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ABSTRACT
The voluntary stopping of eating and drinking (VSED) is a phenomenon whereby an individual with decision‐making 
capacity chooses to cease eating and drinking with the intention of ending their own life. This is widely acknowledged as a 
lawful, albeit uncommon, end‐of‐life decision. It is now generally accepted that patients undertaking VSED should have 
access to appropriate palliative care, as per any other form of dying. However, it remains unclear whether terminal 
sedation (TS), the use of sedative drugs to treat intolerable symptoms at the end of life, should form part of this palliative 
care. In this paper, we explore and defend the use of TS in the management of VSED. We argue that TS is medically 
appropriate in the management of patients undertaking VSED who develop refractory delirium and have previously 
consented to TS. We further argue that, given the life expectancy window in cases of VSED, the appropriate use of sedation 
during this time does not hasten death and fits within the 2‐week limit applied to traditional TS. We conclude that TS is 
medically and ethically appropriate in the management of VSED.

1 | Introduction 

Terminal sedation (TS) describes the use of sedative drugs to 
alleviate suffering in dying patients, continued until the 
point of death [1]. Restrictions are commonly applied to the 
practice of TS. For example, de Graeff and Dean suggest 
that: symptoms should be refractory (meaning all possible 
treatment has failed), sedatives should be administered 
gradually, and death should be imminent [1]. Administered 
with these restrictions, although it remains somewhat con
troversial, TS is generally considered permissible medical 
practice [1, 2].

There have been calls to expand the use of TS at the end of life 
[3]. The traditional limits placed on TS are restrictive and there 
are patients who fall outside these criteria who might thereby 
be denied access to adequate suffering relief at the end of life. 
This includes patients who die via the process of voluntary 
stopping of eating and drinking (VSED).

During VSED, an individual with decision‐making capacity 
freely chooses to cease eating and drinking with the intention of 
hastening their own death [4]. This process is associated with 
significant suffering secondary to the dehydration and/or star
vation resulting in death. Previous authors have argued that the 
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suffering associated with VSED should be managed with stan
dard palliative care, as per any other type of death [5, 6]. It 
remains unclear whether TS should be offered in cases of VSED. 
We identify only one previous study which discusses the ethics 
of combining VSED and TS as part of a right to self‐determined 
dying [7].

In this paper, we seek to consider whether TS should form part 
of the standard palliative care offered to patients pursuing 
VSED. We will answer two key questions. Firstly, is TS medi
cally appropriate in the management of VSED? Secondly, is TS 
ethically appropriate in the management of VSED? Ultimately, 
we will argue that TS is an appropriate treatment option for the 
symptom of delirium in select cases of VSED. We will also argue 
that the life expectancy window in cases of VSED is short, and 
therefore TS in this setting is morally equivalent to TS in other 
cases of terminal illness. We consider and reject three key 
counter arguments.

2 | Background 

2.1 | Terminal Sedation 

Some patients are administered sedatives in the last phase of 
life, a practice commonly called “terminal sedation” (TS). TS is 
generally reserved for patients experiencing refractory suffering 
at the end of life, where standard palliative care measures have 
failed [8]. It is estimated that approximately 12%–18% of dying 
patients worldwide receive some level of sedation [9]. The most 
common indications for TS are pain, breathlessness, agitation, 
or delirium [9].

TS criteria typically remain restrictive across the globe, even in 
jurisdictions where assisted dying is legal [10]. The justification 
for such restrictions appears to be to minimise the ‘harms’ 
associated with its practice, specifically the risk of hastening 
death and the removal of consciousness until death. The use of 
TS, at least within traditional restrictive criteria, is supported by 
the doctrine of double effect (DDE). The DDE states that, where 
an action has both ‘good' and ‘bad’ consequences, it might 
be morally permissible to undertake the action while intending 
the ‘good' effect but foreseeing the ‘bad' outcome as a side effect 
[11]. The DDE, and its application to TS, has been widely cri
ticised [12]. However, the doctrine continues to shape much of 
the ethical and legal literature concerning TS and, most perti
nently, it is used to justify the restriction of TS to the final 
2 weeks of life (see Section 3 for further details).

There are range of other ethical approaches applied to TS. A 
utilitarian framework might support its use where the benefits 
(alleviating intolerable suffering) outweigh the harms. Fur
thermore, we propose that individuals have a positive ‘right to 
relief of suffering’ which supports expanded access to TS as a 
therapeutic option (discussed further in Section 3).

There are increasing discussions around the need to expand 
access to sedation at the end of life [3]. Despite modern palli
ative care, many patients suffer at the end of life, and are denied 
access to sedation as a means to relieve their suffering [9]. In a 
separate paper we discuss the ethics of expanding access to TS 

beyond its traditional limits, a proposal we refer to as ‘expanded 
terminal sedation’ [3]. In this paper, we focus specifically on the 
potential expansion of TS to VSED.

