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s u m m a r y

When the natural oral intake of food and liquids is disturbed the role of caregivers is to assist the patient

in order to cover the individual's need for nutrition by nutrition therapy. Nutrition therapy is a medical

intervention, which requires an indication for achieving a treatment goal and the informed consent of

the competent patient. Withholding and withdrawing nutrition therapy and artificial hydration must be

evaluated in specific situations (terminally ill, palliative care, dementia, aged patients) and always case by

case according to the patients' cultural and spiritual needs. In the case of ethical issues or dilemmas,

application of the four principles of autonomy, beneficence, non-maleficence, and justice is recom-

mended. These principles assist the caregiver in the decision as whether to feed or not to feed. Caregivers

must emphasize the right to self-determination and thus to respect the autonomy of the patient, and also

the particular vulnerability of the patient suffering from or at risk of malnutrition. Caregivers must be

ethically capable of responding to the nutritional needs according to the patient's will and desires even if

the patient is not capable of self-determination, always looking for the best benefit to the patient and

avoiding harm.

© 2020 European Society for Clinical Nutrition and Metabolism. Published by Elsevier Ltd. All rights

reserved.

1. Background

Nutrition is essential for living. Every human being needs nu-

trients to assure the physiological functions of growth, metabolism

and repair, so nutrition is a necessary condition for health. Food

does more than supply nutrients as fuel for the organism, it also

provides social and cultural interaction. Many cultures and re-

ligions give an important symbolic value to food. Moreover, food

and culinary traditions characterize social groups and reinforce

group identity.

For many ill patients, the natural oral intake of food and liquids

is disturbed, as is their metabolism. Thus, when necessary, the role

of care-givers is to assist the patient in order to cover the individ-

ual's vital need for nutrition with nutrition therapy [1]. Nutrition

therapy includes oral nutritional supplements (ONS), enteral

nutrition (EN) and parenteral nutrition (PN).

The provision of food or water by mouth is deemed part of basic

care. ‘Basic care’ means those procedures conducted to keep a pa-

tient comfortable. This includes moistening themouth as necessary

to keep the patient comfortable. Unlike these, nutrition therapy is

an intervention, whose purpose is prolonging or preserving life,

improving clinical outcomes as well as enhancing or preserving the

quality of life. However, nutrition, in whichever form delivered,

above all comprises nutrients which are inseparable from the so-

cial, cultural and symbolic dimension of food. In a hospital setting,

the meaning of food tends to be understood as a means to cure and

care. That is why, in order to seek the greatest benefit and limit the

harm to the patient, the caregivers must inform the patient and

families that nutrition therapy is a medical intervention that must

follow a medical indication to achieve a treatment goal and be

supported by scientific evidence and strict protocols.

It is therefore necessary, beyond asking whether nutrition

therapy is technically possible, to ask if it is ethically justified. In

many cases, such as in patients at the end of life, or in patients with

no capacity to consent, suffering from dementia or in a persistent

vegetative state, to withhold or to withdraw nutrition can be a

difficult ethical decision. Our ethical role in these situations is not to

cover the nutritional needs but to assure the comfort of the patient.

In these cases “can we?” questions must be replaced by the ethics-

based “should we?”.

The aim of this education paper is to identify ethical issues and

dilemmas in nutritional therapy, to provide rational justification for

ethical decisions in the field of nutrition therapy, and to enhance

ethical reflection in the field of clinical nutrition.
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2. Defining ethical issues and dilemmas in nutrition therapy

The aim of ethics is the intellectual and rational analysis of

principles and value conflicts, in order to define our duties. Duties

always involve the values at stake in each specific situation, pro-

moting them as much as possible. As a practical discipline ethics

assists in orientating practitioners toward the “right” or the “best”

decision for the patient. The starting point of ethical reflection is

the identification of an ethical issue or dilemma. This means that

when a physician or healthcare professional has an ethical

dilemma, it is because he or she does not know which particular

principle or moral value should be upheld in the situation. This is

called a “conflict of values”. If there is a value calling for attention

but no tension between a variety of values, the heath care profes-

sional has an ethical problem or issue [2].

The duty to promote values creates norms. When these norms

are wide and general, they are called principles. The duty of care-

givers is necessarily to implement positive values and promote

them in clinical practice. However, ethical conflicts appear when

the attempt to implement one specific value infringes the fulfill-

ment of another. In order to solve these problems, the first thing to

do is to identify the different values at stake. That is to translate

“ethical problems” into the language of “principles”, “values” and

“conflict of values” [3]. Table 1.

The decision to feed a patient artificially or not can be an ethical

issue as some values and ethical principles are at stake.

