EDITORIALS

10. Magill MK, Ehrenberger D, Scammon DL, et al. The cost of sustain-
ing a patient-centered medical home: experience from 2 states. Ann
Fam Med. 2015;13(5):429-435.

11. Glogowska M, Simmonds R, McLachlan S, et al. Managing patients
with heart failure: a qualitative study ofmultidisciplinary teams with
specialist heart failure nurses. Ann Fam Med. 2015;13(5):466-471.

12. Wallis KA. Learning from no-fault treatment injury claims to improve
the safety of older patients. Ann Fam Med. 2015;13(5):472-474.

13. Bolt EE, Hagens M, Willems D, Onwuteaka-Philipsen B. Primary
care patients hastening death by voluntarily stopping eating and
drinking. Ann Fam Med. 2015;13(5):421-428.

14. Quill TE. Voluntary stopping of eating and drinking (VSED),
physician-assisted death (PAD), or neither in the last stage of
life? Both should be available as a last resort. Ann Fam Med.
2015;13(5):408-4009.

15. Jansen LA. Voluntary stopping of eating and drinking (VSED),
physician-assisted suicide (PAS), or neither in the last stage of life?
PAS: no; VSED: it depends. Ann Fam Med. 2015;13(5):410-411.

16. Kohler JE. I'm a doctor. Can | help? Ann Fam Med. 2015;13(5):
490-491.

POINT/COUNTERPOINT

Voluntary Stopping of Eating and Drinking (VSED),
Physician-Assisted Death (PAD), or Neither in the Last
Stage of Life? Both Should be Available as a Last Resort
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A. was a 60-year old man with refractory met-

astatic cancer who requested a palliative care

consultation to explore potential future access
to physician-assisted death (PAD). (I recommend using
the term "physician-assisted death” because from a
meaning point of view this practice has nothing to
do with “suicide.” In fact, for patients like A.A_, this
option has more to do with self preservation than self
destruction.) [ initially responded that [ could not pro-
vide this option because of legal restrictions in New
York, but that [ would help him find a solution when
and if the time came. We explored other legally avail-
able "last resort” possibilities'? including potentially
voluntarily stopping eating and drinking (VSED). He

Conflicts of interest: author reports none.

CORRESPONDING AUTHOR

Timothy E. Quill, MD

University of Rochester Medical Center

School of Medicine and Dentistry

Professor of Medicine, Psychiatry, and Medical
Palliative Care Division, Department of Medicine
601 Elmwood Ave, Box 687

Rochester, NY 14642

Timothy_Quill@URMC .Rochester.edu

initially thought that this latter option was nothing a
humane society would put its dying patients through,
and we agreed to do our best to address whatever the
future held for him.

With expert palliative treatment he remained
acceptably comfortable and functional over the next
year despite widespread skeletal metastases until the
day he spontaneously fractured his femoral head.

He once again asked for medication to end his life,

but instead we braced his leg, increased his analge-

sia, and sent him home with added hospice support.
He returned within 24 hours with a spontaneous hip
fracture. Over the next several days, he fractured
more bones and experienced serious pain whenever he
moved, and he feared more fractures just from turning
over in bed. He was prepared for death, and adamantly
wanted PAD—the “sooner the better." He was receiv-
ing state-of-the-science palliative care, and despite

this he was severely suffering both physically and
psychologically. We discussed VSED alongside aggres-
sive symptom management as his only option for a
hastened death. He again spoke about how absurd and
immature this seemed to him in comparison to PAD,
but he ultimately accepted this was his “least worst”
option.? We maintained pain relief with a concentrated
opioid infusion and kept his mouth as moist as possible.
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Family and friends said goodbye, and he gradually
became sedated and died 10 days later.

A.A. would be typical of patients seeking PAD in
states where the practice is legal.** He had a clearly
defined terminal illness and wanted control over his
dying. If he resided in Oregon, [ would have initially
reassured him that | would potentially make PAD avail-
able in the future if his suffering became unaccept-
able, and he would not have been as worried. When
his suffering later became unacceptable, [ would have
carefully evaluated him for undertreated pain or unrec-
ognized depression, and | could have legally offered
him either PAD or VSED. He personally found VSED
to be absurd, and he had no moral qualms about PAD.
Because of laws in New York State prohibiting PAD, he
was forced to make end-of-life choices that were incon-
sistent with his own values.