2.2 | Voluntary Stopping of Eating and Drinking 

The voluntary stopping of eating and drinking (VSED), also 
termed the voluntary refusal of food and water, is a process by 
which an individual with decision‐making capacity ceases eat
ing and drinking with the intention of hastening their own 
death [4]. VSED provides a means for patients to gain more 
control over the timing and nature of their death. A 2024 sys
tematic review found that VSED accounts for 0.4%–1.7% of all 
deaths [13].

There is controversy surrounding the permissibility of VSED, 
including whether it constitutes an act of suicide. Jox et al. 
argue that a suicidal action is not always a positive act, and 
VSED therefore amounts to a form of ‘suicide by omission’ [14]. 
However, as part of normal palliative care, patients may refuse 
any life‐prolonging intervention, including implantable defi
brillators, dialysis, intubation, or even food and water [15]. Few 
would consider the refusal of dialysis an act of suicide. Unde
niably, however, in cases of VSED there is a clear and active 
intention to hasten one's own death.

The question of whether VSED constitutes an act of suicide 
becomes less relevant when we consider that a right to suicide 
exists. In most jurisdictions, adults with capacity are not legally 
prevented from ending their own lives, and intervention is 
generally only required where suicidal intent arises from a 
mental illness which impairs decision‐making [16]. The prin
ciple of personal autonomy respects that individuals with 
decision‐making capacity are free to make personal assessments 
about how to respond to their own suffering. It follows, there
fore, that competent individuals have a right to under
take VSED.

Beyond VSED itself, the permissibility of the medical manage
ment of VSED poses a separate issue. Opponents argue that to 
forego artificial nutrition and to provide palliative care in cases 
of VSED constitutes a form of ‘assisted suicide’ [17]. Whilst 
suicide is usually legal, assisted suicide remains illegal in most 
jurisdictions [14].

However, there is a distinction between respecting a competent 
refusal and assisting, or even encouraging, the patient to die in 
this way [6]. A treating physician may attempt to respectfully 
discourage patients from undertaking VSED; however, if a 
patient is adamant in their refusal of food and water, the same 
physician must respect the competent refusal by not force‐ 
feeding the patient and should offer standard palliative care, as 
they would for any other dying patient. Medical support for 
patients undertaking VSED should be adequate and propor
tionate to their symptoms, as per any other form of palliative 
care [18]. This is arguably not assisted suicide.

We acknowledge that there may be some cases in which com
bining these two practices could amount to assistance in sui
cide. Jox et al. identify two key factors which, if present, 
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arguably classify VSED cases as assisted suicide: (a) the promise 
of medical assistance is instrumental to the individual's decision 
to pursue VSED, and (b) the physician shares, at least in part, in 
the individual's decision to pursue VSED (amounting to some 
level of encouragement) [14]. Such scenarios are not the focus 
of this paper. As described above, physicians need not share in a 
patient's intention whilst respecting their competent refusal. 
Furthermore, we do not propose that sedation be promised to 
patients at the point of undertaking VSED, but rather that it be 
available as a legitimate treatment option for certain patients 
experiencing certain symptoms. We will discuss which VSED 
symptoms might be an appropriate indication for sedation in 
Section 3.

Ultimately, the combination of VSED and palliative care is 
generally accepted (and we suggest would be potentially con
sistent with existing legal frameworks). In discussing the of
fering of palliative care in cases of VSED, Savulescu suggests 
that this might involve ‘sedation and analgesia, perhaps even 
so‐called “terminal sedation”’ [5]. Existing literature discussing 
the ethics of combining VSED and TS is scarce. In fact, we 
identified only one previous study, a 2024 paper by Schöne‐ 
Seifert et al. which argues that patients undertaking VSED 
should be offered sedation as part of a right to self‐determined 
dying [7]. Further research is required to discuss the ethics of 
offering TS in cases of VSED, including exactly how and when it 
might be applied. We seek to rectify this gap.

3 | Arguments in Favour 

In considering a particular end‐of‐life option, we might assess 
separately whether it is medically appropriate (i.e., whether the 
techniques and treatments fall within a standard understanding 
of the goals of medicine) and whether it is ethically appropriate.

3.1 | Is TS Medically Appropriate in the 
Management of VSED? 

To understand if TS is medically appropriate in the manage
ment of VSED, we must first consider the symptomatic course 

of starvation and dehydration resulting in death. We concen
trate here on patients who have chosen to completely cease 
both eating and drinking. Some patients embarking on VSED 
choose to continue reduced amounts of oral fluids. This deci
sion may alter the trajectory of illness and prolong the dying 
phase. Likewise, if patients continue small amounts of feeds, 
symptoms of hunger persist [19]. Hence, for the purposes of 
discussion, we focus on those who have ceased all food and 
fluids (apart from small amounts of fluid for moistening the 
mouth and/or taking medications).

