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farlier this year, Australia’s National Health and Medical Research Council_is_sued an
information paper setting out a clinical framework for the diagnosis of ‘post-coma =
unresponsiveness’ ! Post-coma unresponsiveness is the term coined by the Council to describe
a clinical state that can follow a person’s emergence from a coma: in such a state people still
-have normal cardiorespirator y function, their blam stems buI} w mk but thoy appalently lack

- all purposelul ms,ponf;wencss

Past-coma unresponsiveness is a mamfc&tallon of severe ‘mdm damage one of a 3an§30 of
conditions of lmpau ed 1051301‘[5;1\7(_1‘10.‘35 ﬂmt includes coma, loss of brain function (so-called

s - "
' “In this issue

The four articles in this issue are connected: they
cach address questions about 'the treatment and
care of people in whalusod fo b(?iclnt o a‘persistent
vepetative state”. '

The NHMRC urges healih care praciilioners to
adopt the term "posicoma unresponsiveness’ as.a
mere accurate and more humane description of
this state, and Lo take proper care in diagnosizing

The Pope restates traditional Catholic teaching

with particular regard {o questions about the
administration of artif xually-sup;)l)cci nutmmn
and hydldtmn : -

lho anadmn (dl mlu BmGilms Assoczat:on
foltows both the NHMRC and the Pope in its
expression of a series of cong Jusions on the care of
patients so diagnosed whlrh were tea(hed at a
recent mectmp in Toranto,

And Dr Gerald Gleeson sels out some “short cuts’
in thinking about these questions. which havo

U‘rently caused intellectual confusions.

h

aboul our responsibilities to people so diagnosed, .

w

“brain death’), “locked-in syndrome, minimally

‘responsive state and dementia, states which are
- often difficult to diagnose.
the Jikelihood of post-coma unrespoensiveness

developing in patients who have been it a coma

for a long time vary greatly, the condition has
ravely been diagnosed in Australia, and very few
_specialists have experience of large numbers of
-cases. So the next question wInCh arises is why
~did the NHMRC think it important en{mgh to e
" addless in an ;m{cnm'mon paper’ AN '

The short answer is that the Counul was. "aqlxod
to do so. _Som_c yem;,_br_foz e, a man in his thirties

“had been admitted to a Sydney hospital in an
.unconscious state, having suffered a cardiac
~arrest after an overdose of heroin, Af tf@?_l‘_W_.@G_kS
-~ of intensive life-sustaining treatment, he was said
to.be ‘vegetative’ (even though hissister found
..]unnesponslve to her presence) and, on the basis -

of a neurological assessment, it was proposed

“that life-sustaining treatments - should be

withdrawn. The young man’s smtm sought a
court -order 1o prevent this happening.
Subsequently the NSW Health Department
asked the NHMRC to develop gmdelmes onthe
proper dmgnoms of the so-called ‘vegetative”
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state. The NHMRC’'s information paper is
thus concerned with the diagnosis of patients
traditionally described as being in a
‘persistent’ {or ‘permanent’) vegetative state.

Given the familiarity of the term 'persistent
vegetative state’, it might be wondered why
the NHMRC adopted a new name for the

condition. The reason is simple: the Council
wishes to discourage the use of terminology
“that may be misunderstood or that may be
prejudicial to the care of patients with the
condition. The terms “persistent vegetative
state’, ‘permanent vegetative state” and
‘continuing vegelative state’ are both
pejorative and open (o misunderstanding. In
addition none of thean is used in a consistent
way in the medical, ethical or legal literature.
The new termavoids the potentially pejorative
“term ‘vegelative’. It avoids the time-based
qualifiers: that is to say, it can be applied as
soon as emergence {rom coma occurs and for
“as long as the patienf remains unresponsive,
and it avoids the false implication that once
unresponsiveness has lasted for (G‘ly) a vear
it has become permanent. o

“The steps set out in the framework for
" diagnosis are relatively straightforward.’
Given that people can slip in and out of coma
for some time after having suffered brain
injury {(whether traumatic or non-traumatic),
the framework should not be applied until
approximately four weeks after the
appearance of unresponsive wakefulness.
Then, diagnosis can only be made after
repeated clinical examination which obtains
consistent results for the following range of
~guestions and supplementary tests.. B

Answers to the foilowmg queshons f,houid

be consistently ‘yes
*Is the patient in good genelal hedlth'? '
- *Ave the conditions for testing optimal? .
TAre lelalsveq o1 carers a\faﬂable o, gwc‘
_ema clinical information? - :

4Is there evidence of cycles of eye opemng

nnd closing {sleep- ~wake cycle)?:

*1s there preservation of respiration and
mculatlon (blam stem function)? '
- *Is the patient incontinent?

