
March 2014–258 (1769):25-30

SPECIAL REPORT
PROLONGED DISORDERS OF CONSCIOUSNESS 

thepractitioner.co.uk

26

described a clinical state of being
awake but unaware. In 1992, the High
Court decided that someone who was
in this state permanently did not have
an interest in continuing to be treated
medically, and that medical treatment
could be (not should be) withdrawn.
The medical treatment was clinically
assisted nutrition and hydration, and
the patient Tony Bland died. 

In 1996, the Royal College of
Physicians published its first guidance
on the diagnosis of the vegetative
state to help clinicians and also the
courts. This was revised in 2003.

Since then there has been more
research into the nature of the
vegetative state, including a
recognition that there are people at
the borders who are in a minimally
conscious state.2 There have also been
advances in the diagnosis both
clinically and using technological
investigations. 

Several new guidelines relating to
the overall management of people
with severe neurological losses have
since been published.3,4 

Therefore, it was timely for the Royal
College of Physicians to develop a new
set of guidelines.5 The primary aim was
to increase awareness of how to
manage people who had a prolonged
disorder of consciousness, whether or
not they eventually entered the
permanent vegetative state and this
article will focus on that aspect.

RECOVERY FROM BRAIN
INSULT 
After acute severe brain damage,
many people are rendered
unconscious or comatose for more
than 24 hours, see figure 1, p25.

Although a number can still recover
fully, some will not and a significant
minority remain unconscious for days,
weeks or longer. These patients have a
prolonged disorder of consciousness.
The different types of condition that
may arise are shown and contrasted in
table 1, above. This also lists the
locked-in syndrome, because it is
commonly considered a differential
diagnosis. However it is not, arising as
it does from focal pontine infarction
which leaves an individual fully, and
obviously aware.

Recovery from initial unconsciousness
usually passes through the phases
shown in figure 1, p25. For most
patients the recovery is too fast to
notice the different phases but they
are easily seen in people who recover
slowly.

In coma, a person is not only
unaware, but also does not have a
sleep-wake cycle. As the person
recovers, one of the first physiological
functions to return is a normal 
sleep-wake cycle. If a person remains
otherwise unconscious, the patient is
described as being in a vegetative

state – awake but unaware,
maintaining circulation and respiration
but not showing spontaneous or
responsive goal-directed actions.
Even in people with a prolonged
recovery, the vegetative state is
usually reached within the first four
weeks.

MINIMALLY CONSCIOUS
STATE
If recovery continues, as it does in
most cases, the patient may well then
pass through a stage when they are
aware for short periods at a relatively
low level, possibly just aware of the
presence of another person. This state
is usually referred to as the minimally
conscious state. 

At a later stage, the patient will
emerge into a higher level of
awareness, being aware most of the
time that they are awake. The patient
will usually still have quite severe
losses and disabilities.

The time course of recovery is very
variable, and not easily predicted in
the early phases. As a very broad and
general rule, failure to see any change
in level of responsiveness over the first
4-8 weeks usually presages very
limited further recovery. This rule is
insufficiently sound to use for
irreversible decisions but can be used
to help prepare families for the
probable future.

PERMANENT VEGETATIVE
STATE
If recovery of awareness has not
occurred by six months after hypoxic
or hypoglycaemic brain damage and
12 months after most other causes of
brain damage, then the patient is very

Table 1

Different disorders seen after brain damage

Function
Sleep-wake cycle

Maintains respiration 
and circulation

Aware; able to 
process
information
Motor activity

Coma
Absent

Variable; may be 
very unstable with 
autonomic dyscontrol
Absent

Reflex only

Vegetative state
Present; and often near
normal
Present; may have
difficulty protecting
airway
Absent

Reflexive; and may have
spontaneous but not
goal-directed movement

Minimally conscious state
Present; and often near
normal
Present; may have difficulty
protecting airway

At times, to a low level and
only intermittently

Inconsistent and
intermittent, verbal and
other movements,
sometimes goal directed or
in response to meaningful
stimulus

Locked-in syndrome
Present; normal

Present; usually has
difficulty protecting
airway
Fully present and
normal

No limb movement or
speech, but active
control over 
eye movements to
communicate. 
Usually controls blink

Brain-stem death
Absent

Absent

Absent

Spinal reflex only

‘A specialist
multidisciplinary
team should be
closely involved in
the management
of every patient
from the outset’ 