Individuals undergoing VSED generally follow a common symp
tomatic course, which tends to differ only in response to the pa
tient's hydration and nutrition status at baseline. Figure 1 describes 
the expected symptomatic course of VSED (adapted from Wax 
et al.) [4], as well as our interpretation of how decision‐making 
capacity and eligibility for TS might fit into this timeline.

The experience of hunger during VSED, although common 
initially, is relatively short‐lived and generally well tolerated 
requiring no specific management. Hunger usually subsides 
within the first 3 days of commencing VSED secondary to 
ketonemia [19].

By comparison, thirst is more persistent and generally more 
difficult to manage. The evidence‐based management of thirst 
and dry mouth involves mouth swabs, oral sprays, artificial 
saliva, and lip balm, all of which can be administered without 
compromising the cessation of oral fluid intake. Most in
dividuals respond well to this treatment course, although the 
frequency of these interventions may be high in some patients 
to effectively alleviate symptoms [4].

Many patients develop delirium later in the VSED process. 
Delirium poses a direct threat to the quality of one's con
sciousness and is of particular importance when considering the 
appropriateness of TS in managing VSED. In the middle stages 
of VSED confusion levels may fluctuate. In the later stages, 
however, delirium can be severe and is more likely to persist 
until such time as the patient becomes increasingly drowsy and 
later dies [20].

FIGURE 1 | Expected progression of VSED [4]. 
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Current delirium management in cases of VSED involves con
servative reorientation and, for some patients, the use of anti
psychotic medications [4]. Whilst not currently available in 
cases of VSED, evidence suggests that sedation is an effective 
intervention in managing the suffering associated with terminal 
delirium [21, 22].

Delirium is associated with significant distress. Patients ex
perience an abrupt deterioration in cognitive and physical 
function, often becoming disoriented, agitated (or withdrawn), 
and may even experience delusions or hallucinations [22]. 
These symptoms make it difficult for the patient to consciously 
engage with their environment in a pleasant, or even mean
ingful, way. If the quality of one's consciousness is significantly 
impaired in cases of delirium, reductions in consciousness 
(achieved through sedation) might be desirable. Such reduc
tions help to eliminate one's awareness of their poor quality 
consciousness. The desirability of unconsciousness in cases of 
‘bad’ consciousness is depicted in Figure 2 below.

Recent VSED guidelines propose that sedation might be 
appropriate in the management of delirium that persists despite 
standard management and is associated with unbearable suf
fering [18]. In cases of so‐called ‘refractory delirium’, reductions 
in consciousness (through sedation) pose an ethical treatment 
option for the management of intolerable suffering and poor 
quality consciousness. This is consistent with our arguments 
presented above.

As a helpful framework, we propose the following criteria for 
VSED with TS in the setting of refractory delirium: 

1. The patient is experiencing unbearable suffering.

2. The patient has lost decision‐making capacity.

3. The patient has previously stopped all fluids.

4. The patient has previously indicated that they would not 
wish for fluid to recommence if delirious.

5. Other measures to address confusion/distress have been 
attempted (or refused in advance), such as antipsychotics.

Where the above criteria are met, TS should be considered. In 
this context, TS might form part of the standard palliative care 
applied to cases of VSED. The medical appropriateness of TS in 
cases of refractory hunger/thirst is not the focus of this paper 
and provides scope for future discussion.

It is important to acknowledge the role of family members 
witnessing this process. Terminal thirst, hunger, and delirium 
are uncomfortable symptoms to observe and can prompt family 
requests for fluids or parenteral nutrition. Family members 
might also object to the use of sedation in VSED as described 
above. Existing literature, however, suggests that this is unlikely 
to be the case. Individuals initiating VSED generally do so with 
the explicit support of their family. These family members then 
commonly take on advocacy roles for the dying individual [23]. 
Whilst individual cases may vary, if sedation becomes an 
accepted part of the medical management of VSED, it is likely 
that family support will extend to this in most cases.

3.2 | Is TS Ethically Appropriate in the 
Management of VSED? 

Even where TS is medically appropriate in the management of 
VSED, the moral permissibility of combining these two prac
tices poses a separate issue. As mentioned earlier, the criteria 
for accessing TS are commonly restricted to protect against the 
foreseen harms of TS (specifically, the loss of consciousness and 
the potential hastening of death). Importantly, most guidelines 
limit access to TS to the final 2 weeks of life [24, 25].

