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Abstract. Encouraging VSED (voluntarily stopping eating and drinking) to
hasten a patient’s death is immoral. The practice results in an obvious conflict
between the autonomy of the patient and the principles of beneficence and
non-maleficence that must guide the physician and other health care workers.
Because VSED is an act of passive euthanasia, it harms the patient and thus
compromises the integrity of the physician—patient relationship. Health care
providers must avoid any involvement in VSED, whether by providing infor-
mation about the practice or by administering palliative care while a patient is
voluntarily starving and dehydrating himself to death. Instead of cooperating
in the evil of euthanasia, health care providers need to advocate for the patient
by refusing to do any harm and by addressing the reasons why the patient is
requesting a hastened death. National Catholic Bioethics Quarterly 16.4 (Winter
2016): 607-617.

Voluntarily stopping eating and drinking (VSED) can be defined as “an action by
a competent, capacitated person, who voluntarily and deliberately chooses to stop
eating and drinking with the primary intention of hastening death because of the
persistence of unacceptable suffering.”! It is a practice in which the patient is physi-
cally able to eat and drink but chooses to forgo nutrition because he no longer wants
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to live. VSED differs from the “naturally occurring loss of appetite and interest in
eating and drinking that frequently and naturally accompanies the final stages of
dying.”? An increasing number of patients, some of whom are not terminally ill, are
choosing VSED as a means to hasten death.’ The widespread growth of this trend
raises many ethical concerns.

VSED Is Not Refusal of Medical Treatment

Advocates for VSED equate it with refusal of treatment, which they state
patients have a right to do.* The provision of food and water is ordinary care, not a
treatment or a life-prolonging medical intervention. Providing a person with food and
water is the same kind of basic care as giving him shelter or clothing. The Ethical
and Religious Directives for Catholic Health Care Services (ERDs) emphasize that
a person has a moral obligation to use ordinary, or proportionate, means of preserv-
ing his or her life. Proportionate means are “those that in the judgment of the patient
offer a reasonable hope of benefit and do not entail an excessive burden or impose
excessive expense on the family.”?

In 2004, Pope St. John Paul II clarified the Catholic teaching that administering
water and food “always represents a natural means of preserving life, not a medical
act,” stating that its use should be considered “ordinary and proportionate, and as
such morally obligatory, insofar as and until it is seen to have attained its proper
finality.”® The Congregation for the Doctrine of the Faith (CDF) explains that this
proper finality is the hydration and nourishment of the patient so that “in this way
suffering and death by starvation and dehydration are prevented.”’

When a patient engages in VSED, death is caused by dehydration and starvation,
not by the progression of the person’s underlying disease. Therefore, health care provid-
ers who are complicit in VSED engage in a form of euthanasia, which the CDF’s 1980
Declaration on Euthanasia defines as “an action or an omission which of itself or by
intention causes death, in order that all suffering may in this way be eliminated.”® If
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death incurred by an act is active euthanasia and death incurred through an omission
is passive euthanasia, then VSED would be an act of passive euthanasia by which a
person is deprived of the food and water that are necessary to maintain life.

Origins of VSED

Since the 1970s, the idea of a right to die and talk about rights of autonomous
choice have gained currency, and both have influenced the rise of VSED as an
acceptable option for patients who want to hasten death. The idea evolved over time,
starting with patients who refused life-prolonging treatments or completed living
wills to maintain control over their future health decisions.” Then, in 1997, the state
of Oregon made it legal for patients to ask their physicians for medication that would
kill them, becoming the first state to pass a physician-assisted suicide law. Other
states have followed suit. Since physician-assisted suicide remains illegal in many
states, however, right-to-die advocates look at VSED as a legal alternative for those
who want to hasten death. Compassion and Choices, a sixty-thousand-member
volunteer organization formerly known as the Hemlock Society, campaigns for the
legalization of euthanasia and has played a critical role in encouraging VSED among
patients and promoting its use in hospice and palliative care organizations.'”