2.1. Principlism as a practical approach in clinical nutrition

The ethical principles of autonomy, beneficence, non-

maleficence and justice proposed by Beauchamp and Childress

[3], are internationally recognized. They are known as principlism

or the ‘four-principle’ approach, and are conceived as part of a

common moral ground that permits a practical approach to ethical

decision-making. This means that those four principles have the

aspiration to be applied universally and constitute the framework

of a “common morality”, that is to say, a collection of very general

norms to which all those who deal with morality can subscribe [3].

The four principles are accepted as the basis for making moral

decisions in medicine and nutritional therapy [1].

It is important to note that this approach should be seen not as a

check-list of actions that will inform doctors of the appropriate

action for any circumstance, but rather as a “framework of virtues

or values that are relevant to ethical debate” [4].

According to principlism, morality requires not only that we

treat persons autonomously and refrain from harming them, but

also that we contribute to their welfare, taking into account the

equitable and appropriate distribution of health resources (Table 2).

The ethical difficulties emerging from nutritional therapy

practice are so important that they require special attention. Thus,

if we are to answer the question as to whether there are any

principles to apply when making moral decisions in the clinical

context, we must turn to general ethics and to a consideration of

the principles that have been proposed to apply in all contexts of

human action. Table 2 shows the definition of the four principles

and their practical application in clinical nutrition.

The four principles function as guidelines for the formulation of

more specific rules. Rules are more specific in content and more

restricted in scope than principles. Rules may guide action more

precisely in particular circumstances. The presented rules are

formulated according to the European context, particularly the

ESPEN 2016 Guidelines on Ethical Issues and Dilemmas in Artificial

Nutrition and Hydration, and intend to show how this ethical

approach can help to solve ethical dilemmas in clinical practice.

2.2. Difficult decisions and ethical dilemmas in nutritional therapy

Artificial nutrition and hydration are medical interventions that

require an indication for achieving a treatment goal. The indication

is based on scientific evidence taking into account the benefits, the

potential risks and the scope of the treatment. The informed con-

sent of the patient, or of the surrogates in the case of the patient's

incapacity to consent are also required. Advance directives and

living wills are always informative and in some jurisdictions are

legally binding. The patient or the authorized representatives

should be informed by the physician or healthcare professional

about the benefits and risks of artificial nutrition and hydration in

order to allow them to express their authentic and accountablewill.

Artificial nutrition and hydration are indicated, if they are given

according to the following aim: to improve the life expectancy and

Table 1

Definitions.

Ethics Ethics is a branch of philosophy that aims to conduct an intellectual analysis of themoral human dimension in all of its complexity. Ethics

is concerned with principles that allow us to make decisions about what is right and wrong. In other words, ethics is the study of what is

morally right and what it is not. It refers to a judgment of behaviours, good or bad.

Bioethics Bioethics is part of philosophy and is mainly concerned with the ethical issues that emerge with medical and scientific progress in the

field of living organisms.

Bioethical reflection is characterized by a multidisciplinary and interdisciplinary approach.

Benefit The British Medical Association has defined benefit for patients if treatment confers a net gain or advantage.

Benefit of nutritional care and nutrition therapy means the maintenance or improvement of nutritional status.

Harm Treatment that has an adverse effect. This is more than being wrong, or unjustified. Harm can be psychological, moral or physical.

Harm and the psychological, social and moral impact of lack of food.

Futile treatment Treatment that has not been shown to provide a measurable benefit. It does not benefit the patient, in terms of physical, psychological,

spiritual, or other benefits.

Comfort or palliative feeding is not considered as futile.

Advance directives Legal documents that allow a person to write down his or her wishes in case he or she becomes incapable of taking part in a decision-

making process.

Norm From Latin norma “precept”, rule.

The norm is the set of rules of conduct that should be followed within a social group.

Principle From Latin principium “source”, principia (plural) “foundations”, from princeps.

A norm that is wide and general has become a principle.

Ethical dilemma Circumstances in which moral obligations demand or appear to demand that a person adopt each of two or more alternative but

incompatible actions such that the person cannot perform all the required actions. In those situations, there is a conflict or tension

between the respect for two or more principles which makes it difficult to decide what should be done.

Ethical issue Situation in which a value calls for attention.
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quality of life of the patient. However, the decision-making process

surrounding the provision, withholding or withdrawal of artificial

nutrition can be difficult [1,7].

Difficult decisions and ethical dilemmas in clinical nutrition are

mainly related to:

1. Insufficient clarity of the main objectives of the nutrition ther-

apy. This can reflect a tension between the “care” and “cure”

perspectives of nutrition in the clinical setting.

2. The obligation to respect the patient's autonomy when this is in

opposition to the respect of the principle of beneficence.

Table 2

The practical approach of principlism in clinical nutrition.