The 2‐week limit stems from the role of artificial nutrition and 
hydration (ANH). ANH is commonly withheld during the TS 
process [8]. It is assumed that if a patient has less than 2 weeks 
to live, withholding ANH will not shorten life, and the patient 
will die from their disease process. In contrast, if a patient has 
more than 2 weeks to live, withholding ANH will potentially 
hasten death as dehydration or starvation will supervene on the 
disease process [26]. By limiting TS to the final 2 weeks of life, 
sedation (without ANH) is thought to be eliminated as the 
cause of death and is therefore deemed morally permissible in 

FIGURE 2 | Quality of consciousness at the end of life (as taken from Gilbertson et al. 2023) [3]. 
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jurisdictions that do not permit the deliberate hastening of 
death. Alternatively, ANH may be provided in conjunction with 
TS, but this raises separate questions about the length of the 
dying process and complications of ANH.

There are potential problems with the 2‐week limit. Firstly, and 
importantly, it falsely assumes that life expectancy can be pre
dicted with accuracy. Secondly, it has the obvious consequence 
that dying individuals with greater than ‘2’ weeks to live are 
denied access to sedation even where it might be an effective 
means of relieving their suffering and even if they would desire 
this. Thirdly, the 2‐week limit is founded upon the (arguably 
false) assumption that the hastening of death is always 
impermissible.

However, irrespective of whether we agree with the 2‐week 
limit or not, cases of VSED involving complete cessation of food 
and fluids would fit within the same life expectancy window. In 
such cases, the standard time until death is approximately 10 to 
14 days [4]. The appropriate administration of TS without ANH 
within this timeframe will not shorten life, and death will result 
from the individual's original decision to cease eating and 
drinking. Proportionate TS in this context does not hasten death 
and can be administered with the sole intention of alleviating 
suffering. Similar to traditional TS, the application of TS in this 
setting might therefore be supported by the DDE and subse
quently deemed morally permissible.

Beyond the DDE, we must consider whether there is a positive 
moral argument in support of this practice. In an earlier paper 
we discuss a right to relief of suffering, defined as ‘a positive 
claim‐right for patients to access treatment options to relieve 
their suffering at the end of life’ [3]. A right to relief of suffering 
might support the expansion of TS to VSED as a therapeutic 
option. Where a VSED patient is suffering, and sedation would 
be a proportionate means of relieving that suffering, there 
would be a clear case for offering TS.

As previously mentioned, delirium is associated with significant 
distress and anguish, including in the context of VSED. Whilst 
the treating team might take reasonable steps to alleviate 
delirium through reorientation, companionship, or anti
psychotics, if these interventions fail to effectively combat 
delirium (which they typically will given the standard pro
gression of VSED), sedation might pose the next best treatment 
option in managing delirium. In these circumstances, access to 
TS would respect a right to relief of suffering.

One important consideration is to ensure that patients' wishes 
are being respected during this process. Doctors should have 
thorough discussions with their patients prior to commencing 
the VSED process. These discussions should include the ex
pected symptomatic course of VSED as well as the range of 
treatment options available, including sedation. Where possi
ble, patients' preferences around accessing sedation should be 
known prior to commencing VSED and can even be expressed 
in the form of an advance directive. Where patients have 
clearly indicated that they would wish for suffering relief 
(including in the form of sedation) and where the aforemen
tioned criteria in Section 3 are met, it would be ethical to 
provide TS.

4 | Arguments Against 

The proposition to offer TS in cases of VSED will likely be 
controversial. We anticipate three key objections.

4.1 | Incentive or Disincentive 

One potential objection is that the offering of sedation (and the 
elimination of suffering which follows) might make individuals 
more likely to undertake VSED where they otherwise might not 
have. This argument contends that TS might lower the 
threshold for initiating VSED and make it more ‘enticing’ to 
individuals wishing to end their life. Where the potential for 
sedation is instrumental to the individual's decision to pursue 
VSED, this might be classified as assisted suicide (as per the 
arguments presented by Jox et al.) [14].

However, we believe that this harm can be reasonably mitigated 
through a thorough pre‐assessment of individuals requesting 
VSED. Prior to initiating physician involvement in the VSED 
process, physicians should seek to confirm that the individual 
(a) has decision‐making capacity, and (b) expresses a genuine 
intention to end their life. This pre‐assessment should also seek 
to confirm that the individual is fully informed, their decision is 
voluntary, their decision is consistent with their known values, 
and that the individual is free from mental illness compromis
ing their decision.

The VSED process requires significant strength of character 
(motivated by a genuine desire to end one's life); this is true 
irrespective of the offering of TS. Furthermore, the experience 
of thirst and hunger, whilst able to be managed with other 
palliative care measures, are still arguably unpleasant human 
experiences which a competent individual only weathers where 
they have a genuine desire to end their life.