In 2000, Gonzalo Herranz predicted that euthanasia will eventually “become
incorporated into palliative medicine.”!" Over a decade later, many health care orga-
nizations overtly support VSED in their policies and practices. In October 2011, the
Hospice and Palliative Nurses Association released a position statement on the role
of nurses when a patient requests a hastened death. The document identifies the legal
options for hastening death, including VSED, and explains that nurses have “an obliga-
tion to assess and respond to these requests to relieve suffering while respecting dignity
and choices ... When a request for hastened death is made, the nurse shares information
about health choices that are legal and supports the patient and family regardless of
the decision that is made.”'? The End-of-Life Nursing Education Consortium, spon-
sored by the American Association of Colleges of Nursing, also trains nurses to care
for VSED patients."> More recently, the American Nurses Association has proposed
supporting patients who voluntarily stop eating and drinking.'*
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The National Hospice and Palliative Care Organization began as the Euthanasia
Society of America and has changed its name several times: Society for the Right
to Die, Choice in Dying, Partnership for Caring, and Last Acts Partnership.'” The
current president and CEO of NHPCO, Donald Schumacher, is a past vice-chairman
of Partnership for Caring.'® Because of the organization’s history, it is not surprising
that in September 2013, NHPCO encouraged its two thousand member hospices to
develop VSED policies and guidelines. In that month’s membership publication,
the NHPCO members’ publication, NewsLine, featured an article about VSED that
includes discussion questions and pro-VSED resources.'” In March 2014, the NHPCO
national management and leadership conference included a session on developing
sound VSED policies and procedures to support patients who choose it and their
family members, emphasizing that VSED is a legal option in all fifty states.'®

One of that session’s co-presenters, Judith Schwarz, past regional clinical
coordinator of Compassion and Choices and author of several journal articles advo-
cating for VSED, says she has helped over one hundred people die by no longer
eating or drinking."” Compassion and Choices asks interested patients to obtain a
referral to hospice and encourages them to let the referring doctor know that they
qualify for the hospice benefit, because once they stop eating and drinking, they
will have less than six months to live.?’ Hospice staff who are familiar with caring
for VSED patients use the Medicare billing code 307.1 for voluntary starvation.!
This confirms what John Paul II observed and articulated in Evangelium vitae, that
attacks on life are spreading and receive support from “the involvement of certain
sectors of health-care personnel.”?
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In medical ethics, a significant shift in the emphasis on autonomy occurred with
the publication of Tom Beauchamp and James Childress’s Principles of Biomedical
Ethics in 1979.% Until then, most physicians adhered to the Hippocratic Oath, which
emphasizes the principle of beneficence, by which the physician, within the limits
of his ability and judgment, is always to act for the good of the patient. > The oath
is also based on the principle of non-maleficence, which instructs the physician
primum non nocere, or first do no harm.” By taking this oath, physicians made a
promise not to harm the patient, which includes avoiding acts of euthanasia even if
patients request them.?

In their book, Beauchamp and Childress coin the term known in contemporary
bioethics as principlism,?” which identifies four principles of bioethics—autonomy,
beneficence, non-maleficence, and justice—but gives primacy to the principle of
patient autonomy.? Principlism started to change how medicine was practiced, and
the Hippocratic physician—patient relationship began to be viewed as paternalistic.”
As patient autonomy displaced the Hippocratic ethic of beneficence as the guiding
principle of bioethics, troubling practices such as VSED have been introduced.

When Autonomy Does Harm

For the most part, the debate on euthanasia has focused on autonomy, and its
eclipse of other ethical principles has significant ramifications. The Hippocratic
Oath emphasizes the physician’s extensive specialized training, which he can draw
on to suggest treatment options, whether or not the patient agrees with him about
the best course of action. Beauchamp and Childress accuse the Hippocratic Oath of
paternalism, which they define as “the intentional overriding of one person’s known
preferences or actions by another person, where the person who overrides justifies
the action by the goal of benefiting or avoiding harm to the person whose prefer-
ences or action are overridden.”* As Janet Smith notes, they argue that “the harm
that comes to a patient through denying the patient’s autonomous choice outweighs
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all other goods.”?! This argument dismisses the fact that a patient may be anxious
or depressed, and thus inclined to make a self-destructive decision. James Knight
notes that “the principle of respect for autonomy interprets the best interest of the
patient exclusively from the perspective of the patient, as the patient understands
his situation.”*? This interpretation does not take into account the fact that patients
who are sick sometimes cannot see past the present situation, or that some health
care decisions are morally wrong.

How can a physician participate in or condone an act that harms a patient? Doing
so goes against what it means to be a physician and to provide care. To do harm or
to allow a patient to do harm to himself is not good care. With the shift in focus to
the principle of autonomy, the patient is allowed to “define his own good,” even if
this means selecting “a therapeutically harmful option” like VSED.*}

