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Abstract. The issue of artificial hydration and nutrition - NIA - shifts the focus to the duties that medical 
practice has to fulfil towards patients and their conditions. The need to adopt different forms of ethical evalu-
ation, given the probabilistic and statistical nature of any clinical diagnosis, leads to different scenarios that 
ascribe immediate moral significance to human life, but at the same time link moral attribution (ethical or 
legal) to the subjective-existential dimension of the persons in whom that life is embodied. The choice of one 
point of view or the other seems to guide most current bioethical issues, such as the legitimacy of suspending 
medical treatments, the redefinition of the concept of health and its legal protection, and finally the definition 
of a new threshold between the “normal” and the “pathological”. In this regard, some efforts lead to a shift, not 
so much epistemological as ethic-legal, of the state of vegetative state under the category of disability
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In the field of artificial hydration and nutrition 
- NIA - our country is an almost unique exception 
in the world. In many countries it is considered a real 
medical treatment. In Italy, it has often been empha-
sized that the administration of water and food is al-
ways a natural means of preserving life (1) and not a 
medical act, even if it is done artificially. This latter 
position also found its way into the 2005 document of 
the National Bioethics Commission, in which it stated 
that NIA can never be a form of futile treatment per 
se, but that its suspension (2) should be understood 
as a request for euthanasia that is omitted as a result 
of the patient’s abandonment, which is all the more 
serious when it concerns a state of disability (3) such 
as the vegetative state (4). Nutrition and hydration 
are the response to a basic need (5), not the treatment 
of a disease. A patient who cannot feed and hydrate 
himself is a disabled person who needs to be helped. 
Suppose he is deprived of hydration and nutrition. In 
this case, he will die of hunger and thirst, not of any 
disease he is suffering from: Unlike the interruption or 
denial of treatment, the interruption of hydration and 

nutrition is the cause of death (6) and constitutes true 
euthanasia (7) (in this case, an omission) (8), which is 
against our legal system and medical ethics. Of course, 
there are exceptions when even artificial hydration and 
nutrition (9) prove disproportionate or exceptional: 
Causing significant physical discomfort to the patient, 
excessive suffering or futility (inability to obtain nutri-
tion and fluids). Nutrition and hydration are among 
the necessary measures of basic care (10) which must 
be granted to every sick person indiscriminately and 
regardless of their consent, since they have a modest 
technological content and, on the contrary, require a 
high level of human contribution. Article 37 of the 
Medical Professional Code states that in the event of 
a disturbance of consciousness, the doctor is obliged 
to continue life-sustaining treatment for as long as it 
is reasonably helpful and until irreversible loss of all 
brain functions, i.e., brain death, is established (11).

Consequently, in the case of patients in a vegeta-
tive state, in whom organic functions are not impaired, 
the discontinuation of nutrition would be the leading 
cause of their death (12): the cessation of nutrition 



Progress in Nutrition 2023; Vol. 25, N.2: e20230342

could therefore only be lawful (13) if there are excep-
tional forms of support, i.e., if the body is no longer 
able to absorb the supplied substances in the vicinity 
of death. In other words, the body does not have to be 
fed until it feels the need, but until it rejects the food 
of its own accord: In this way, the insurmountable limit 
of intervention in any case of a medical nature would 
lie in the physiological naturalness of the organism, 
where not the consent or the will of the patient (14), 
but life itself becomes the limit (15). Ultimately, only 
here does therapy become futility. Within this frame-
work, hydration and nutrition are primary and appro-
priate forms of regular care that are just as ethically 
required as the provision of water and food for people 
who cannot care for themselves (children, the sick and 
the elderly). Maintaining the vital functions of a pa-
tient in a vegetative state does not require a high level 
of technical support because, although cortical death 
has occurred, he or she can continue to breathe inde-
pendently through the minimal intervention of exter-
nal hydration and nutritional support. In other words, 
according to this approach, we would be in the pres-
ence of sick people and people living with a disease, 
as vital functions do not seem to be affected. The ad-
ministration of liquid nutrition via a nasogastric tube 
passed directly through the digestive tract seems to be 
a medically assisted way of delivering nutrients that is 
not very different from using a feeding bottle for an in-
fant. However, this analogy seems unacceptable when 
applied to a clinical condition such as vegetative state, 
which has nothing ordinary about it. Infants and the 
elderly (16), while unable to feed themselves, feel hun-
ger and thirst, demand water and food (infants from 
birth in a pretentious way) and refuse it when they are 
full. Even in the final stages of debilitation or loss of 
consciousness, the older adult opens his mouth, swal-
lows when offered food, and closes it again when he 
no longer wants any. His body senses when he needs 
food and when he does not. None of this happens with 
a patient who is in a permanent vegetative state and 
is therefore force-fed nasogastrically or endogastrically 
(17).

Furthermore, it is problematic to consider a pa-
tient in a vegetative state as a form of disability where 
nutrition and hydration can be dutiful solidarity in-
terventions and not medical treatments in the broader 

sense (18). The National Bioethics Committee felt it 
necessary to reiterate some basic bioethical principles 
from which a precise indication for feeding and hydra-
tion via tube or percutaneous enterogastrostomy would 
later emerge. From a legal perspective, it is generally 
assumed that not only all therapeutic and diagnostic 
measures (19) fall under the concept of medical treat-
ment, but also all medical assessments (20) that have a 
direct impact on the subject’s health (21) and the pur-
pose of protecting it. In situations where the patient 
cannot express his or her will, the doctor must inter-
vene (22), departing from the rule of informed con-
sent only in cases where the law provides that medical 
treatments are compulsory. In other words, they may 
only be carried out compulsorily in cases where the 
legislature deems it necessary for them to be carried 
out without or against the consent of the persons con-
cerned, while respecting the constitutional guarantees 
of personal freedom. However, the legislature can only 
make it compulsory if it does not violate certain con-
ditions derived from constitutional provisions, which 
relate to the content and purpose of the health treat-
ment. First of all, any treatment must be determined, 
i.e., provided for in sufficient detail in the law: The law 
can impose a duty on individuals to self-treat in rela-
tion to a specific disease or group of diseases, but not a 
general duty to maintain health, nor can it allow for a 
general duty to self-treat. This means that the duty of 
self-treatment, which derives from moral obligations, 
from responsibility towards other persons, can never 
be transformed into a legal obligation, since it is lim-
ited by the primacy that the Constitutional Charter 
(23) gives to respect for the freedom and dignity of the 
person (24).

Consequently, care must be taken in any compul-
sory treatment to ensure that it does not adversely af-
fect the health of the person undergoing it (25-27). 
As far as NIA is concerned, the rule of the patient’s 
voluntariness could be derogated from if the law pro-
vides for the compulsory nature of medical treatment 
in order to protect a fundamental community interest 
in the well-being of health. However, the justification 
for such compulsory treatment, albeit within the limits 
of the reservation of the law, would not lie in the pro-
tection of the general interest in the welfare of health, 
but in the welfare of life (28). It is only because it is a 
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question of protecting life and not health in general 
that one can observe the inversion of the relationship 
between the freedom to determine one’s health and 
the restrictions on this freedom (29). To enshrine in 
law the defense of the patient’s life at all costs would 
mean distorting the very meaning of compulsory treat-
ments, whose legitimacy is only given when they are 
interpreted as an exceptional and deviant hypothesis 
of the principle of the total freedom of the person. In 
the sphere of life, elevated to the status of law and legal 
norms, the patient’s decision and ultimately the quality 
of his or her health would be the exception (30).
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