It is further important to emphasise that TS is positioned in this 
paper as a treatment option for some of the symptoms associated 
with VSED, namely refractory delirium, but not all. We do not 
claim that sedation should be enacted the moment that VSED is 
initiated. It is our view that TS is a proportionate treatment 
option for some of the symptoms associated with VSED, as per a 
right to suffering relief at the end of life and as is consistent with 
standard palliative care. Using the very distinction presented by 
Jox et al., this would not be classified as assisted suicide.

4.2 | Change of Mind 

Another objection we anticipate concerns the reversibility of 
VSED. There is evidence that during the course of VSED some 
individuals change their mind and make the decision to 
recommence eating and drinking and not to hasten their death 
[4]. Critics might argue that to sedate a patient to uncon
sciousness eliminates the possibility of a patient communicating 
a change of mind and therefore might commit individuals to 
death via VSED where they otherwise would have made the 
decision to continue living.

However, it is important here to recall our focus in the proposal. 
Since we have suggested restricting TS to cases of refractory 

5 Bioethics, 2026

 14678519, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/bioe.70127 by O

xford U
niversity, W

iley O
nline L

ibrary on [26/05/2026]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



delirium (and provided conditions for this), providing TS would 
not prevent any patients with capacity from changing their 
mind and deciding to discontinue VSED.

Rather, the question is how to respond to patients who might 
make requests for food and water after they have lost decision‐ 
making capacity. Case studies suggest that individuals with 
delirium during VSED sometimes forget about their prior 
intention to cease eating and drinking [4]. It is unclear how 
often this occurs, but requests for food and water at this stage 
are not necessarily complied with [4]. Whilst this may be dis
tressing to caregivers (and treating physicians), obeying with 
such demands would potentially protract the dying process and 
contradict the patient's clear prior intention to hasten death [4].

It is recommended to discuss with patients in advance of 
commencing VSED how they would like health professionals 
to respond if, during the course of the ensuing days, they make 
requests for food/fluids but appear to have lost understanding 
and awareness of their circumstances. If the patient would 
wish for fluids to continue to be withheld (and they have 
separately consented to this), sedation may be an appropriate 
response. Of course, if at any time the degree of delirium and/ 
or decision‐making capacity is uncertain, the patient's case 
may be referred for urgent second opinion and/or ethics 
review.

4.3 | Patients Who Lack Decision‐Making 
Capacity 

A third potential objection concerns whether this proposal 
might inadvertently progress to the ‘non‐voluntary stopping of 
eating and drinking’; in other words, the administration of TS to 
patients who lack decision‐making capacity who have naturally 
ceased eating and drinking at the end of life. These are typically 
patients with advanced dementia (or other progressive neuro
logical conditions) who experience mechanical issues with 
eating and drinking.

Whilst such individuals are not the focus of this paper, we 
acknowledge that our proposal might eventually, and naturally, 
extend to this cohort. It is not standard practice to forcefully 
feed/hydrate patients with advanced dementia who naturally 
cease eating and drinking [27]. This decision is made on ethical 
grounds (i.e., that life cannot be perpetually prolonged) as well 
as an acknowledgement that force–feeding will likely do more 
harm than good (including the risk of aspiration, agitation, or 
need for restraint) [27].

Once these patients have naturally ceased eating and drink
ing (and the decision is made to forego ANH), they will 
inevitably die from the starvation and/or dehydration 
resulting in death. Compared to VSED, life expectancy is 
generally shorter and symptoms may be less severe [28]. 
Nonetheless, where these patients suffer intolerably, they 
have a right to adequate suffering relief, including TS, as per 
any other dying patient. We acknowledge that the potential 
expansion of TS to patients who lack decision‐making 
capacity who cease eating and drinking is controversial and 
will require further research.

5 | Conclusion 

In this paper, we have considered the ethics of applying ter
minal sedation (TS) to the management of the voluntary 
stopping of eating and drinking (VSED). Whilst both practices 
are well described in the literature, they have often been 
viewed as distinct entities, without thorough consideration of 
how TS might form part of the management of dying in cases 
of VSED.

Proportionate palliative care is accepted in cases of VSED [5], 
yet it previously remained unclear whether TS should form 
part of this standard palliative care. We argue that TS is a 
medically and ethically appropriate treatment option for 
managing refractory delirium in VSED patients. Delirium 
poses a direct threat to the level and quality of one's con
sciousness, and subsequent reductions in consciousness 
(including through sedation) are therefore morally permissi
ble. Furthermore, the life expectancy window in cases of VSED 
fits within the 2‐week limit applied to traditional TS. Subse
quently, proportionate TS in this setting does not hasten death 
and is morally equivalent to TS in other cases of terminal 
illness.

