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When provided by a skilled, multidisciplinary team, pallia-
tive care is highly effective at addressing the physical,
psychological, social, and spiritual needs of dying patients
and their families. However, some patients who have wit-
nessed harsh death want reassurance that they can escape
if their suffering becomes intolerable. In addition, a small
percentage of terminally ill patients receiving comprehen-
sive care reach a point at which their suffering becomes
severe and unacceptable despite unrestrained palliative
efforts; some of these patients request that death be has-
tened. This paper presents terminal sedation and volun-
tary refusal of hydration and nutrition as potential last
resorts that can be used to address the needs of such
patients. These two practices allow clinicians to address a
much wider range of intractable end-of-life suffering than
physician-assisted suicide (even if it were legal) and can
also provide alternatives for patients, families, and clini-
cians who are morally opposed to physician-assisted sui-
cide. This paper will define the two practices, distinguish
them from more standard palliative care interventions and
from physician-assisted suicide, illustrate them with a real





bolic changes of dying and the results of usual pal-
liative treatments. Terminal sedation is also distinct
from the sedation that occasionally occurs as an







creases in medication were needed to maintain seda-
tion.

In the context of advanced illness and imminent
death, sedation can be achieved with a barbiturate
or benzodiazepine infusion, which should be rapidly
increased until the patient is adequately sedated
and seems comfortable. A level of sedation that
eliminates signs of discomfort (such as stiffening or
grimacing spontaneously or with routine reposition-
ing and nursing care) is maintained until the patient
dies. Table 2 shows potential starting dosages and
strategies for increasing dosages and monitoring.
Depending on the severity of the patient’s physio-
logic condition at the onset of the procedure, the
interval from initiation to death is usually hours to
days. Continuous sedation usually requires a subcu-
taneous or intravenous infusion and intensive in-
volvement by the health care team for observation,
monitoring, and support. When a dying patient re-
quires sedation, opioids for pain and other symptom-
relieving measures should also be continued to
avoid the possibility of unobservable pain or opioid
withdrawal. However, opioids are generally ineffec-
tive at inducing sedation and are not the medica-
tions of choice.

Conclusion

BG died quietly approximately 24 hours later in his
home, surrounded by his family. BG’s family had
remained resolute in their support for his decision and
firmly committed to keeping him at home. However,
they also continued to have emotional family discus-
sions and at times struggled with whether they had
done too little or too much to help him die peacefully.

They drew comfort from recognizing that they had
kept BG’s values in the forefront and made the best of
a potentially devastating situation.

Medicine cannot sanitize dying or provide perfect
solutions for all clinical dilemmas. When unaccept-
able suffering persists despite standard palliative
measures, terminal sedation and voluntary refusal of
food and fluids are imperfect but useful last-resort
options that can be openly pursued. Patients and
their families who fear that physicians will not re-
spond to extreme suffering will be reassured when
such options are predictably made available (65).