Answers to the foliowmg questions should._

be consistently ‘no”:

- *Are there signs of 1e=;ponslvcnoss to the.

_environment?

Caccident
representative

*Are there purposeful responses to auditory,
visual or tactile stimuli?

*Is there any evidence of language
comprehension or expression? - :

What effect should the issuing of this clinical
diagnostic framework have on the practice of
medicine and health care generally? For one
thing, doctors and allied health practitioners
have now been asked not to use the
disparaging term ‘vegetative’ about any of
their patients. Foranother, doctors and others
are been advised to be much more careful
about making the diagnosis of post-coma
unresponsiveness (vs) than some have been
in the past: the document makes it very clear
that the process of making this diagnosis is an
iterative one that can only be made over time
and under appropriate conditions. And {or a

_third, health care practitioners should be less
likely to allow their thinking about future

treatment options to be infected by the idea
that certain lives, or any lives in certain
conditions, are not worth living. As the
NHMRC say in this document: ‘In all
instances the question is never whether the

~ patient’s life is worthwhile, but whether a

£1eeetment 15 Wolthwhﬂe 5

Footnotes

1 Preparation of the elinical framework was
andertaken by a Working Party, chaired by Dr
Michael O*Callaghan who is Director of Child
Development and Rehabilitation Services at the
Mater ~ Children’s Hospital in Brisbane.
Membership included a physician, a general
practitioner, an intensivist, an expert in road
framma, 2 nuuopsxcholﬂgast a
f health ‘consumers’, =
research scieniist and myself. o o

2 A summary of the paper can be fonnd al

www.ophmre.gov.au
from the NHMRC (phﬂne' 1800 020 103).

-3 Since *vegetative state’ is used widely in the

“Copies can be obtained

international | literature, - the NHMRC

Jrecommends that we build .‘\'s’.into the title: thus,

post-coma unresponsivencss {vs), - This will
ensure that the Australisn recommendations

Cabeut the proper way to diagnose this condition
“will be picked up in international data bases. It
is motable that the Canadian Catholic Bioethics
“Association which has already followed the

Australian lead on the issue of nﬁmenclamze has
already (llopped tite ‘vs 1 :

Continued on page 10.
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© awareness or- of

ADDRESS OF JOHN PAUL I¥
TO THE PARTICIPANTS IN THE INTERNATIONAL
CONGRESS
0N “LIFE-SUSTAINING TREATMENTS AND
VEGETATIVE STATE: |
SCIENTIFIC ADVANCES AND ETHICAL
DILEMMAS” |
| Saturday, 20 March 2004

Distinguished Ladies and Gentlewen,

L. T cordially greet all of you who took part
in the International Congress: “Life-Sustaining
Trealments and Vegelative State: Scienlific
Advimees and Ethical Dilemnas”. 1 wish to
extend a special greeting to Bishop Elio
Sgreccia, Vice-President of the Pontifical
~Academy for Life, and to Prof. Gian Luigi
Gigli, President of the International Federation

~of Catholic Medical Associations and selfless
champion of the fundamental value of life,

who has kmdly cxpies sed your shm ed

. feelings. o L

This important Cangress, organized jointly
by the Pontifical Academy for Life and the
International Federation of Catholic Medical
Associations, is dealing with a very significant
issuer the clinical condition called the “vegetative
state”™. The complex scientific, ethical, social
and pastoral implications of such a condition

require in-depth reflections and a fruitful -

interdisciplinary dialogue, as evidenced by

- the intense and -carefully structured:

programme of your work sessions.

2. With deep esteem and. sincere hope, ih{, :
Church encourages the efforts of men and -

“women of science who, sometimes at gleat

possibilities confronting those patients who
rely completely on those who care for and
assist them. The person in.a vegetative state,

~in fact, shows. no evident sign of self-
awareness of the

environment, and seems unable to interact -
with others or to react to specific stimudi,

underestimate - .
- documented cases of af least " ]Ddl tial recovery ©
sacrifice, daily dedicate their task of study and
research to the improvement of the diagnostic, -
- therapeutic, prognostic and rehabilitative

Scientists and researchers realize that one
must, first of all, arrive at a correct diagnosis,
which usually requires prolonged and carefu]

observation in specialized centres, given also

the high number of diagnostic errors reported
in the literature. Moreover, not a few of these
persons, with appropriate treatment and

“with specific rehabilitation programmes, have

been able to emerge from a vesetalive state.
()

“On the contrary, many others unfortunately

remain prisoners of their condition even for
long stretches of time and without necdmg
_technological support,

In particular, the term per manent (){’gef({fii’ff
state has been coined to indicate the condition
of those patients whose “vegetative state”
continues for over a.year. Actually, there is

‘no different diagnosis that corresponds to
such a definition, but only a conventional

prognostic judgment, relative to the fact that .

