
largely restricted to traumatic brain injury10; e.g., they do not
happen in global anoxic-ischemic encephalopathy. The ability to
generate fMRI responses that require processing of information
and producing differential changes in blood flow indicates that
many circuits in the brain are still working, but that is not
necessarily equivalent to the full spectrum of human conscious
experience, which may still be lacking. In addition, such patients
usually have severe disability with total dependency.

We live in an interesting and challenging time. What will be
the accepted way to make a diagnosis or prognosis? How will we
know that either is correct? How do we respect the patient’s
wishes? Is withdrawal of life support measures an appropriate
decision or a form of euthanasia? What about resource
allocation?

Issues such as withdrawal of artificial nutrition and hydration,
once thought of as settled, are becoming contentious once again
under renewed pressure from social groups and religious
authorities. Please keep interested, stay tuned and get involved.

Jeanne Teitelbaum, Montreal, Quebec, Canada
G. Bryan Young, London, Ontario, Canada
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In this issue Eric Racine and colleagues1 provide a
comprehensive review of consciousness and its impairments,
and provide us with updates on the major ethical controversies.
There is no doubt that a new era is at hand. The article by Racine
et al could not be more timely.

Chronic disorders of consciousness include coma, vegetative
state and the minimally conscious state. The current
classification of these disorders of consciousness is clinical and
is based on the careful observation and interpretation of clinical
signs that support the diagnosis of each syndrome. Despite the
advent of new clinical scales2,3, the diagnosis, prognosis, support
and therapy of chronically unconscious patients remain
extremely challenging. It has become evident that diagnosis can
be fraught with error, clinical definitions are inexact and
prognosis remains difficult.

Indeed, in the last few years, several articles have come out
that have forced neurologists to seriously reconsider their basic
understanding of vegetative states and coma. There are isolated
cases of almost miraculous recovery from a persistent vegetative
state with the use of drugs such as Zolpidem4 and deep brain
stimulation5. Behavioural improvement after severe head injury
have followed thalamic stimulation or occur spontaneously6,7.
Such reports have shaken the faith of the medical and general
population with regards to the diagnosis and prognosis of this
and other serious disorders of consciousness.

Recent technological advances in neuroimaging have
produced an impressive array of new techniques for examining
both the structure and function of the human brain in vivo (fMRI,
PET, tensor imaging, electrophysiological testing). In
specialized centers, many of these methods are now being
employed in the assessment of patients diagnosed with disorders
of consciousness, mapping patterns of residual function and
dysfunction and studying the correlation between clinical
diagnosis and underlying activity, even when patients cannot
behaviourally respond8,9. Such advances have the potential to
provide important new prognostic indicators, to disentangle
differences in outcome on the basis of a greater understanding of
the underlying mechanisms responsible and to provide
information that will undoubtedly contribute to improved
therapeutic choices. But with the advent of these new methods of
assessment comes an increasing unease when dealing with the
ethical issues associated with the care of the minimally
conscious or unconscious patients. A new era of consciousness
has begun, but are we ready? We should be prepared to accept
that our classification of disorders of consciousness is outmoded.
We need to individualize the patient’s impairment along a
spectrum of brain dysfunction.

At the same time, we should not be too caught up the
sensationalism of case reports of “miraculous recoveries” or
surprisingly, occasionally preserved aspects of cognitive
function in fMRI. Such cases are distinctly uncommon and
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