The potential expansion of TS to VSED is important for two 
key reasons. Firstly, it forms part of the move to expand access 
to sedation at the end of life and to ensure that individuals 
who would benefit from sedation are not left to suffer 
unnecessarily. Secondly, it increases the range of treatment 
options available to VSED patients and increases the likeli
hood of this being a ‘good’ death. Although not the focus of 
this paper, the range of options available to VSED patients 
might even extend to assisted dying in jurisdictions where this 
is legal (as was recently successfully carried out by a VSED 
patient in Oregon in the United States) [29]. The ethics of 
combining VSED and assisted dying provides scope for further 
research.

Ultimately, sedation should form part of the palliative care 
standardly available in cases of VSED. Individuals undergoing 
VSED who are fully informed and consent in advance to 
sedation should have a right to do so when it is medically 
appropriate, and at the point at which they appear to have 
irreversibly lost capacity. This is true of any other dying patient. 
VSED patients have a right to a good death.

Acknowledgements 

The authors have nothing to report. This research was funded in part by 
the Wellcome Trust [203132/Z/16/Z], Discovery Research Platform for 
Transformative Inclusivity in Ethics and Humanities Research 
(ANTITHESES) [226801/Z/22/Z]. The funders had no role in the 
preparation of this manuscript or the decision to submit for publication. 
For the purpose of open access, the author has applied a CC BY public 
copyright licence to any Author Accepted Manuscript version arising 
from this submission.

Conflicts of Interest 

J.S. is a Bioethics Committee consultant for Bayer and an Advisory 
Panel member for the Hevolution Foundation (2022‐). The other au
thors declare no conflicts of interest.

6 Bioethics, 2026

 14678519, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/bioe.70127 by O

xford U
niversity, W

iley O
nline L

ibrary on [26/05/2026]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense



Description of How the Paper Was Written 

L.G. performed the literature search, had the initial idea and initial 
ethical analysis, wrote the first draft of the paper, and revised for 
publication. D.W. and J.S. supervised the research, contributed to 
ethical analysis, and edited the paper.

Data Availability Statement 

The authors have nothing to report.

References 

1. A. D. Graeff and M. Dean, “Palliative Sedation Therapy in the 
Last Weeks of Life: A Literature Review and Recommendations for 
Standards,” Journal of Palliative Medicine 10, no. 1 (2007): 67–85, 
https://doi.org/10.1089/jpm.2006.0139.

2. B. P. White, L. Willmott, and M. Ashby, “Palliative Care, Double 
Effect and the Law in Australia,” Internal Medicine Journal 41, no. 6 
(2011): 485–492, https://doi.org/10.1111/j.1445-5994.2011.02511.x.

3. L. Gilbertson, J. Savulescu, J. Oakley, and D. Wilkinson, “Expanded 
Terminal Sedation in End‐Of‐Life Care,” Journal of Medical Ethics 49, 
no. 4 (2023): 252–260, https://doi.org/10.1136/jme-2022-108511.

4. J. W. Wax, A. W. An, N. Kosier, and T. E. Quill, “Voluntary Stopping 
Eating and Drinking,” Journal of the American Geriatrics Society 66, no. 
3 (2018): 441–445, https://doi.org/10.1111/jgs.15200.

5. J. Savulescu, “A Simple Solution to the Puzzles of End of Life? Vol
untary Palliated Starvation,” Journal of Medical Ethics 40, no. 2 (2014): 
110–113, https://doi.org/10.1136/medethics-2013-101379.

6. B. White, L. Willmott, and J. Savulescu, “Voluntary Palliated Star
vation: A Lawful and Ethical Way to Die?,” Journal of Law and 
Medicine 22, no. 2 (2014): 376–386.

7. B. Schöne‐Seifert, D. Birnbacher, A. Dufner, and O. Rauprich, 
“Begleitsedierung Bei Behandlungsverzicht Mit Sterbewunsch Oder 
Beim Sterbefasten: Eine Ethische Stellungnahme,” Ethik in der 
Medizin 36, no. 1 (2024): 31–53, https://doi.org/10.1007/s00481- 
023-00793-3.

8. P. Claessens, J. Menten, P. Schotsmans, and B. Broeckaert, “Palliative 
Sedation: A Review of the Research Literature,” Journal of Pain and 
Symptom Management 36, no. 3 (2008): 310–333, https://doi.org/10. 
1016/j.jpainsymman.2007.10.004.

9. M. T. Heijltjes, G. J. M. W. van Thiel, J. A. C. Rietjens, 
A. van der Heide, A. de Graeff, and J. J. M. van Delden, “Changing 
Practices in the Use of Continuous Sedation at the End of Life: A Sys
tematic Review of the Literature,” Journal of Pain and Symptom 
Management 60, no. 4 (2020): 828–846.e3, https://doi.org/10.1016/j. 
jpainsymman.2020.06.019.

