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IS THERE A MORAL DISTINCTION BETWEEN KILLING AND ALLOWING TO DIE?

The prohibition against the intentional termination of innocent human life, no matter what its stage of development or quality, generally has been accepted by the Christian Churches,
 and is clearly stated in the Vatican Council II ’s document, “Pastoral Constitution on the Church in the Modern World,” 
 but especially in the Declaration on Euthanasia.

It is necessary to state firmly once more that nothing and no one can in any way permit the killing of an innocent human being, whether a fetus or an embryo, an infant or an adult, an old person, or one suffering from an incurable disease, or a person who is dying. Furthermore,  no one is permitted to ask for this act of killing, either for himself or herself or for another person entrusted to his or her care, nor can he or she consent to it, either explicitly or implicitly, nor can any authority legitimately recommend or permit such an action. For it is a question of the violation of the divine law, an offense against the dignity of the human person, a crime against life, and an attack on humanity. 

Then on what basis are we permitted to stop treatment by turning off the respirator of a permanently comatose, but alive, patient? The distinction between commission and omission is at stake here. This is the issue that gives rise to qualifying euthanasia as active or passive,
 positive or negative.
 Therefore in this chapter, we will critically examine the distinction between killing and allowing to die, intending and foreseeing harmful outcomes, witholding and withdrawing life-sustaining treatments, and extraordinary and ordinary treatments.

One of the most difficult tasks in the debate about euthanasia is to define with precision the moral difference between commission and omission or between active killing and allowing to die. 
 

First of all, both ways of bringing about death involve moral decisions followed by obvious physical action, for instance, turning off a respirator, removing an intravenous tube (IV: into veins).

Second, causing death by omission can be morally objectionable given circumstances in which a worthwhile life could be saved or prolonged. 

Perhaps one of the strongest reasons against the justification of direct, active killing is that to do so is to institute a practice which could be extended to innocent individuals in less extreme circumstances than the suffering and perhaps already dying person. 

While this argument has a point in considering the institution of social and medical policies, it does not satisfactorily resolve the morality of single cases of mercy-killing applied in extreme conditions such as intractable pain and imminent death. The distinction between killing and allowing to die is always morally  relevant, since, all things being equal, it has been argued, that it is  better (morally) to allowing the terminally ill patient to die peacefully by withholding or withdrawing life-sustaining treatment than by active killing. However, it is not absolutely clear that this distinction is in every case morally decisive.
 This is especially the case if, as Christian tradition has maintained, life  is a conditional rather than an absolute value, and if continued life-support 
 can threaten the higher spiritual and moral values for which it was created to serve as the condition. One needs to emphasize that while life is a supreme value, it gains much of its value from the other values that it makes possible, for example, the love and worship of God, service to others, enjoyment of the created order, personal growth and accomplishment. 

Therefore, the stance one takes on this issue (whether killing and allowing to die are morally different) greatly affects the stance one takes on euthanasia. For some, the distinction simply designates a descriptive difference in actions to terminate life.
  Since death is the outcome in either case, there is no moral difference between killing and allowing to die. Consequently, according to these writers (e.g., James Rachels, Marcia Angell, Helga Kuhse and Peter Singer), once we decide not to prolong one’s dying, whether we actively intervene to cause death or passively allow the person to die makes no moral difference. 

Others will hold that the distinction does have moral significance,
  but that this significance dissolves when the patient is irretrievably dying or is beyond the reach of human care. For example, one of the leading Protestant medical ethicists, the late Paul Ramsey, opposed euthanasia on the basis that it is incompatible with the demand of covenantal fidelity and its imperative never to abandon care. Ramsey holds up God’s steadfast covenantal love for us as the standard for our fidelity to one another. Therefore, to abandon care and to hasten the dying patient to death would be contrary to charity and fidelity. 
 

His ethics accepts the moral difference between killing and allowing to die, but he recognized that some patients, such as those in irreversible coma or intractable pain, may move beyond the reach of being given care and comfort and receiving it. At that point, the distinction between killing and allowing to die dissolves. Then Ramsey would allow for an exception to the general rule against euthanasia.
  He gives two examples of instances where this may be relevant for medical practice. One case involves the patients in irreversible coma whose lives are maintained for many years. The other involves patients undergoing deep and prolonged pain which cannot be relieved, such as bone cancer patients or infants suffering Lesch-Nyhan syndrome, a genetic illness for which there is no cure. 
 In both instances, Ramsey maintains, the judgment that a patient is in such a condition is proper to physicians, not moralists. And the reason for directly causing death in each instance is the same,  namely, such patients would be beyond the reach of care and keeping company with them. 
 