Principle: Respect for autonomy

Definition

Patients should be treated as autonomous agents. This means recognizing the individual's capacity for self-determination, their ability to make independent decisions and

authentic choices about how they want to be fed/if they want to be fed or not, based on personal values and beliefs.

- Patients with diminished autonomy are entitled to protection.

- Autonomy does not mean that a patient has the right to obtain any treatment he or she wishes or requests if this particular treatment is not medically indicated.

- Autonomy can only be exercised after having obtained full and appropriate information as well as having understood it (comprehension). The decision has to be taken

without any undue coercion or pressure.

Applications in clinical nutrition: the informed consent or refusal of the competent patient.

Statements: A competent patient has the right to refuse a treatment after adequate information even when this refusal would lead to his or her death. An older patient's

refusal of food and drink may be regarded as an expression of self-determined dying by way of an autonomous decision towards one's own life. However, this should not

be confused with severe depression or disease-related lack of appetite.

Example of rules

� Caregivers should inform patients and carers that nutrition therapy is a medical intervention, which requires an indication for achieving a treatment goal.

They must provide clear information about:

- Procedures: EN, PN, ONS, hydration, catheters, tubes, etc.

- Purpose or goal of the nutrition therapy: improve the life expectancy, clinical outcomes and quality of life of the patient.

- Risks and benefits of nutritional therapy

- Alternatives: e.g. small amounts of food by mouth.

� Clinicians must probe for and ensure understanding and voluntariness, and foster adequate decision-making concerning nutrition therapy.

Principle: Beneficence

Definition

The principle of beneficence imposes an obligation to act for the benefit of the patient. Caregivers have to follow professional obligations and standards.

Applications in clinical nutrition: Assessment of the nature and scope of risks and benefits.

Statements: Caregivers should provide appropriate nutrition therapy in response to a medical indication and following the consent of the patient. Each decision must be

taken on an individual level.

Examples of rules

� Screening for malnutrition risk should be performed using an appropriate validated tool in all subjects that come in contact with healthcare services.

� Nutritional assessment and diagnosis should be performed as part of nutritional care.

� Monitoring nutrition therapy should be performed in all subjects receiving artificial nutrition and hydration according to a nutritional care plan. This includes the

systematic assessment and monitoring of risks and benefits.

� At discharge from a healthcare facility, any nutritional care given must be communicated to the next caregiver in order to secure continuation of the nutritional care and

support.

� Nutrition therapy should be considered only if there is a medical indication that can realistically permit nutrition to meet therapeutic goals (e.g. prolonging life without

prolonging suffering and discomfort at the end of life or maintaining independence and physical functions).

Principle: Non-maleficence

Definition

The principle of non-maleficence imposes an obligation not to inflict harm on others. Caregivers have the obligation to maximize potential benefits for their patients while

at the same time minimizing potential harm for them (“Primum non nocere”).

Applications in clinical nutrition: Assessment of the nature and scope of risks and benefits.

Statements: If the risks and burdens of a given therapy for a specific patient outweigh the potential benefits, then the caregiver has an obligation not to provide (i.e.

withhold) the therapy. If nutrition therapy is futile and only prolongs the suffering or the dying phase, it should be stopped (i.e. withdrawn).

Rules:

� Do not permit prolonged and unnecessary fasting of the hospitalized patient.

� To withhold or withdraw nutrition therapy if it is considered futile (in a situation where this would only prolong the suffering or in the dying phase or when there is no

longer any treatment goal).

� Do not use nutrition therapy (withhold or withdraw) in the terminal phase of life (e.g. cancer or dementia).

� Do not initiate enteral nutrition (withhold) in patients with severe dementia.

� Do not try to feed persistent vegetative state (PVS) patients by hand.

� Do not use artificial hydration to relieve thirst and mouth dryness (often caused by medications like opioids given to cancer patients).

Principle: Justice

The principle of justice refers to equal access to health care for all. Limited resources including the time doctors and other health personnel and caregivers devote to their

patients must be evenly distributed to achieve a true benefit for the patient.

Resources should be distributed fairly without any discrimination.

With regard to limited resources there has to be proper use of ethically appropriate and transparent criteria.

Applications in clinical nutrition: Every patient is entitled to obtain the best nutrition care available.

Rules

� Expensive nutritional therapies should always, like any other therapy, be provided solely when indicated.

� Undertreatment should never be the result of containing the growing costs of healthcare.
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3. When respect for the principles of autonomy, justice, benefi-

cence and/or non-maleficence are opposed.

The competent patient may refuse artificial nutrition and hy-

dration in any case and without any conditions. This can occur for

example in the elderly, cancer or terminally ill patients, and care-

givers must accept the patient's decision and assure adequate

comfort.