- therecovery of patients, statistically slnea}\mg,
is ever more difficult as the condition of
vegetative state is plol(}ngcd in time.

Howevel we musl nezihel fcngc:t n(u .
that  there are -~well-

weeven after many jmaxs, we can thus state that

“medical science, up. until now, is stiH unable

o pledzct with Lel tamty Who among pat;ems :
in this condxhon W1H recover. and who wﬂi

not

}‘a(_cd w1th patmnts in smnlaa Clmlcai Sl
. cond itions, there are some who cast doubt on

the persistence of the “human quality” itself,

~ almost as if the adjective “vegetative” (whose

Bioethics Cutlook, Vr)]. ] 5, N().3, September, 2004
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use is now solidly established), which
symbolically describes a clinical state, could
or should be instead applied to the sick as
*_such, actually demeaning their value and
- personal dignity, In this sense, it must be noted
that this term, even when confined to the

clinical context, is certainly not the most

felicitous when applied to human beings. .

In opposition to such t cnds of thought, I feel
the duty to reaffirm strongly that the intrinsic
wvalue and personal dignity of every human
being do not change, no matter what the
concretle circumstances of his or her life. A
--muan, even if seriously ill or disabled in the exercise

" of his highest functions, 15 and always will be a

mian, and he will nevex bcmme a \regemhlu
or, an ammal -

- Even our blolhms and sisters who {ind
themselves in the clinical condition of a
“vegetative state” retain their human dignity

1in all its fullness. The loving gaze of God the -

Father continues -to fall upon them,

“acknowledging them as his sons and

~daughters, especially in need of help.

4, Medical! doctors and health-care personnel,

- society and the Church have moral duties

toward these persons from which they cannot

~exempt themselves without lessening the
-~ demands both of professional ethics and
- human and Christian solidayity.: -

“The sick person in a vegetalive state,
awaiting recovery or a natural end, still has
the right 1o basic health care (nutrition,
“hydration, cleanliness, warmth, etc.), and to

* the prevention of complications related to his -

confinement to bed. He also has the right to
“appropriate rehabilitative care and to be

'__momloxed Im clmxca] blgn‘: of Lvrsniual :

Jer,ovuy o

1 should like pazuculcu]y to undulmo hcm

' the administration of water and food, even -

’ whc,n provided by artificial means, always

represents a natural means of preserving life,
-~ not a medical act. 1ts use, furthermore, should .
- be considered, in principle, ordinary and

_ proportionate, and as such morally obhgatm ¥,

insofar as and until it is seen to have attaum,d :

its proper finality, which in the present case -
- he | discriminatory and eugenic principle.

~consists in providing nourishment to the
patient and ﬁlie\riation of hif; suffering

The obhganon to provide [h{_ ‘noymal care
due to the sick in such cases” (Congregation

Bioethics Qutlook, Vol 15, No.3, September, 2004

- 5, Considerations about the
often actually dictated by psychological, social

for the Doctrine of the Faith, fura et Bona, p.
1V includes, in fact, the use of nutrition and
hydration (cf. Pontifical Council “Cor
Unum”, Dans le Cadre, 2, 4, 4; Pontifical
Council Im Pastoral Assistance to Health Care

Workers, Charter of Health Care Workers, n.
120). The evaluation of probabilities, founded

‘on waning hopw for recovery when the
- vegetative state is prolonged beyond a year,
cannot e

ethically justify the cessation or
interruption of minimal care for the patient,

- including nutrition and hydration. Death by
_starvation or dehydration is, in fact, the only

possible outcome as a result of their
withdrawal. In this sense it ends up becoming,

Jif done knowingly and willingly, true and
proper euthanasia by omission. - =~

~In this regard, I recall what I wrote in the

Encyclical Evangelinm Vitne, making it clear
~ that “by eulhanasia m the true and proper sense

must be understood an action or omission

“which by its very nature and intention brings

about death, Wlth the purpose of e ;mmatmg
all pain”; such an act is always “a serious

wiolation of the law of God, since it is the
“deliberate and morally unacceptable killing
of a human person” {(n. 65}. - :

Besides, the moral principle is well known,

“according to which even the simple doubt of
. being in the presence of a living person already

imposes the obligation of full respect and of
abstaining from any act that aims at
anficipating the person’s death.