This is not to say that VSED is always a bad option.
In my opinion, VSED should be subject to similar
guidelines to those that cover PAD, including: (1) clear
understanding of the disease and prognosis; (2) careful
evaluation of the patient's unacceptable suffering; (3)
full access to modern palliative measures; (4) ensuring
the patient’s full decision-making capacity; and (5) an
independent second opinion by a palliative care expert.
Even in environments where PAD is legally available,
some patients will still preferentially choose VSED.®
The psychological impact of voluntarily choosing
VSED among a range of other last resort possibilities is
very different from having this choice imposed upon a
patient who would have preferred PAD. Although A A.
appreciated having an escape from suffering under his
control, he found VSED to be more cruel and absurd
than meaningful. The opposite may be true for others
who would never choose PAD even if legally available
because of their own moral beliefs, but they might be
able to accept VSED if it did not violate their funda-
mental personal values.

VSED and PAD are similar in many ways: (1) both
result in a wished for death; (2) both require consider-
able patient resolve; (3) the patient's intent is essentially
the same; and (4) both technically would be classified
as suicide, but neither have anything inherently to do
with mental illness. There are also important differ-
ences: (1) VSED takes longer and is harder to accom-
plish, as patients get very thirsty as it unfolds; (2) the
doctor's role in VSED is more indirect (38% of patients
in the study by Bolt et al had no physician involve-
ment),® where physician involvement is more direct in
PAD (doctor provides the means but the patient must
independently take the medication); (3) the esthetics
of the processes are different; VSED usually takes 1 to
2 weeks with a series of medical and social challenges,

whereas PAD is a definitive medical intervention with
death expected in minutes to hours; and (4) if PAS is
chosen in states where it is illegal, both the clinician
and the family must keep a major secret to prevent
legal complications, potentially complicating grief,
whereas VSED can be openly and legally practiced
anywhere in the United States.

When a suffering patient requests VSED or PAD,
the first steps should always be a careful evaluation to
understand why, to ensure the adequacy of palliative
care, and to assess the patient's decision-making capac-
ity. While a patient's values and preference remain in
the center of decision making, evaluating clinicians must
also take into account legal limits and their personal
values. VSED can be an important option for some suf-
fering patients who wish an earlier death, but the mean-
ing attached to this practice can vary considerably from
a welcomed, patient-controlled escape to an absurd end
that adds to suffering as much or more than alleviating
it. Furthermore, VSED also takes too long to adequately
respond to overwhelming, immediate physical suffer-
ing. The comparative risks, benefits and burdens of
these last resort practices continue to be debated among
well-intended, sophisticated, experienced palliative care
practitioners as well as the broader society as we try
to find better ways to respond to those infrequent but
very troubling patients who suffer unacceptably despite
receiving state of the science palliative care.

To read or post commentaries in response to this article, see it
online at http://lwww.annfammed.org/content/13/5/408.

Submitted July 27, 2015; submitted, revised, July 27, 2015; accepted
July 27, 2015.

Key words: physican-assisted suicide; PAS; physician-assisted death; PAD

References

1. Quill TE, Byock IR; ACP-ASIM End-of-Life Care Consensus Panel.
American College of Physicians-American Society of Internal Medi-
cine. Responding to intractable terminal suffering: the role of ter-
minal sedation and voluntary refusal of food and fluids. Ann Intern
Med. 2000;132(5):408-414.

2. Quill TE, Lo B, Brock DW. Palliative options of last resort: a compar-
ison of voluntarily stopping eating and drinking, terminal sedation,
physician-assisted suicide, and voluntary active euthanasia. JAMA.
1997;278(23):2099-2104.

3. Battin MP. The least worst death. Hastings Cent Rep. 1983;13(2):13-16.

4. Ganzini L, Goy ER, Dobscha SK. Oregonians’ reasons for requesting
physician aid in dying. Arch Intern Med. 2009;169(5):489-492.

5. Oregon Public Health Division. Death with dignity act [web page].
https:/public.health.oregon.gov/ProviderPartnerResources/Evalu-
ationResearch/DeathwithDignityAct/Pages/index.aspx.

6. Bolt EE, Hagens M, Willems D, Onwuteaka-Philipsen B. Primary
care patients hastening death by voluntarily stopping eating and
drinking. Ann Fam Med. 2015;13(5):421-428.

ANNALS OF FAMILY MEDICINE + WWW.ANNFAMMED.ORG + VOL. 13, NO. 5 + SEPTEMBER/OCTOBER 2015

o 400 i


WWW.ANNFAMMED.ORG
WWW.ANNFAMMED.ORG
http://www.annfammed.org/content/13/5/408
https://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/index.aspx
https://public.health.oregon.gov/ProviderPartnerResources/EvaluationResearch/DeathwithDignityAct/Pages/index.aspx