In some cases, legitimate criteria to withhold or withdraw

artificial nutrition in incompetent patients are [1]:

1. If the procedures are highly unlikely to improve nutritional and

fluid status.

2. If the procedures will improve nutritional and fluid status but

the patient will not benefit.

3. If the procedures will improve nutritional and fluid status and

the patient will benefit, but the burdens of artificial nutrition

and hydrationwill outweigh the benefits (e.g. artificial nutrition

and hydration can be provided only with essential physical

restraints).

Finally, it is important to know that in some countries or cul-

tures artificial nutrition and hydration are not considered a medical

treatment, instead they are considered to be fulfilling the basic

needs of the patient. In these circumstances, artificial nutrition and

hydration can only bewithdrawn if the patient is at the end of his or

her life and has expressed awish to stop nutrition and hydration. In

some countries, it is not legal to withdraw artificial nutrition in

terminally ill patients.

In some special situations determining withholding and with-

drawing nutrition and hydration support therapy may be difficult.

The indication for artificial nutrition must be based on scientific

evidence concerning its efficacy and the means of providing it,

moderated by compassion and consideration for the patient and

their family. Application of the four principles of autonomy,

beneficence, non-maleficence, and justice is recommended. These

principles assist the caregiver in the process of nutrition care.

Ethical thinking emphasizes the right to self-determination and

the need to respect the autonomy of the patient, and even more so,

in the particular vulnerability of the patient suffering or at risk or

malnutrition. This means healthcare professionals should be ethi-

cally capable of responding to the nutritional needs according to

the patient's will and desire even if the patient is not capable of

self-determination.

3. Special situations

3.1. Nutrition therapy and hydration in the older adult

The elderly patient is at special risk of suffering from malnu-

trition. This risk is increased because of the frequent multiple

comorbidities and associated polypharmacy [5]. The indication for

artificial nutrition in the elderly can be in the context of an acute or

chronic situation. Thus, it can be considered as a temporary or

definitive measure. The indication must be reviewed at regular

intervals.

In any case, the indication for artificial nutrition must be

defined, weighing in the balance the benefits and the risks of

artificial feeding in aged competent patients. This should be in

accordance with the principles of beneficence, non-maleficence

and autonomy. Sometimes ethical dilemmas can arise when there

is clear clinical evidence that the patient can benefit from artificial

nutrition in a temporary way and thus improve the prognosis, but

the patient refuses to be nourished. According to the ESPEN 2016

guidelines on ethical aspects of artificial nutrition and hydration, it

is accepted - by a strong consensus - that the refusal of food and

drink may be regarded as an expression of a self-determined dying

by way of an autonomous decision towards one's own life, but that

this should not be confused with severe depression or disease-

related lack of appetite [1].

3.2. Nutrition therapy and hydration in dementia

Patients suffering from dementia are at increased risk of

malnutrition due to various nutritional problems. Dementia may

lead to decreased nutritional intake and deterioration of nutritional

status, which itself contributes to acceleration of the disease. The

question that arises is which interventions are effective in main-

taining adequate nutritional intake and nutritional status in the

course of the disease.

The conviction that enteral nutrition may benefit dementia

patients is shared bymany patients and caregivers. It is often stated

that enteral feeding by percutaneous endoscopic gastrostomy may

prevent aspiration and, through the correction of nutritional de-

ficiencies, prevent mortality, infection, and the development of

pressure sores. However, there is very little evidence in the litera-

ture to support these opinions [6]. There is no conclusive evidence

that enteral nutrition has any beneficial effect on survival, nutri-

tional status, pressure sores, or any other outcome measure.

Conversely, enteral nutrition can have adverse effects, such as

aspiration pneumonia and diarrhoea, which may worsen decubitus

ulcers in the immobile patient.

The decision to discontinue artificial feeding might be misun-

derstood as an order “do not feed” as nutrition is associated with

life and its absence with starvation. For patients with eating diffi-

culties requiring support an individual care plan has to be estab-

lished. Such a feeding care plan should be called “comfort feeding”

to avoid any negative connotation of the wording used. For patients

with advanced dementia priority should always be given to careful

eating assistance (feeding by hand).

The capacity of patients suffering from advanced dementia to

make decisions is severely compromised, thus clinicians are

encouraged to obtain advance directives early in the course of the

disease.

The ESPEN 2015 Guidelines on Dementia [7] do not recommend

the use of nutrition therapy (enteral nutrition, parenteral nutrition

and parenteral fluids) in the terminal phase of life. Enteral nutrition

is recommended for a limited period of time in patients with mild

or moderate dementia, to overcome a crisis situation with mark-

edly insufficient oral intake, if low nutritional intake is predomi-

nantly caused by a potentially reversible condition.