Does respect for a patient’s autonomy mean that the physician needs to comply
with his wishes, decisions, and actions? We need only look to the ERDs, which assert
that “the truth that life is a precious gift from God has profound implications for the
question of stewardship over human life. We are not the owners of our lives and,
hence, do not have absolute power over life.”** Lois Snyder and Daniel Sulmasy
stress that “both society in general and the medical profession in particular have
important duties to safeguard the value of human life.”* The ERDs point out that
the right to life includes a right to adequate health care.** Giving patients the option
of VSED and participating in the process is not good health care. There are limits
on autonomy, such as when the patient requests something that “violates the physi-
cian’s moral values, harms someone else, [or] ... results in harm to the patient,”?’
“violates good medical or professional practice, or clearly is not in the patient’s best
interests.”*® Thomas Pitre declares that “the profession of medicine needs more than
ever before to be grounded in sound ethical and moral decision making.”*
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The physician—patient relationship is based on trust. If a physician offers a
patient the option to VSED, the patient can no longer trust that the physician has his
best interest in mind and will do no harm. Offering an act of passive euthanasia erodes
the trust between the physician and the patient, which John Paul II so eloquently
describes in Evangelium vitae: “Thus the life of the person who is weak is put into
the hands of the one who is strong ... and mutual trust, the basis of every authentic
interpersonal relationship, is undermined at its root.”*°

In the medical profession, physicians are never to abandon their patients. In
certain circumstances, when his best judgment is in conflict with the patient’s wishes,
the physician may need to remove himself from his patient’s care in order to stay true
to his principles,*' such as when the patient chooses to voluntarily stop eating and
drinking. This is not abandonment. True abandonment of the patient occurs when
the physician cooperates in VSED or another act of euthanasia, because by so doing
he tells the patient that his life is not worth living.*?

Informing Patients about VSED

Some people claim that physicians have an ethical duty to inform ill patients
about their right to VSED.* The ERDs make clear that patients should be “offered the
appropriate medical information that would make it possible to address the morally
legitimate choices available to them.”* This should not include counseling on VSED.
Since this practice is currently not standard care in the United States, physicians do
not have an “obligation to inform or educate their patients about it.”* Timothy Quill
and Ira Byock emphasize the importance of offering information about cessation
of eating and drinking “when patients express fears about dying badly or explic-
itly request a hastened death because of unacceptable suffering,” but they are also
quick to point out that doctors must be sensitive when they convey the information,
because “some patients may consider discussion of thse options coercive, potentially
requiring them to justify a decision to continue living.”* The patient may view the
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physician’s offer of VSED as a suggestion that his life may not be worth living or
that it is too financially, physically, or emotionally burdensome on his family, the
physician, and society at large.

The relationship a patient has with his doctor influences the patient’s decision
making. Patients and their family members look to doctors for advice about their
options. As Diane Meier points out, “given the degree of psychological dependency of
a very ill patient upon his doctor, the potential for subtle and unintentional influence
is troubling.”#” Health care providers must be careful to avoid sending the message
that a patient’s life is “not of sufficient value to fight for.”*

VSED and the Principle of Cooperation (Complicity)

The importance of physician involvement in VSED has been emphasized in the
literature.* Specifically, physicians are expected to educate patients about VSED as
“a response to suffering,>® and help the family “address any unforeseen complica-
tions” that arise.’! Although the patient’s refusal of food and fluids technically does
not require the physician’s participation, in practice “honoring the decision requires
the support of the family, physician, and health care team who must provide appro-
priate palliative care” throughout the process.*> Health care providers with patients
who choose VSED are expected to assure patients that they will provide intensive
symptom management if VSED is chosen, educate patients and their families about
what to expect as VSED progresses, provide continued presence and support as the
patient dies, and provide bereavement support to relatives after death.>

Patients who request VSED want to maintain autonomy over their medical
decisions with collaboration and support from their health care providers, family
members, and other caregivers.** Quill and Byock claim that when a physician
cooperates in a patient’s decision to hasten death by VSED, it honors the patient’s
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Existing ‘Last Resorts’ Enough?,” Hastings Center Report 38.5 (September—October 2008):
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decision,> which places patient autonomy over all other ethical considerations. Lynn
Jansen emphatically refutes this line of reasoning in her article “No Safe Harbor™:

The issue of complicity is relevant to medical ethics because physicians, like
everyone else, are moral agents. To maintain their moral integrity, they must
make decisions that are in line with their best moral judgment. It is simply an
error to think that physicians can avoid making moral judgments altogether
and thereby avoid the issue of complicity. Even if a physician were to decide
that she should always defer to the preferences of her patients, this decision
itself would rest on a moral judgment about the importance of respecting the
preferences of patients. It is also an error to think that physicians should not be
too concerned with their own moral integrity. The fact that a physician occupies
a professional role does not free her from the responsibilities of being a moral
agent. Like others, physicians have a responsibility to avoid participating in
wrongful practices.*

By informing a patient of his “legal right to engage in VSED,” the physician “col-
laborates with [the patient] in reaching this decision.””’