’-quﬂity Of {ife”,

and . economic pzescsuu,s, cannot take

3 pl ecadence ov er gener al principles..

First of all, no evaluation of. u):»ts can
outweigh the value of the Iundamental good

“which we are trying to protect, that of human
_hfe \fiomovm, to admit thai dousxom
“ regarding man's life can be based on the
' m\iunal ac 1<nowlec1§7ms_11t of its quahty is the

same as ac know]odgnw that increasing and .

- decreasing levels of quality of life, and
therefore of human dignity, can be atfributed
_from an external perspective to. any subiject,

thus introducing into social relations a

- Moreover, it is not possible to rule outa priori

that the withdrawal of nutrition and
: hy_c_i;atlon_, as reported by authoritative

Plunkest Cenire for Ethics



studies, is the source of considerable suffering
for the sick person, even if we can see only the
reactions at the level of the autonomic
nervous system or of gestures. Modern clinical
neurophysiology and neuro-imaging
techniques, in fact, seem to point to the lasting
‘quality in these patients of elementary forms
of communication and analysis of stimuli.

6. However, it is not enough to reaffirm the
- general prim:épk_ according to which the value
of a mar's life cannot be made subordinate
to any judgment of its quality expressed by
other men; it is necessary to promote the
laking of positive actions as a stand against
pressures to withdraw hydration and
nutrition as a way to put an ond to the lives
-of these pahoms

- It is necessary, above all, fo support those
. fasnilies who have had one of their loved ones
‘struck down by this terrible clinical condition.
-~ They cannol be left alone with their heavy
- human, psychological and financial burden.
Although the care for these patients is nol, in
‘general, particularly costly, society must allot

~frailty, by way of bringing aboul appropriate,
concrete initiatives such as, for example, the
creation of a network of awakening centres

with specialized treatment and rehabilitation.
- programmes; financial support and home -

assistance for families when patients are
moved back home at the end of intensive
- rehabilitation programmes; the establishment

cases in which there is no family able to deal
with the problem or to provide “breaks” for
. those familics who are at usk of p‘sygholopica]
: cmd mmal bum—out :

Proper care for these patients and their
families should, moreover, include the
presence and the witness of a medical doctor
and an enlire team, who are asked to help the
family understand that they are there as allies
who are in this struggle with them. The

- participation of volunteers represents a basic

support to enable the family o break out of

its isolation and fo help it to realize that it is a

precious and not a forsaken part of the snua]
fabric.

In these situations, then, spiritual
counselling and pastoral aid are particularly
mmportant as help for recovering the deepest
meaning of an appalont]y dospem{o
condition. : -

7. Distinguished Ladies and Genllemen, in
conclusion I exhort you, as men and women

of science responsible for the dignity of the
medical profession, to guard jealously the
principle according to which the true task of

.medicine is “to cure if possible, alwavs to

(.c"l](.‘

As a pl dgve and supp_ort of this, your

- authentic humanitarian mission to give
sulficient resources {or the care of this sort of -

comfort and support to your suffering

“brothers and sisters, 1umnd you of the wor d‘;

of Jesus: “Amen, [ say to you, whatever you

- did forone of these least brothers of mine, yOu
'd1d for me” (Mt 25: 40), L

In this lig ght, Tinvoke upon you the ﬁeelstanct,

~of him, whom a meaningful saying of the
. Church Fathers describes as Christus medicus,

: s . : ~and in entrusting vour work to the protection
of facilities which can accommodate those .-

of Ma:y, Consoler of the sick and Comforter

-of the dying, 1 lovingly. bL&[O‘v\’ on all of you a
specml Apostohg B]essm& :

._" Bmef}ms ()m‘!ook is:a quarterly pubhc”ahon of the Phunkett: (,enh for Ethics, a umvelsﬂy
IGSLdrCh centre o Austmhan ‘Catholic Unwel"'lw an :

incents & Matci Haalth

tbscriptions
s Hosgpital, Darlin
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1.