In any case, the decision to withhold and withdraw artificial

nutrition and hydration for patients with dementia is made on an

individual basis with respect to the general prognosis and patients'

preferences.

3.3. Nutrition therapy and hydration in persistent vegetative state

(PVS)

In general, it is accepted that a PVS is a disorder of consciousness

in which patients with severe brain damage are in a state of partial

arousal rather than a true awareness. There are different legal im-

plications in different countries, and few countries legally recog-

nize PVS as death. It is also known as unresponsive wakefulness

syndrome, primarily because of ethical questions about whether a

patient can be called “vegetative” or not.
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For patients in PVS feeding by hand is not possible because of

their inability to swallow. Consequently, the absence of nutrition

therapy and hydration would lead to death. Nutrition therapy will

maintain organ function and keep the patient alive, but is unlikely

to restore the patient to a conscious life. As in other special situa-

tions, the presence of a potentially achievable and beneficial

treatment goal is a prerequisite in addition to the presumed or

expressed will of the patient [1].

The extent of care such patients should receive has ethical im-

plications as the respect of the principle of autonomy, the wishes of

family members, the maintenance of quality of life, the appropriate

use of resources and professional responsibilities are at stake. Ac-

cording to ESPEN 2016 Guidelines on Ethics of Artificial Nutrition

and Hydration there is consensus about giving artificial nutrition

and hydration in any case of uncertain prognosis. There is strong

consensus that once the diagnosis of persistent vegetative state is

established, an advance directive or the presumed will of the pa-

tient has to be considered. If there is evidence which is applicable

for the given case it has to be followed.

In most European countries, there is no legal or ethical restraint

on the discontinuation of feeding in a patient with an established

PVS if this can be shown to accord with the patient's wishes and if

no doubt exists as to the diagnosis of PVS.

3.4. Nutrition therapy and hydration in end of life issues and

palliative medicine

Palliative care is defined by theWorld Health Organization as an

approach that improves the quality of life of patients and their

families facing the problem associated with life-threatening illness,

through the prevention and relief of suffering by means of early

identification and impeccable assessment and treatment of pain

and other problems (physical, psychosocial and spiritual). This

approach is life-affirming and means to consider dying as a normal

process. The aim is to maintain quality of life during the dying

process but without accelerating, impeding or prolonging it either.

Nutrition therapy is part of palliative care in many different

types of patient (e.g. cancer and neurological patients), with the

potential to increase survival and quality of life in selected patients.

According to the ESPEN 2017 Guidelines on Nutrition in Cancer,

there is agreement that unconditional nutrition therapy in all pa-

tients undergoing anticancer therapy is associated overall with

more harm than benefit. However, treatment-induced and thus

iatrogenic deterioration of nutritional status should initiate

adequate prophylactic or symptomatic supportive care including

“permissive” nutritional support [8].

For patients with cancer who are nearing the end of life,

nutrition is tailored to the patient's symptomatic needs and is

primarily intended to support comfort and quality of life. While

many earlier goals for care are no longer valid (e.g. maintaining

energy intake, physical activity), the patient's feelings of hunger

and thirst must still be addressed [9]. In some settings, according

to the ESPEN Guidelines “patients feel connected to others by the

thread of sharing food and drink, even if only in small quantities

or in a symbolic way. Optimal patient management in these set-

tings requires sensible education and respectful counselling for

patients and families. To this end, meaningful interactions be-

tween the patient, caregivers, and the medical team are important

to help fulfill each patient's specific needs and thus improve

quality of life.”

There are no clear criteria to ascertain the beginning of the dying

phase. Therefore, a nutritional intervention in this phase of life

should be made with and for each patient in the context of cultural,

personal, and religious practices for the patient and his or her

family members [9].

In the last weeks of life, artificial nutrition has little or no benefit

since it will not result in any functional or comfort benefit for the

patient. Patients are in hypometabolism and normal amounts of

energy may be excessive and induce metabolic distress. The re-

sponsibility for decisions on artificial nutrition therapy rests with

the physician and/or nutrition support team who must base the

decision on scientific evidence and the ratio of the expected ben-

efits to the potential risks.

Hunger is rare in imminently dying patients and minimal

amounts of desired food may provide appropriate comfort. It is

important to recognize that even small amounts of food can have a

significant meaning for the patient and contribute to a sense of

wellbeing, thus respecting autonomy and the patient's dignity.

In cancer patients who are imminently dying, routine hydration

showed no improvement or only limited effects on symptoms and

quality of life. Artificial hydration may be tried if a clear very short-

term goal is sought, such as improvement or maintenance of

cognition.

