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The Inaugural Gold Medal for Best Letter Submission 2013: The Need for 

Guidelines in Special Palliative Care 

 

John Lombard 

 

The intersection between law and medicine is often a complex and politically sensitive area. 

In recent years, issues in surrogacy, in-vitro fertilisation, and abortion have demonstrated this 

point clearly. Palliative care is yet another delicate area where there is both a regulatory and 

policy lacuna which needs to be addressed.  

 

Palliative care is an approach which aims to reduce pain experienced by the patient near the 

end of life. There are differing levels of palliative care with the highest being specialist 

palliative care. This form of care was originally provided to people with a cancer diagnosis 

but has expanded to provide care for people suffering from illnesses such as motor neurone 

disease, AIDs, chronic obstructive pulmonary disease or it may be provided to the older 

person based on their medical condition. Factors such as an ageing population and a projected 

rise in cancer rates mean that palliative care has an increasingly important role in Irish 

healthcare. Nevertheless, there is an absence of clear guidelines for many specialist palliative 

care practices, particularly those which give rise to the most complex legal and ethical 

concerns. In this regard, it is the practices of terminal sedation, and the withdrawal of 

artificial nutrition and hydration, which need to be addressed.   

 

It has been argued by some that terminal sedation is a form of slow euthanasia. This is a very 

serious and potentially harmful comparison that risks clouding the role of palliative care. As 

such, it is vital that medical professionals are given a clear ethical and legal framework in 

which to work when providing specialist palliative care. This requiresestablishing the guiding 

principles in this area as well as identifying legal constraints on these practices. Terminal 

sedation is a form of continuous sedation and is usually administered where the patient is 

perceived to be close to death. It may be administered for symptoms such as pain, nausea or 

existential distress. The administration of sedation for suffering such as existential distress 

and restlessness is controversialas sedation would be used to treat psychological distress 

rather than physical pain experienced by the patient. Issues such as this need to be clarified to 

ensure that patients can receive appropriate care according to their needs.   
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A further point which needs to be addressed is the withdrawal of artificial nutrition and 

hydration. This practice often accompanies the provision of terminal sedation but is a 

separate practice. The withdrawal of artificial nutrition and hydration was accepted by both 

the High Court and the Supreme Court in the case of Re a Ward of Court, where the patient at 

the centre of the case was in a near persistent vegetative state. Although the Irish Association 

of Palliative Care has issued position and discussion papers on these practices they do not 

form part of the professional guidelines for health professionals in Ireland. The decision to 

ultimately withdraw artificial nutrition and hydration requires a wide variety of factors to be 

taken into account but no comprehensive decision making process has been set out by either 

the Irish Medical Council or An Bord Altranais.   

 

On the subject of end-of-life care, the Irish Medical Council “Guide to Professional Conduct 

and Ethics” refers to appropriate pain management and sets out that there is no obligation on 

the medical practitioner to start or continue to provide artificial nutrition and hydration if it 

would be “futile or disproportionately burdensome”. However, this guidance does not refer to 

the practice of terminal sedation and leaves much to be decided by the doctor on a patient by 

patient basis. Similarly, An Bord Altranais “Code of Professional Conduct” is vague in 

referring to end-of-life care. In this regard, it sets out that “[w]hen death is imminent, care 

should be taken to ensure that the patient dies with dignity.” For the purposes of this letter, it 

suffices to say that dignity is a nebulous concept which defies simple definition. Thereby, 

making its protection in such circumstances a similarly problematic affair. A recent 

development in nursing practice is the establishment of nurses with prescriptive authority. An 

Bord Altranais has issued guidelines for nurse prescribers such as the “Practice Standards for 

Nurses and Midwives with Prescriptive Authority”. These standardsaddress issues such as 

clinical decision-making, communication and history taking but make no reference to levels 

of sedation or the practice of withdrawing artificial nutrition and hydration. The overall effect 

is to demonstrate that in the palliative care setting the nurse prescriber has an increased role 

which is complicated by the lack of clear guidelines.  

 

At this stage, it is clear that the current guidelines for specialist palliative care practices are 

inadequate and/or outdated. Nevertheless, it is possible for the professional medical bodies to 

introduce clear and comprehensive guidelines which serve to protect both the patient and the 

doctor. An example of such guidelines can be found in the Netherlands. The Royal Dutch 

Medical Association introduced comprehensive guidelines on palliative care in 2005 which 
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Dutch physicians are obliged to follow. These guidelines promoted palliative care while also 

emphasising the distinction between specialist palliative care and euthanasia. The Dutch 

guidelines outline issues such as the prerequisite symptoms for the provision of palliative 

sedation, the decision to begin sedation, and the provision of sedative drugs. The guidelines 

establish a clear decision making process for terminal sedation which requires the doctor to 

have several clearly defined conversations with the patient. This ensures the patient is both 

informed and involved in their care. Such a process is required regardless of the location 

where palliative care is provided. Furthermore, the advice of a consultant, preferably in 

palliative medicine, is required in circumstances where difficult decisions about patient care 

are to be made. In relation to the provision of sedation, the guidelines go so far as to specify 

the type of drug which should be used in terminal sedation as well as providing detail on the 

amount which should be originally administered, issues of timing and the approach to be 

taken for continuous sedation. 

 

Guidelines on palliative care are not a panacea to the debates about end-of-life care but past 

experience has shown that any grey area between what is and is not permissible in medicine 

ultimately impacts negatively on both the patient and the medical profession itself. In short, 

there is a need for palliative care guidelines in Ireland and the importance of this will only 

increase with time.         

 