- “Toronto, June 14-17, 2004,
- purpose of this colloquium was to
 discuss the speech made by Pope John

about

Reﬂectmns on Af ﬁﬁmaﬁ Nmﬁtmn aﬁd Hydmﬁw

{Iolz”aqmzmz of rlze Caimdmn Caz‘fzolw Bmerk:cs Iffsm‘m‘e

| 'Entraduction

The Canadian Catholic Bioethics

Institute sponsored a colloquium in
The

Paul I 'on March 20, 2004 to

- participants in the International

Congress on -'Life-Sustaining
Treatment and Vegetative State” and

" to assist health care pr ofessionals,
patients, their families and the

community in making decisions
artificial nutrition and

- hydration (ANH) for elderly patients

‘than a ‘vegetative state’

who have medical conditions other
Participants

- in the Toronto colloguium, who

' Cinstitutions. .

“work in various fields related to
bioethics and had different starting
“points and perspectives, agreed that

the {following reflections summarize

- generally the outcome of their
- discussions. Those participants who
. consented to be listed at the end of

these reflections do so in their own

name and not on behalf of their =
_ “Although all the
~signatories agreed to the three points

of interpretation of the papal speech

Cin. paragraph 5, ‘they do ‘not .
- necessarily concur thh ever yihmgm
B he 1e[10ct1<:ms : U

Px esupposximns B .
2 In keeping with the Cathohc momi

| _.:siewwxdsh:p

L1 admon

: _Life 1sa grLft fxom God for whl(,h wehave
lness, suffering and =~
death are part of the human condition. . -

" Humans are relational beings who

summon a response from others. "All
human beings, regardless of their state
of health or function, are persons

~endowed with a spiritual soul and
“created in the image of God.  As such,

they possess an intrinsic dignity and

“value, and have moral status. It follows
- from this understanding that patients in
. the staie known as "persistent vegetative

state’ (PVS) are persons. It also follows

that, even when patients with advanced
. dementia, such as Alzheimer disease,
“have personalities that are diminished,

they remain persons throughout the
course of their disease leading to death.

- Individuals with a.developmental ox

- physical disability, evern in extreme
- degrees, also are persons with the same
E _ciign_i_ty and rights as o_ther _persons. _

‘Vegetatwe State” (Po&t—ﬂema 5

- Unr &sponswmess)

-3,

functions of . the .

The term ‘vegetative state’ was
developed in reference to certain
autonomic or

yvegetative’ nervous system. ‘These

functions, such as the regulation of

- breathing and the heart rate, are

 retained  despite -a patient’s -
L unawareness. of self '-; and e
":-uwnonment Patients. - in . a

S : open their eyes, but they! show no

- vegehtwe state” have sleep wake e

cycles in.which they pumdzcaliv.: :

evidence - .of response to the .

- environment, purposeful responses to

. -stimuli and language comprehension

or expression.  Unfortunately some

 ~have misunderstood and misused the
- term “vegetative state” to suggest that
~ persons in this state are less than fully

human. To avoid this, it is preferable

1o -designate the condition as a state
- of ‘post-coma unresponsiveness’.

Bivethicy Outlook, ¥ol. 15, No.3, September, 2004
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If post-coma unresponsiveness lasts
longer than 6 months following a
brain injury from lack of oxygen, or
12 months following a traumatic
brain injury, it is conventionally

- considered to be ‘permanent’. This

means that the statistical probability

of any recovery is minimal bui not

unprecedented.

“The Papal Speech

5.

~In the responses (o the paval speech
& pag

of March 20, 2004, there have been
uncertainty and speculation i regard
to the statement that ANI “should
be considered, in principle, ordinary

‘and proportionale and as sach morally
“obligatory insofar as and until it is
- seen to have attained its proper

Tinality.” The collogquivm in Toronto

. reached the following interpretation

of this sentence in the papal speech;

The papai speech needs to be
understood in the context of the

- Catholic tradition. The words ”

principle”(n.4) do not mean

Jabsolule’  In the sense  of

exceptionless’ " but allow

- consideration of other duueq that

might apply.

Persons in a state of lost cognitive and
- affective capacity retain a spivitual

soul; their life has intrinsic value and
personal dignity, and they must be

treated with the full respect and care

owed to a human being,

“For unresponsive patients to whom

- ANH can be delivered without being

in itself in conflict with other grave
responsibilities or overly burdensome,

- costly or otherwise complicated, .
- ANIH should be considered or dinary

~and propor i:onaie and as such,

mor aliy obh?aim y

Is Withckrawing ANH from Post-

- Coma Unresponsive Patxents an

Act
6.

Bioethics Quilook, Yol. 15, No.3, September, 2004 .

of K Futhanasia?