According to the ESPEN 2017 Guidelines on Cancer Patients, “a

short trial (24 h) of artificial hydration in a patient who is near

collapse or delirious might be appropriate to exclude reversible

symptomatic dehydration, but this requires evaluation on a regular

basis in order to avoid symptoms of fluid retention”. Thirst and

mouth dryness, often caused by medications like opioids, should

not be palliated with artificial hydration.

Priority should always be given to careful eating assistance ac-

cording to the ESPEN 2016 Guidelines on Ethics of Artificial Nutri-

tion and Hydration [1]. This means that alternative feeding

techniques which might improve oral intake can be proposed.

These include “hand feeding” considered part of optimal palliative

care. This means to adapt eating with personal assistance at every

meal, taking the necessary time, giving frequent reminders to

swallow and cough and using thickened spoon feeds as required

(see Tables 3 and 4).

3.5. Artificial nutrition and hydration in the intensive care unit

(ICU)

In critically ill patients increased metabolic needs related to

stress are likely to accelerate the development of malnutrition, a

condition associated with impaired clinical outcome. Thus, patients

should be fed because starvation or underfeeding in ICU patients is

associated with increased morbidity and mortality. Artificial

nutrition and hydration are standard therapies in the ICU. However,

just as in other settings, when there is no longer an active treatment

goal, nutritional therapy is also no longer indicated (futile), and

should be withheld or withdrawn.

According to the ESPEN 2016 Guidelines on Ethical Issues and

Dilemmas in Artificial Nutrition and Hydration, even though

often routinely practiced, hydration and artificial nutrition

should not necessarily be continued in ICU patients in the dying

phase. Nevertheless, there is still ongoing controversy and

discordant belief in practice as to when to terminate artificial

nutrition and hydration. This is due to the fact that there is

“more emotional value attached to provision of nutrition and

hydration than for instance continuing antibiotics or other

treatment, even though artificial nutrition and hydration can

have adverse effects such as catheter complications and in-

fections. In addition, hydration may even prolong and aggravate

the dying phase.”

4. Informed consent in artificial nutrition

Nutrition therapy is a medical intervention and requires the

informed consent of the patient or the consent of his or her
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authorized representative (parents, care-giver, custodian or at-

torney). An autonomous patient can only make decisions and

take responsibility for these decisions if he or she can provide

informed consent to interventions that will affect his or her own

life. The condition of the consent is adequate information that

includes the therapeutic goal to be achieved, the benefits and the

harms of nutritional therapy. A requirement for consent ex-

presses respect for the dignity and rights of each human being.

The purpose of the informed consent principle is to achieve

several objectives [3]:

- to assert the patient's autonomy;

- to protect his/her status as a human being;

- to prevent coercion and deception;

- to encourage the clinician's self-criticism;

- to support the process of rational decision-making;

Thus, the will of the adult patient who is capable to provide

consent and make judgments must be respected in every case. This

includes the right to agree to or decline artificial nutrition.

In a case of automatic entitlement of representation, the repre-

sentative should be selected according to the provisions of the

respective laws in the country concerned. The physician and/or

nutrition support team is responsible for establishing and justifying

the absence of an indication for artificial nutrition and to inform the

patient or his or her representative. It is important to take into

consideration that even if the patient is not legally competent in

accordancewith civil law, he/shemight be still capable of expressing

his/her wishes and participating in the decision-making process.

Patients are encouraged to establish an advance directive (a

legal document that allows a person to write down his or her

wishes in case he or she becomes incapable of taking part in a

decision-making process) or a living will, according to the specific

Table 3

Religious specificities. Adapted from Druml et al. [1].

Christianity

Catholic church For permanently unresponsive patients who are not otherwise dying, tube feeding should be presumed to be ordinary and

proportionate.

Protestant Church There is no single doctrine

Jewish halacha. For conservative and orthodox Jews, the preservation of life is also a value with high priority and continuous treatments which have

been started may not be stopped.

Therefore, artificial nutrition and hydration cannot be refused.

Halacha allows the withholding of life-prolonging treatment if it pertains to the dying process but forbids the withdrawing of life-

sustaining therapy if it is a continuous form of treatment.

Fluids and food are considered as basic needs and not treatment. Withholding food and fluids from a vegetative or dying patient is

unrelated to the dying process and therefore is prohibited and regarded as a form of euthanasia.

Islam Although the literature about futility and potential harm of artificial nutrition and hydration at the end of life is universally known,

from the perspective of Islam nutrition therapy is considered basic care and not medical treatment.

Table 4

Frequent questions in nutrition therapy and hydration.

When can nutrition therapy be withheld (not started) or withdrawn (stopped)?