To explain how the physician is implicated in the patient’s decision, we need
to examine the principle of cooperation, also called the principle of complicity.
This principle helps us to understand when we are engaged in wrongdoing, which
includes not only assisting others in wrongdoing but also advising them to engage
in wrongdoing and providing them with information that will assist or tempt them
to engage in a wrong action. When a physician advises his patient that refusing
food and fluids is an “acceptable response” to suffering, the physician “expresses
approval, whether explicit or implicit,” of VSED.*® Jansen illustrates the principle
of complicity when she says,

It is vital to understand that one can assist another in an act of wrongdo-
ing even if one only provides him or her with information. For instance,
a bank employee who provides information to potential thieves about the
bank’s security system may claim truthfully that he never intended for them
to act on the information. Still, if the thieves were to rob the bank, then he
would be complicit in their act of wrongdoing. He would be able to avoid the
charge of complicity only if he were non-negligently unaware of their plans
or had a compelling justification for providing them with the information. %

Because acting in this way compromises the integrity of the physician—patient rela-
tionship, health care providers need to stay away from any involvement in VSED,
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whether it be providing information about the practice or collaborating in providing
palliative care while the patient is starving and dehydrating himself.

An Alternative to Complicity in VSED

Very little research has been done on the reasons why patients request VSED,
as most of the studies have been devoted to physician-assisted suicide. One major
danger concerning VSED is that the law does not require that the patient be evalu-
ated for depression or any other mental health issues.®® Because of this serious area
of neglect, it is imperative that the physician involve the entire health care team to
assess and address the patient’s needs. The patient should be treated no differently
than anyone else who expresses suicidal ideation. When a person is suicidal, society
expects everyone around him to prevent him from harming himself. It is even more
vital for the physician, whose role is to do no harm, to assure his patient’s overall
well-being instead of cooperating with his death wish.

Because of cost containment issues, doctors can only spend a limited amount of
time with patients in the office or at the hospital. In a society that rewards efficiency,
it is difficult for physicians to take the time to fully address patients’ mental health
needs. But when a patient requests VSED, a human life is at stake, and the patient
needs to be listened to, cared about, and affirmed. The physician needs to carve out
time to thoroughly address the factors that may be contributing to a patient’s VSED
request. Then instead of explaining to the patient what to expect from VSED if he
chooses that option, the physician needs to refer the patient to a mental health profes-
sional for a full psychosocial and mental health assessment.

The increase in requests for VSED may be attributable to societal factors, such
as a growing sense of isolation caused by our greater reliance on technology as the
primary medium for communication, as well as the fact that geographical separation
hinders families’ ability to provide social support. The doctor must also be sure to
address and alleviate physical pain that might be contributing to a patient’s depression.

If a patient is very ill, mental health professionals can use a clinically relevant
tool like the Patient Dignity Inventory for assessment. This kind of instrument would
be helpful in revealing the underlying reasons that patients request VSED and help-
ing caregivers respond effectively to them. The inventory consists of twenty-five
statements that patients answer on a five-point scale, from “not a problem” (1) to “an
overwhelming problem” (5). The statements include “feeling that I am a burden to
others,” “not feeling supported by my community or friends and family,” “not being
able to carry out tasks associated with daily living (e.g., washing myself, getting
dressed),” “feeling that I am not making a meaningful and/or lasting contribution
in my life,” “feeling depressed,” “not being able to carry out important roles (e.g.,
spouse, parent),” and “worrying about my future.”®' A truly compassionate response
to the patient consists in addressing the issues that make him feel hopeless.
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Because contemporary society emphasizes independence rather than interde-
pendence, many people fear being a burden on others. Patients who require family
caregiver support may request VSED to spare their relatives the stress that may come
from providing hands-on care and from watching the patient’s decline. Health care
professionals can teach their patients to reframe this kind of thinking. Looked at from
a different perspective, the patient’s dependence gives the health care professionals
and the community an opportunity to share and utilize their gifts to help others.

Recognizing how much more difficult it can be for some people to receive than
to give, Wendy Lustbader, in her book, Counting on Kindness, speaks about how we
can help those who are suffering understand that, far from being a burden, they are
giving the people around them the gift of being able to give and to “transcend their
own problems.”® Michael Gloth affirms the same when he encourages patients to
remember how they felt when they were able to serve someone in need.®® He asks
his patients whether they would want to deprive their family members of that good
feeling. At the same time, professional and family caregivers need to let the patient
know that they value his company and will be there for him in the good times and
in the difficult times as well.*

Patients need to know that they matter and that their worth is not dependent
on how they look, how much they contribute economically to society, or how much
they are capable of performing physically or mentally. People need acknowledgment
that, just by being, they are worthwhile. Just as they do not need to do anything to
earn God’s love, we need to impress on them that their value in our eyes does not
depend on what they do for us.
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