Similarly, Charles Curran also believes that the moral significance of the distinction between omission and commission no longer holds when the dying process overtakes a person. Then direct action to terminate life becomes morally equivalent to allowing the patient to die by withdrawing or withholding life-extending treatment. To intervene to kill the dying patient at this point would not be an exercise of full dominion over life, nor would it be an arrogant act of “playing God”. 
  However, this proposal has its practical problems. Curran wants to avoid opening the door to all sorts of euthanasia. For that reason he confines the legitimacy of positive intervention to the dying process. This will protect those who are seriously ill but not dying. But how can one determine when the dying process begins? Curran acknowledges that there is a problem in determining when the dying process begins, so he identifies the dying process with the time when certain means can be discontinued as useless, having in mind such means as respirators, intravenous feeding, etc. He also recognizes that in practice there will always be a difficulty in determining just when the dying process begins so that one must realize the potential problem of abuse that can arise and a difficulty in determining law in this matter. 

Another alternative is that the distinction always has “moral bite” so that one ought always to refrain from intervening to hasten death directly, but one may withhold or withdraw therapies that would simply prolong the person’s dying. These alternatives and their various degrees of expression will be evident as we continue further exploration. For now we are primarily interested in the sorts of arguments that have been advanced to promote or challenge the claims to a moral difference between killing and letting die.

1.1. MORAL EQUIVALENCE OF KILLING AND LETTING  

  DIE.

The argument that there is no morally relevant difference between killing a person and allowing a person to die, has been strongly supported by those who advocate for legalization of euthanasia and physician-assisted suicide (e.g., Hemlock Society, and philosophers such as Peter Singer, Michael Tooley, Marvin Kohl, Marcia Angell, Helga Kuhse, James Rachels), 
 especially  by James Rachels in his famous essay. 
   Therefore, in this section, we would like to consider a kind of argument sometimes produced against the thesis that it is worse to kill someone (that is, to deliberately take action that results in another’s death) than merely to allow someone to die (that is, deliberately to fail to take steps which were available and which would have saved another’s life). Let us, for brevity’s sake, refer to this as the “difference thesis”, since it implies that there is a moral difference between killing and allowing to die. 

One approach commonly taken by opponents of the difference thesis,  is to produce examples of cases in which an agent does not kill, but merely lets someone die, and yet would be generally agreed to be just as morally reprehensible as if he had killed. 

James Rachels and Michael Tooley, both of whom argue against the difference thesis, make similar points, in their writings.
 Accordingly, efforts are made by opponents of the difference thesis to produce pairs of cases which do not differ in morally significant respects (other than in one being a case of killing while the other is a case of letting die). In fact, at least the major part of the case mounted by Rachels and Tooley against the difference thesis consists of the production of such examples. It is suggested that when we compare a case of killing with one which differs from it only in being a case of letting die, we will agree that either agent is as culpable as the other; and this is then taken to show that any inclination we ordinarily have to think killing worse than letting die is attributable to our tending, illegitimately, to think of typical cases of killing and of letting die, which differ in other morally relevant respects. 

Rachels in one of his arguments challenges the preference for letting a person die on the basis of the unnecessary suffering which would be caused by prolonging life. Rachels also challenges the argument that says in allowing the patient to die no one really does anything and the patient dies of “natural” causes. Furthermore, he also argues that even in letting someone die, the doctor really does do something. The doctors lets the patient die. This, too, should be included, along with not administering therapy, in the total description of what is happening in attending to the dying. He reinforces this position by attacking the fear of being the “cause” of someone’s death. He says that we think it is bad to cause someone’s death because we think death is an evil. But once we have decided that death is no great evil for a patient than the patient’s continued existence, then causing death would be  a good thing.  

Rachels challenges especially the argument that killing is always worse than letting someone die, since he believes that there is no morally significant difference between killing and allowing to die. So he makes this point with his well-known analogy of the cousin in the bathtub. 

Let us  begin with the examples produced by James Rachels in the article mentioned earlier,
 which is fast becoming one of the most frequently reprinted articles in the area.
 Rachels asks us to compare the following two cases. 

In one case, Smith stands to gain a large inheritance from the death of his six-year-old cousin. Smith wants the child dead, so he drowns him in the bathtub. In the second case, Jones stands to gain from the death of his six-year-old cousin. He wants the child dead. As he enters the bathroom, he is delighted to see the child slip, hit his head, and fall face down in the water. Jones allows the child to die. The only difference in these cases is that Smith killed the child, while Jones merely let him die. That is the only difference between them.  The intentions are the same, and so are the consequences. Moreover, suppose Jones pleaded, in his own defence, “After all, I did  not do anything except just stand there and watch the child drown. I did not kill; I only let him die.” Again, if letting die were in itself less bad than killing, this defense should have at least some weight. But it does not. Such a “defense” can only be regarded as a ridiculous perversion of moral reasoning, morally speaking, it is no defense at all. 
 Rachels concludes from these cases that killing and letting die are the same from the moral point of view. Thus Rachels insists that how a person dies, by lethal injection or by withholding life-support, is not morally significant. What makes the difference morally, he asserts, is one’s end or motive and the act’s consequences. Indeed, he argues, it is more humane, to end the sufferer’s pain at once than to allow the individual to experience a prolonged, lingering death. 

