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Leading Article

The persistent vegetative state: time for caution?

Jeremy Brown
University College and Middlesex School ofMedicine, London, UK.

As a philosophical discipline, medical ethics finds
itself somewhat distant from its more established
relatives in the schools of philosophy; while they
may enjoy a traditional detachment from the
concrete reality of everyday life, medical ethics is
firmly embedded in the clinical questions which
demanded its creation. Hence medical ethicists
must have an intimate understanding of clinical
realities to appreciate fully the difficult cases which
demand their attention. These complexities are well
illustrated by several studies which collected data
to provide, inter alia, the basis for the ethical
treatment of that group of patients who had
sustained hypoxic-ischaemic brain damage and
remained in what has come to be known as the
persistent vegetative state.'-3 Levy attempted to
produce an algorithm that would '... spare families
the emotional and financial burden of prolonged
care of patients with a hopeless prognosis' as well
as concentrate limited resources on those most
likely to gain useful and significant benefit.
These are goals of which few clinicians would

disapprove. However, the results of these studies
have recently been questioned by disturbing case
reports which seem to undermine not only the
accuracy of proposed algorithms for predicting
outcome, but also our understanding of the path-
ology underlying the persistent vegetative state
(PVS). The first was reported in July 1989 in the
United States of America by Steinbock and in-
volved an 86 year old lady who had been diagnosed
as being in a PVS for 5 months following a major
intercranial haemorrhage. On the basis of this, a
court granted her family's request to remove the
feeding tube keeping her alive. A few days after the
hearing, she '... regained consciousness, took small
amounts of food by mouth, and engaged ... in
conversation'.4 The report of the case fails to
provide the precise clinical conditions of the case,
concentrating instead on its legal and ethical
implications. However, it alerts clinicians to the
dangers inherent in clinical prognoses. The recent

report by Falk in the Journal provides greater
clinical detail, and is therefore more worrying.5 It
details the full physical and intellectual recovery of
a patient 30 weeks after hypoxic-ischaemic brain
damage in whom the original prognosis was con-
sidered to be hopeless.
Given the actual outcome of the case, it is

necessary to consider what may have happened had
the patient been treated inaccordance with some of
the more recent declarations on care and manage-
ment of the PVS patient. The American Academy
of Neurology noted that in all postmortem studies
carried out on PVS patients, cerebral damage was
found to such a degree that the capacity for
consciousness or the experience of pain and
suffering was inconceivable. The Academy argued
that there is no ethical difference between with-
drawing and withholding treatment, nor any
difference between providing nutrition or hydra-
tion and other forms of life-sustaining therapy. In
view of all this, the Academy adopted a permissive
position by allowing hydration and nutrition to be
discontinued in PVS patients.6' While some have
gone further, arguing that the PVS patient should
be redefined as dead,8-'0 others have been more
conservative in their approach. Brody distinguishes
between withdrawal of medical treatment and
withdrawal of life sustaining food and fluids,
arguing that what is at issue is the nature of the
process which causes death." If the cause of death
is the underlying disease process itself, then allow-
ing the patient to die from that process (assuming
that appropriate consent had been given) is accep-
table. However, causing death by removing essen-
tial nutrition is not allowing the disease process to
run its 'natural' course, and is therefore ethically
unacceptable.

Although, according to most accepted defini-
tions, PVS patients are not defined as dead, the
management of such patients remains controver-
sial. What now needs to be assessed is how far
reports of recovery from PVS demand a change in
the treatment of these patients. Clearly such cases
are rare, but the fact that they exist cannot be
ignored. After all, clinical science should follow the
same tests of falsifiability that are demanded in
other scientific disciplines. If it only takes one black
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swan to disprove the thesis that all swans are white,
it need only take one recovery to invalidate the
thesis that all patients in a PVS with poor prognos-
tic features will fail to achieve a reasonable and
significant improvement in their lives as persons -
and not merely as bodies. The clinician must
balance the demands of health care planners and
his concern for the patient and his family to provide
an honest prognosis on the basis ofpast experience,
as well as the possibility, no matter how remote,
that a prognosis may prove to be inaccurate.
Isolated reports may provide unrealistic hopes for
improvement, but Falk believes that without the
optimism and involvement ofhis patient's family, it
is unlikely the patient would have survived at all.
Moreover, the recovery commented on by Stein-
bock also followed '. .. apparently as the result of
aggressive efforts of the nursing staff to stimulate

and feed .. .' the patient. Perhaps then the balance
has tipped again in favour ofthose who would wish
to provide basic nutritional requirements to all
PVS patients, at least preventing them from dying
from anything other than a consequence of the
state itself. Falk's suggestion for an international
registry of unexpected coma recoveries to be main-
tained should be acted upon, for the diagnostic
criteria and algorithmic predictive procedure for
patients in a PVS may need refining. Until then, a
more cautious approach should be adopted before
removing life sustaining nutrition.
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