10. A. Takla, J. Savulescu, and D. J. C. Wilkinson, “A Conscious Choice: 
Is It Ethical to Aim for Unconsciousness at the End of Life?,” Bioethics 
35, no. 3 (2021): 284–291, https://doi.org/10.1111/bioe.12838.

11. J. Boyle, “Medical Ethics and Double Effect: The Case of Terminal 
Sedation,” Theoretical Medicine and Bioethics 25, no. 1 (2004): 51–60, 
https://doi.org/10.1023/b:meta.0000025096.25317.22.

12. R. Janssens, J. J. M. van Delden, and G. A. M. Widdershoven, 
“Palliative Sedation: Not Just Normal Medical Practice. Ethical Reflec
tions on the Royal Dutch Medical Association's Guideline on Palliative 
Sedation,” Journal of Medical Ethics 38, no. 11 (2012): 664–668, https:// 
doi.org/10.1136/medethics-2011-100353.

13. R. B. Ness and T. M. Pope, “Voluntarily Stopping Eating and 
Drinking: Systematic Review of Empirical Studies,” Journal of Palliative 
Medicine 28, no. 8 (2025): 1114–1120, https://doi.org/10.1089/jpm. 
2024.0206.

14. R. J. Jox, I. Black, G. D. Borasio, and J. Anneser, “Voluntary Stop
ping of Eating and Drinking: Is Medical Support Ethically Justified?,” 

BMC Medicine 15, no. 1 (2017): 186, https://doi.org/10.1186/s12916- 
017-0950-1.

15. R. Lampert, D. L. Hayes, G. J. Annas, et al., American College of 
Cardiology, American Geriatrics Society, American Academy of Hos
pice and Palliative Medicine, American Heart Association, Hospice and 
Palliative Nurses Association, “HRS Expert Consensus Statement on the 
Management of Cardiovascular Implantable Electronic Devices (CIEDs) 
in Patients Nearing End of Life or Requesting Withdrawal of Therapy,” 
Heart Rhythm 7, no. 7 (2010): 1008–1026, https://doi.org/10.1016/j. 
hrthm.2010.04.033.

16. J. A. Motto, “The Right to Suicide: A Psychiatrist's View,” Suicide 
and Life‐Threatening Behavior 2, no. 3 (1972): 183–188, https://doi.org/ 
10.1111/j.1943-278X.1972.tb00082.x.

17. P. Requena and A. P. Andrade Dos Santos, “[Hastening Death by 
Voluntary Stopping of Eating and Drinking. A New Mode of Assisted 
Suicide?],” Cuadernos De Bioetica: Revista Oficial De La Asociacion 
Espanola De Bioetica Y Etica Medica 29, no. 97 (2018): 257–268.

18. Royal Dutch Medical Association (KNMG), Caring for People Who 
Stop Eating and Drinking to Hasten the End of Life (p. 90), (2024), 
https://www.knmg.nl/actueel/publicaties/publications-in-english.

19. I. Byock, “Patient Refusal of Nutrition and Hydration: Walking the 
Ever‐Finer Line,” American Journal of Hospice & Palliative Care 12, no. 
2 (1995): 8, https://doi.org/10.1177/104990919501200205.

20. J. Lowers, S. Hughes, and N. J. Preston, “Overview of Voluntarily 
Stopping Eating and Drinking to Hasten Death,” Annals of Palliative 
Medicine 10, no. 3 (2021): 3611–3616, https://doi.org/10.21037/apm- 
19-525.

21. M. Maltoni, E. Scarpi, M. Rosati, et al., “Palliative Sedation in End‐ 
Of‐Life Care and Survival: A Systematic Review,” Journal of Clinical 
Oncology 30, no. 12 (2012): 1378–1383, https://doi.org/10.1200/JCO. 
2011.37.3795.

22. S. H. Bush, M. M. Leonard, M. Agar, et al., “End‐Of‐Life Delirium: 
Issues Regarding Recognition, Optimal Management, and the Role of 
Sedation in the Dying Phase,” Journal of Pain and Symptom 
Management 48, no. 2 (2014): 215–230, https://doi.org/10.1016/j. 
jpainsymman.2014.05.009.

23. J. Eppel‐Meichlinger, S. Stängle, H. Mayer, and A. Fringer, “Family 
Caregivers' Advocacy in Voluntary Stopping of Eating and Drinking: A 
Holistic Multiple Case Study,” Nursing Open 9, no. 1 (2021): 624–636, 
https://doi.org/10.1002/nop2.1109.

24. T. C. Braun, N. A. Hagen, and T. Clark, “Development of a Clinical 
Practice Guideline for Palliative Sedation,” Journal of Palliative 
Medicine 6, no. 3 (2003): 345–350, https://doi.org/10.1089/ 
109662103322144655.