“Euthanasia in the stricl sense s
understood {o be an action or
omission which of itself and by

“traditional moral sense,

infention causes death, with the
purpose of eliminating all suffering,
‘Euthanasia’s terms of reference,
therefore, are to be found in the
intention of the will and in the
methods used.”

“Euthanasia must be distinguished
- from the decision to forego so-called

‘aggressive medical treabment’, in

cother words, medical procedures

which no fonger correspond to the

- real situation of the patient, either

because they are by now
disproportionate to any expected
results or because they impose an
excessive burden on the patient and
his family.” {Evangelium vitae, n.65)

Treatments cannot be classified

~ahead of time as ordinary or

extracrdinary. Reference must be
made to the wishes' -and values of the
patient, his or her condition, and the

~ availability of health care in the given

context. Ordinary measures, in the
do not
involve excessive pain, expense or
other burdens.?  Extraordinary
treatments are those that do involve

L excessive pain, expense or other
‘burdens.

The requirement to
undertake an assessment of the
benefits and burdens is captured in
the  altermative designation:

proportionate or disproportionate.
~Some  treatments may - involve

burdens that are disproportionate to

. {he benefits; therelore such imatmc:nls .
-are nol morally obligatory. '

The - 01‘dmary/ex[raordinaa'y
distinction applies to any stage of

- illness, not simply o inuminent death,

However, this distinction may be

particular Iy significant when death is
Jmminent, and the person does not
xespond positively to treatment. In -
~such - circumstances,
- responses other than comfort care
" and pain control are more likely to be-
deemed. eximmdmmy and- thus,
'opuonai '

medical .

“While reco gm/mgr thatit is imposc;ible
to place monetary value on human
life, the cost of lmatmem can, be a

Plunketr Centre for Ethics
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morally relevant factor in health care

10.

decisions, especially if patients or

their families have to bea; the entn(, .

.economm buxdc,n

The mueasmg tc—:chno}ogical

~prolongation of life with its high costs
‘should not eclipse basic human care.

"This is a matier of qumnnontal

12.

- distributive justice.
11,

While some treatments may be
withheld or withdrawn, care should

‘always be provided, and patients

shourld never by abandoned.

Helping patients and their families to
make responsible decisions is

important, Health care professionals
“and institutions may be confronted by

~patients who, with suicidal wishes,

refuse ordinary life-sustaining care.
Such patients must be {reated with

‘concern for their dignity and well-
. being.
“should do their best to protect the life
“and health of the patient while

Health care professionals

recognizing that there may be legal

and professional hrmts ta tlwn abllrly '
- to intervene.

-~ Methods of ANH

13. The most commonly used methods of

AN include

the {following: {a)
enteral nutrition and hydration
through, for example, a nasogastyic

(NG) tube that is inserted info a

nostril, down the throat and into the
stomach ~or @& percutaneous
endoecoplc gastrostomy (PEG) tube
that ~is inserted through - the

. abdominal wall and placed in the

-~ which

5 stomach with the guidance of an.
- endoscope that is temporarily.
inserted through the mouth into the -

“stomach; (b) pammmal techniques -

hick : _ ishort-term . -

.+ intravenous (IV) feeding by direct -
- infusion into-a peripheral vein such .

“include

- -as the arm or leg, and longer-term
_total pawntemi nufrition (TPN), in
“which complete nutrition and water

. When a

are delivered dnectly into a large

cenfral vein {such as the subclavian).
- condition . warrants

~temporary nutritional support, very -

Bivethics Outlook, Vol. 15, No.3, Seprember, 2004

small NG tubes that are

more easity
and safely mserted than a PEG iu 3
‘can be used. S

Beneﬁts and RIBRS oi ANH

14 While raising many principles of

universal apphcabllliv the recent

papal speech addressed particularly

‘disease, cancer and stroke,
“important - to
conditions differ in important ways

ANH for people in a-state of post-
coma unresponsiveness. However, in
applying these principles to medical

_conditions from which the frail

elderly are far more likely to suffer,
such as Alzheimer disease, Parkinson

il is
these

‘note that

from post-coma unresponsiveness,

The benefits of ANH may include
improved nutritional status, the

prolongation of life, the symbolic
- value of giving food and drink, relief

of symptoms of hunger when these

are experienced, prevenling

‘aspiration pneumonia, reducing the
risk of pressure sores or infections due

to poor nulritional status and

immobility, improving funcnon

providing comfort, and maintaining
human community. Even in those
who have a terminal illness, including

Cpatients with advanced dementia,

some of these benefits may, be
attainable. :

. Therisks or burdens of ANI{mdude
for NG

tubes, irritation and

discomfort, and the need for restraint

when the patients is confused and
repeatedly pulls the tube out. PEGs

Cccarry tisks of complications, such as
- death, infection, perforation of the

“bowel,” temporary- diarrhea and.
cramping, temporary nausea and-

. vomiting, blockage or leakmg_) from

B the  tube,
'pat:ents f 01 whmn PEGs are lllitldltd
" in the hope of reducing their risk of

Paradoxically,” some

Caspiration may still” remain at
" significant risk of aspiration with the

‘feeding tube.

