4,5,8,9). Future research 
could explore patients’ motivations for pursuing VSED 
and patient and caregiver experience with the process itself, 
differences in VSED internationally, and cultural, religious, 
or socio-economic influences on VSED experience.

Conclusions

VSED may be more common than physician-assisted 
forms of dying simply because it falls beneath the level of 
legal scrutiny except in some cases involving institutional 
settings. VSED requires a prolonged act of will by the 
patient and generally some level of support from caregivers 
and clinicians. Research to date has focused on clinicians’ 
perceptions of both the incidence of VSED and patients’ 
reasons for pursuing it, but little research has been done 
overall (1). Future research could explore the demographic 
and clinical diversity, motivations and experiences of 
patients themselves and the experiences of caregivers who 
may be best positioned to observe the full course of VSED. 
Individual clinicians’ and caregivers’ uncertainty about 
whether VSED constitutes suicide is an obstacle to large-
scale studies of the true prevalence of VSED.
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