In the absence of an indication and lack of achieving a treatment goal or in the absence of consent. Also, if the treatment has become disproportionate or futile. Limitation of

treatment may imply progressively withdrawing it or reducing the dose administered to limit side effects.

What can be done if caregivers do not agree with the discontinuation of nutrition therapy for reasons of conscience or religion?

Caregivers cannot be forced to do it. In such cases they must shift the responsibility to another person to ensure that the patient's will is observed.

Is oral nutrition always ethically obligatory?

No, oral feeding is not always ethically obligatory. In appropriate circumstances patients and surrogates may authorize the withdrawal of all forms of nutrition and

hydration, whether administered orally or by tube [9].

Patients have the right and autonomy to refuse nutritional therapy and care-givers have the obligation to accept this decision and not to perform futile interventions.

Is “comfort feeding” an ethical practice?

Yes. “Comfort feeding” aims to ensure the patient's comfort through an individualized feeding care plan, by hand feeding if possible. It is an alternative to tube feeding,

avoiding negative connotations of “do not feed” in some patients such as those with advanced dementia [10].

Are withholding or withdrawing artificial nutrition that provides no benefit or has become disproportionate considered the same from the ethical and a legal

point of view?

Yes, withdrawing or withholding treatment are considered to be measures of an identical nature because they are based on the judgment that treatment is not beneficial

[1].

Is providing nutrition against the will of hunger strikers (enforced feeding) ethically permitted?

According to The World Medical Association Declaration of Tokyo, the forced feeding of hunger strikers that are mentally competent is not allowed. “Hunger strikers

should not be forcibly given treatment they refuse. Forced feeding contrary to an informed and voluntary refusal is unjustifiable” [11].

Does withholding of withdrawing oral or enteral nutrition and hydration in indicated cases mean starving the patient to death, and is it deemed a cruel and

painful action?

No, when withdrawing oral or enteral feeding, death occurs as a result of progressive dehydration, not starvation [9]. Dehydration has a sedative effect, and usually the

patient dies peacefully and without pain [12]. It is considered a tolerable and natural form of the dying process [13].

Quality of life must always be taken into account in any type of medical treatment including artificial nutrition. How can one assess the quality of life of a patient

with cognitive impairment?

There is no well-established tool for assessing the quality of life in this kind of patient. Caregivers must be attentive to expressions or reactions showing clues to the quality

of life [1].

In the absence of an effective statement of the patient's will in a specific situation, who must determine the patients presumed will?

The patient's authorized representative or surrogate is obliged to try to determine the patient's presumed will.

Does respect for religious, ethnic and cultural background of patients and their families have to be granted?

Yes. It is mandatory. “We live in increasingly multicultural societies and are confronted with the various beliefs and attitudes regarding the body and human life

originating in different cultures and religions” [1]. However this respect does not overturn any legal requirements of the particular country and nor does it determine

nutritional decisions in isolation.
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laws in their countries. Certain requirements have to be fulfilled to

ensure validity. The treating physician must respect valid advance

directives in accordance with the relevant country's laws [1].

5. Conclusion

When the natural oral intake of food and liquids is disturbed, the

role of caregivers is to assist the patient in order to cover the

individual's need for nutrition with nutrition therapy. Nutrition

therapy is a medical intervention, which requires an indication for

achieving a treatment goal and the informed consent of the

competent patient. Food and artificial nutrition and hydration

should be understood as an integral part of patient care. They may

have social, emotional, and existential significance for the patient

and family members. Application of the four principles of auton-

omy, beneficence, non-maleficence, and justice is recommended.

These principles assist the caregiver, for example, in deciding

whether to feed or not to feed.

Caregivers must emphasize the right to self-determination and

respect the autonomy of the patient, as well as recognize the

particular vulnerability of the patient suffering from or at risk of

malnutrition. Withholding and withdrawing artificial nutrition and

hydration must be evaluated in specific situations (terminally ill

patients, palliative care, dementia, aged patients) and always case

by case in an individual manner. It is important to treat patients

appropriately to their cultural and spiritual needs. Small amounts

of food bymouth can have a significant meaning for the patient and

contribute to a sense of wellbeing, autonomy and dignity.
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QUESTIONNAIRE 
PE11 (21) 

Ethical issues and dilemmas in artificial nutrition and hydration 
INSTRUCTIONS 

• Read through the article and answer the multiple-choice questions provided below. 

• Mark one box only to indicate the answer you consider correct for each question. 

Question 1: Which of the following is NOT considered 
nutrition therapy? 
 

A: Provision of oral nutritional supplements (ONS) 
B: Enteral nutrition (EN) and parenteral nutrition (PN) 
C: Moistening the mouth as needed to keep the 

patient comfortable  
D: None of the above 

 
Question 2: Is it TRUE of FALSE that in situations where 
patients are at the end of life or do not have the capacity to 
consent, the ethical role of nutritional therapy is not to cover 
nutritional needs, but to assure the comfort of the patient? 
 