“This risk is greater
when nutrition is supplied to the

“stomach rather than the small bowel,

given in bolus or single and discrete

th_"k«?ff Cennre for Ethics



. ing f 111@1 _than’ havmg""
"'hzs or h@l head eIeVﬁ’ced Theze may




- -totally
'pam!vscd ete.

25 A health care pxofossxonal or other
.careglvel must seek review of the
representation in the event that the

repleqematwe fails 1o act in the best

interests of the patient, and the
'patlent is endangered. '

2_6_. Health care Prof e‘;qsomics and farm lies

need to be aware o1 ]unsdmimna}.-__; -
differences, in custom and | law, .

relevant {o advmce dncctlves

“Foolnofes;

1 Some participants ﬂmught that *wishes® in this

sentence should be replaced by flife plan’ or -
some similar term to indicate that such moral
decisions oupht not be based on whim but on
_ cans;dcratwns such as &pmtua! ends and ianulv_' :

obligations. .

2 There is considerable wnhnvcz sy aver \shai
‘constitutes burden. .
those -of the treatment mudah{v itself, such as,
" pain, suffering or tost.
burden will alse encompass the conditions of

Some confine burden io
“Others. umtend that

living after the freatment, including being in 2
state of diminished or mmmml consciousness,
dependent on . others, incontinent,
“Some would argue that these

"~ conditions are relevant-even if the patient is

incapable of experiencing them, as in post~coma
~unconsciousness,
hefween ontological dignity, which all persons

A distinetion can be. made

- repardless of their level of functioning have, and

= john Heng

10

~existential or
- on the circumstances or conditions of living, For
“some, a diminished existential dignity is an
.advance directive.
“this stafe.
-isgne.
.joqeph Boyle O
' :’_Bauy Bmwn

* Eoin Connolly, S

E Clmbtme ]an‘neson -

‘attributed” dignity, which depends

insufficient reason {or refusing treatment by
For others, if is 3 deeisive
factor in their reasons for not wanting fo lve in
No consensus was reached on this
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- This statement along with an introductory
~essay, will appear in the Winter 2004 edition
“of The National
Quarterly.
Bloethacs Centoz

Catholic ~Bioethics
© 2004 }lu, ?\iatlonal Cathohc

o Continued from pége 2

‘4 In the process of preparing ihis framework,
‘the Working Party reviewed the litersture on

the subject, 1t found that siudies of posi-coma

cunresponsiveness  (vs) -are confounded by a
‘range.of Tactors: prospective cohorts of patients
Jhave:not been
“incomplete fellow-up, a high death rate, 2
~heterogenegus patient group {caused by the
variation in the terminelogy used to describe the

cstudied - in “defail, there -is

condition), ne (iiaguost_ic {est, '(Ii_('!'_icul_lics in
“hetween - the. o various

a reported misdiagnosis in up to 40%. of cases.

In addition, since the condition is.associated
. with 2 variety of pathological causes, it has not
W been pxdcl:mbie to establish clear, objective
o 'Hamilton, Canéda ~structure-function relationships. So:the existing- - -

: Ccditerature s therefore largely descriptive rather .

- than investigative, In addition, most. mpmted
- Ustudies of series of pments wha remainin astate 0

of post-coma. umesponswene% are limited by
the.

methodoing;cal
heterogeneity ~of

: prnbl_e_:n;s . (111('1udmg
“‘the - 'cohmt mad:,quate-

C.description of process for: follow up,loss of 0o
Monlrml Cmada o
' G adequatedy aecounted’ Jory incounsistent-intervals -’

subjects to longer term follow-up, that is. net -

‘evaluations,” and failure-to make

- within a series,

5 There is much more in th(, mmrmaimn paper
than the peints made here. ' Chapters address
differential. diagnosis, the - clinical

Plunkett C.'éntrefb}'.]:?h’ricus
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freatment”, and as such was optional, able to
be withheld or withdrawn at the guardian’s
request. This approach involves a ¢ second
“short cut” - namely, to suppose that because
a procedure is, or invelves, a medical

treatment it is not an . ordinary and so

obligatory means of sustammg life.