25. J. D. Cowan and T. W. Palmer, “Practical Guide to Palliative Seda
tion,” Current Oncology Reports 4, no. 3 (2002): 242–249, https://doi.org/ 
10.1007/s11912-002-0022-2.

26. M. Verkerk, E. van Wijlick, J. Legemaate, and A. de Graeff, “A 
National Guideline for Palliative Sedation in the Netherlands,” Journal 
of Pain and Symptom Management 34, no. 6 (2007): 666–670, https:// 
doi.org/10.1016/j.jpainsymman.2007.01.005.

27. American Geriatrics Society Ethics Committee and Clinical Practice 
and Models of Care Committee, “American Geriatrics Society Feeding 
Tubes in Advanced Dementia Position Statement,” Journal of the 
American Geriatrics Society 62, no. 8 (2014): 1590–1593, https://doi.org/ 
10.1111/jgs.12924.

28. M. Arcand, “End‐of‐Life Issues in Advanced Dementia,” Canadian 
Family Physician Medecin de Famille Canadien 61, no. 4 (2015): 
337–341.

29. T. M. Pope and L. Brodoff, “Medical Aid in Dying to Avoid Late‐ 
Stage Dementia,” Journal of the American Geriatrics Society 72, no. 4 
(2024): 1216–1222, https://doi.org/10.1111/jgs.18785.

7 Bioethics, 2026

 14678519, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/bioe.70127 by O

xford U
niversity, W

iley O
nline L

ibrary on [26/05/2026]. See the T
erm

s and C
onditions (https://onlinelibrary.w

iley.com
/term

s-and-conditions) on W
iley O

nline L
ibrary for rules of use; O

A
 articles are governed by the applicable C

reative C
om

m
ons L

icense

https://doi.org/10.1089/jpm.2006.0139
https://doi.org/10.1111/j.1445-5994.2011.02511.x
https://doi.org/10.1136/jme-2022-108511
https://doi.org/10.1111/jgs.15200
https://doi.org/10.1136/medethics-2013-101379
https://doi.org/10.1007/s00481-023-00793-3
https://doi.org/10.1007/s00481-023-00793-3
https://doi.org/10.1016/j.jpainsymman.2007.10.004
https://doi.org/10.1016/j.jpainsymman.2007.10.004
https://doi.org/10.1016/j.jpainsymman.2020.06.019
https://doi.org/10.1016/j.jpainsymman.2020.06.019
https://doi.org/10.1111/bioe.12838
https://doi.org/10.1023/b:meta.0000025096.25317.22
https://doi.org/10.1136/medethics-2011-100353
https://doi.org/10.1136/medethics-2011-100353
https://doi.org/10.1089/jpm.2024.0206
https://doi.org/10.1089/jpm.2024.0206
https://doi.org/10.1186/s12916-017-0950-1
https://doi.org/10.1186/s12916-017-0950-1
https://doi.org/10.1016/j.hrthm.2010.04.033
https://doi.org/10.1016/j.hrthm.2010.04.033
https://doi.org/10.1111/j.1943-278X.1972.tb00082.x
https://doi.org/10.1111/j.1943-278X.1972.tb00082.x
https://www.knmg.nl/actueel/publicaties/publications-in-english
https://doi.org/10.1177/104990919501200205
https://doi.org/10.21037/apm-19-525
https://doi.org/10.21037/apm-19-525
https://doi.org/10.1200/JCO.2011.37.3795
https://doi.org/10.1200/JCO.2011.37.3795
https://doi.org/10.1016/j.jpainsymman.2014.05.009
https://doi.org/10.1016/j.jpainsymman.2014.05.009
https://doi.org/10.1002/nop2.1109
https://doi.org/10.1089/109662103322144655
https://doi.org/10.1089/109662103322144655
https://doi.org/10.1007/s11912-002-0022-2
https://doi.org/10.1007/s11912-002-0022-2
https://doi.org/10.1016/j.jpainsymman.2007.01.005
https://doi.org/10.1016/j.jpainsymman.2007.01.005
https://doi.org/10.1111/jgs.12924
https://doi.org/10.1111/jgs.12924
https://doi.org/10.1111/jgs.18785

	Should Terminal Sedation Be Expanded to Individuals Who Choose to Die Via the Voluntary Stopping of Eating and Drinking?
	1 Introduction
	2 Background
	2.1 Terminal Sedation
	2.2 Voluntary Stopping of Eating and Drinking

	3 Arguments in Favour
	3.1 Is TS Medically Appropriate in the Management of VSED?
	3.2 Is TS Ethically Appropriate in the Management of VSED?

	4 Arguments Against
	4.1 Incentive or Disincentive
	4.2 Change of Mind
	4.3 Patients Who Lack Decision-Making Capacity

	5 Conclusion
	Acknowledgements
	Conflicts of Interest
	Description of How the Paper Was Written
	Data Availability Statement
	References




