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QUESTIONS ANSWERED: 
 
Question 2: A friend of mine died 6 weeks ago after suffering 15 years with 
multi-infarct dementia. The last 3 yrs he couldn’t communicate. His three 
brothers decided a plan for when he became debilitated/needed food and 
hydration "artificially". They consulted medical, legal and church advisors. The 
result was that he was discharged from hospital [where he had been admitted 
for a deterioration in consciousness], and was sustained with subcutaneous 
fluids only. He died within 7 weeks. At least 5 issues arise:  
1. He was a Catholic and would have wanted to do what the Catholic Church 
wanted. Thus the relevant church authority was consulted. The guideline from 
the Vatican and in particular from Pope John Paul II are that a person should be 
sustained with nutrition and hydration if necessary by artificial means until 
natural death. This was not adhered to. It was obvious to me being a doctor 
and to all his many friends that he was starving to death. His one surviving 
brother [the other two having since died ] refused to allow feeding. The medical 
consensus was that he was unfit to have a peg/nasogastric feeding but I 
disagreed with this opinion and felt that it should have been tried. He was very 
alert for his last 7 weeks and sat up awake but was unable to communicate. I 
think probably the responsible gastroenterologist should have reviewed his 
status after the acute deterioration and would probably have decided to try peg 
feeding. The tendency to think that the prognosis is poor, and decide to allow 
nature to take its course, denies the person the chance to recover and go on 
living. This is neglect -in the sense that optimisation of effort to sustain life, in 
the absence of obvious futility, would be unacceptable with any other medical 
scenario. 
 2.The futility of medical intervention is accepted when it is truly objective. 
However oftentimes end of life issues are coloured by the personal views of all 
concerned. This varies from wanting to end the suffering, to keeping alive at all 
costs. Really the viewpoint that holds sway is that of the patient. When a 
person has capacity, they make their own decisions even though others think 
they aren’t the correct ones. Similarly when a comatose or unwell patient needs 
a decision made, their free decision as best that can be ascertained from their 
lives should be respected. The logistics of how this is done requires a 
methodical checklist of contacts, previous behaviours, words of significance to 
the decision, worldview, belief in God , adherence to a religion, in order to 
ascertain what would the person do in this circumstance.  
3. Philosophical and ethical considerations may take precedence over even 
decisions made by competent persons. This occurs when the decision is 
contrary to the common good/natural law. To decide to murder someone or to 
decide to withhold a just wage are in this category. The innate dignity of every 
human being is inviolable, and ought to be respected and cherished at all 



stages, particularly when sick or vulnerable. To with-hold hydration, basic 
nursing care or nutrition, are in themselves contrary to this principle. Persons in 
persistent vegetative states or similar ongoing dependent semi/comatose states, 
have a right not to be allowed to die, through starvation or dehydration. The 
provisions of these normal means are not medical acts as such but natural 
means of preserving life. There may be a big burden on carers, relatives, and 
other personnel and financial considerations, and these require support and 
planning to help those who are in these circumstances. The state has 
obligations to support the sick and not make situations such as these become 
onerous for family and carers. Friends and neighbours also have a role and 
voluntary charitable agencies.  
4. Considerations about the "quality of life", often actually dictated by 
psychological, social and economic pressures, cannot take precedence over 
general principles. First of all no evaluation of costs can outweigh the value of 
the fundamental good which we are trying to protect, that of human life. 
Moreover, to admit that decisions regarding mans life can be based on the 
external acknowledgment of its quality, is the same as acknowledging that 
increasing and decreasing levels of quality of life, and therefore of human 
dignity, can be attributed from an external perspective to any subject, thus 
introducing into social relations a discriminatory and eugenic principle.  
5. Moreover, it is not possible to rule out a priori that the withdrawal of 
nutrition and hydration, as reported by authorative studies, is the source of 
considerable suffering for the sick person, even if we can only see the reactions 
at the level of the autonomic nervous system or of gestures. This I can readily 
acknowledge after seeing my friend demise from hunger. Modern clinical 
neurophysiology and neuroimaging techniques, in fact, seem to point to the 
lasting quality in these patients of elementary forms of communication and 
nalysis of stimuli.  a 

 