The Pope’s address can be sunm"aansod as
rejecting both these “short cuts™. First, the

- Pope says thal persistently unresponsive
patients are not a special class of persons for .

whom the normal medical goals and
obligations do not apply. They are human
persons, with the same rights as others, albeit
they are severely disabled.” Although they are
unresponsive, these patients are not as such
dying. Their situation is not like that of
patients who are close to death (in a few days

‘or hours), irvespective of what care or feeding
s offered to them. So to say that unresponsive
~ patients need not {(or should not) be fed
“amounts to saying it would be better if they

died. To stop feeding an unresponsive person

for this reason would be eqmvalcni to

euthanasia.

Secondly the POP(_ says that “artificial”

. feeding through tubes is not in itself an

.a patleni

“extraordinary” means of sustaining life. On

the contrary, feeding a person is a “natural”

means of caring for him.or her, and, in the

context of modern medicine, the use of tubes

" can be a convenient and cost effective way of

feeding a person. Tube feeding is “in

_pzmmple {an] ordinary and proporlionate, and

as such morally Obhgatou way of mxmg {oz

CIf we dVO}d the two “short c_ut-s” i ha._\&?

- itisnot, e.g.] because the patient cannot absorb

12

' ”The administration of water.and food,.
“when provided by artificial means, always
: 1ep1esenis a uaiuml means of pxc=se1 vmg hfo,

the nutuilon, then it should be stopped

“Secondly, is it extraordinary for this patient?

Does it involve burdens {0 the pahcnt which .
: utwugh its benefats7 If it does, e.g. because
of infections and problems in maintaining the. : Koolnotes

“tube in place, then it may be stoppgd

‘The key sentences in the pope’s addxess are:

us against two
reasoning. There should be a pr esumpuon

not a medical act. 1ts use, furthermore, should
be considered, in principle, ordinary and
proportionale, and as such morally cbligatory,

- to the extent in which and as long as it is seen

to achieve its proper purpose which in the
present “case ‘consisis in providing

‘nourishment to the pahent and allov ation of

his ‘;uffenng
An issue the Pope - does not uidmss

_specxf:ca Iy is whether, even if the act of
feeding a patient is “ordinary” and “natural”,

the insertion of a feeding tube is in itself a
“medical act”. 1 think it is clear that the
insertion and monitoring of a tube, and of the
substances and quantities inserted, does

‘involve medical and nursing expertise. To this
extent, it is a medical procedure that needs o
be judged by the usual clinical and ethical

criteria. The degree of medical intervention
that tube feeding requires in a particular case

needs to be proportionate to the prospective

benefit, and not unduly burdensome. In
making this judgment, it is important to recall
that keeping a patient alive, even an
umes}vomwe patient, is always in principle
egxtimaie and obhgjatow modwal goai

Conclusion -
1 have said that the pope’s address warns
“shorl cuts” in. ethical

in principle, that all patients be given food.

‘and water (if necessary through tubes) unless

and uniil -this is disproportionate (not

“effective) and/or extraordinary (anduly
 burdensome). _
examined on its own merits - there should be
“no shorl cuts that save us from examining the

L ) _facts in cach case. -In particular cases il may
noted and following Calipari’s analysis, we - T be >

see there are two sets of queshons we need 0
- ask about tube (ceding: first, is it proportionate
or cffectwe’? Isit ke@pmg the person alive? 1f -

Each case must therefore be

- beapparent that tube feeding is not obligatory:

e.g. in contexts such as the Lieveiopm? wozld -

where ihem s no ‘medical expertise available
e} mc;e]t 1;1(:1 monitor the tube; oy whme the
Ctube
- dispr opmimmto side-effects, thereby. addmg .
- to the patient’s Comphcahom or. whem the

“patient cannot absos b the ! omi ete. e

]S CduSlI'l?'leLC‘ilOl'l ’lﬂd Oth(.l

211 use the ierm vegeiatwe St"tte’ bu:ausc ihat
- is the term used in the p.xpdl statement. o

2 thpan § paper is available in ‘the spccml
even o

edition of L’arco di Giano, published for the

conference by Instituto per it AIMIIS! delle Stato . o

bocmlc, (March, 2(3{}4) pp. 54-57.
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