A: TRUE  
B: FALSE 

 
Question 3: Which of the following best describes what an 
ethical dilemma is ………………………? 
 

A: When a healthcare professional does not know 
which particular principle or moral value should be 
upheld in a situation  

B: When a healthcare professional is unable to 
rationalise or justify an ethical decision 

C: When a healthcare professional identifies ethical 
issues and dilemmas as an attempt to enhance 
ethical reflection 

 
Question 4: Which of the following statements are FALSE? 
 

A: When norms are wide and general, they are called 
principles 

B: If there is a value calling for attention, but no 
tension between a variety of values, the healthcare 
professional has an ethical problem or issue 

C: Ethical conflicts appear when the attempt to 
implement one specific norm infringes the 
fulfillment of a principle  

 
Question 5: According to principlism, …………. requires not 
only that we treat persons ……………………… and refrain from 
harming them, but also that we ……………………… to their 
welfare, taking into account the equitable and appropriate 
distribution of health resources. Which option below best 
completes the statement?  
 

A: Morality / with compassion / contribute 
B: Beneficence / with compassion / contribute 
C: Morality / autonomously / contribute  

 

Question 6: You are seeing a patient who is 76-years-old and 
terminally ill. She is refusing nutritional therapy as treatment 
to prolong her life. She is competent and understands all the 
information explained to her, and is not suffering from 
depression; therefore, a decision is made to withdraw the 
nutritional therapy. This is an example of practicing which 
principle? 
 

A: Respect for autonomy  
B: Beneficence 
C: Justice 

 
Question 7: You are seeing a patient where the risks and 
burdens of the nutritional therapy outweigh the potential 
benefits, and a decision is made to withhold the therapy. 
This is an example of practicing which principle? 
 

A: Respect for autonomy 
B: Beneficence 
C: Non-maleficence  

 
Question 8: Nutrition therapy should be considered ONLY if 
there is a medical indication that can realistically allow 
nutrition to meet therapeutic goals. This is an example of 
which principle? 
 

A: Justice 
B: Beneficence  
C: Non-maleficence 

 
Question 9: Undertreatment should never be because of the  
growing costs of healthcare. This is an example of which 
principle? 
 

A: Respect for autonomy 
B: Justice  
C: Beneficence 

 
Question 10: Is it TRUE that when artificial nutrition and 
hydration can be provided only with the use of essential 
physical restraints, which outweighs the benefits of the 
therapy, it is a criterion for withholding or withdrawing 
therapy in incompetent patients? 
 

A: YES  
B: NO 

 
 
 
 
 
 
 
 
 



Question 11: Which of the following are CORRECT regarding 
nutrition therapy and hydration in the elderly? 
 

A: Polypharmacy is not associated with the increased 
risk  of malnutrition 

B: There is very little evidence to support belief that 
enteral feeding by percutaneous endoscopic 
gastrostomy prevents aspiration and, through the 
correction of nutritional deficiencies, prevent 
mortality, infection, and the development of 
pressure sores  

C: Enteral nutrition is not recommended for patients 
with mild or moderate dementia 

 
Question 12: Which of the following is a disorder of 
consciousness in which patients are in a state or partial 
arousal rather than true awareness. Feeding by hand is not 
viable because of their inability to swallow and the absence 
of nutrition therapy and hydration can lead to death? 
 

A: Persistent vegetative state (PVS)  
B: Advanced dementia 
C: Options (a) and (b) 

 
Question 13: Which of the following is CORRECT regarding 
ESPEN guidelines on nutrition therapy and hydration in 
palliative care? 
 

A: There is agreement that unconditional nutrition 
therapy in all patients undergoing anticancer 
therapy is associated overall with more harm than 
benefit  

B: There is consensus about giving artificial nutrition 
and hydration in any case of uncertain prognosis 

C: Even though often routinely practiced, hydration 
and artificial nutrition should not necessarily be 
continued in ICU patients in the dying phase 

 

Question 14: The following statement refers to which 
religious specificities regarding nutrition therapy: 
 

“Fluids and food are considered as basic needs and not 
treatment. Withholding food and fluids from a vegetative or 
dying patient is unrelated to the dying process and therefore 
is prohibited and regarded as a form of euthanasia”? 
 

A: Christianity 
B: Islam 
C: Jewish halacha  

 
Question 15: Is it TRUE or FALSE that withholding or 
withdrawing oral or enteral nutrition and hydration in 
indicated cases mean starving the patient to death, and is it 
deemed a cruel and painful action? 
 

A: TRUE 
B: FALSE  
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