Rachels assumes that we will readily agree that Smith, who kills his cousin, is no worse, morally speaking, than Jones, who merely lets his cousin die. Do we really want to say, he asks, that either behaves better from the moral point of view than the other? Richard A. McCormick, however, would disagree with Rachels on this point. In his presentation at the conference in St. Louis University, McCormick gives a counter-argument regarding to the Smith and Jones examples. He states, to say that their (Smith and Jones) actions are “equally reprehensible” is to say only that we have moral responsibility for both  our acts and our omissions, and that the abuse of this responsibility can be homicidal in either an action or an omission. But one must inquire further why Jones’s conduct (omission) was reprehensible. Obviously, his motive was wrong (he wanted the child dead); perhaps in this he does not differ from Smith. But in addition to this he could have and should have saved the child. For this reason his conduct was morally wrong. But to conclude from this that commission and omission are morally equivalent is to assume that all cases of dying patients are situations wherein the physician could have and should have saved the patient. But this is not the case; there are many instances where one cannot save the patient or, all things considered, need not do so. 

In addition, one could argue that Rachels has the right principle but reaches the wrong conclusion. Morality does indeed hinge in part on motive. To will and cause a person’s death is morally unacceptable, whether by shotgun blast or by disconnecting the respirator. In such an instance, as Rachels rightly insists, the means used is morally irrelevant. What Rachels neglects to consider, however, is that in the refusal of life-sustaining treatment one does not will the death at all. What one wills is not to interfere in the dying process when dying can only be delayed. Thus it is a decision not to prolong the dying, but to allow the disease, the injury, the disruption of bodily functioning to take its natural course.
  

Raanon Gillon  put the matter clearly in his essay in the Journal of Medical Ethics, saying it was important to distinguish between killing and allowing to die in terms of the claims made about the issue:

The first is that there is a necessary moral equivalence between killing and letting die. The second is that there is a necessary moral difference between killing and letting die… However, from the conclusion that there is no necessary moral difference between killing and letting die it simply does not follow that they are necessarily morally equivalent; all that follows is that there are cases where letting die is morally equivalent to killing.

What Gillon is saying is that whilst all acts of killing a patient are wrong, so are some acts of letting a patient die. The decision to allow someone to die must be justified. This line of thinking is supported by Pope John Paul II, as he writes in the Encyclical Evangelium Vitae :

Euthanasia must be distinguished from the decision to forego so-called “aggressive medical treatment”, in other words, medical procedures which no longer correspond to the real situation of the patient, either because they are by now disproportionate to any expected results or because they impose an excessive burden on the patient and his family. In such situations, when death is clearly imminent and inevitable, one can in conscience “refuse forms of treatment that would only secure a precarious and burdensome prolongation of life, …To forego extraordinary or disproportionate means is not the equivalent of suicide or euthanasia; it rather expresses acceptance of the human condition in the face of death.

Nevertheless, one has to acknowledge that Rachels’ arguments, especially in the example of the two cases, do show that some omissions are morally as wrong as actively killing. Even those who hold to a moral difference in the distinction would say this. For instance, Grisez and Boyle agree with Rachels that omission counts as an immoral act of killing when it is the way to realize one’s intention that a person die. 

This is in line with the mainstream of the Roman Catholic tradition and is reflected in the definition of “euthanasia” in the Vatican Declaration on Euthanasia, promulgated by the Vatican Congregation for the Doctrine of the Faith, June 26, 1980: 

By euthanasia is understood an action or omission which of itself or by intention causes death, in order that in this way all suffering may be eliminated.

The phrase “ which of itself or by intention causes death ” is necessary in order to affirm that not taking steps to prolong life when such steps are required is just as much the cause of death as a lethal injection would be. Likewise, refusing treatment with the intention to end one’s life is suicide.

Where Rachels differs from the Catholic position, and what Rachels fails to show, is that not all omissions are wrongful acts of killing.
 “Intention” makes the difference. It is essential to note that according to the definition used by Congregation for the Doctrine of Faith in the Declaration on Euthanasia just cited. Although euthanasia can be performed either by “commission” or “omission”, it is performed by omission only if “the intention” of the omission is to “cause death in order that all suffering may be eliminated.” When the omission does not have this purpose, but is the result of a decision that treatment to sustain life is no longer beneficial to the paitent and therefore no longer obligatory, the action is not euthanasia.

The Catholic tradition of maintaining such a moral difference is a complex one.
 And it has long defended the Principle of Double Effect, the code name for the distinction between the direct  and indirect effect in areas of human life. 
  Only a brief review is possible here.

1.2. THE PRINCIPLE OF DOUBLE EFFECT

According to this principle, administering a lethal dose of a drug for the sole purpose of terminating the life of a suffering patient would be directly killing an innocent human being and, according to a number of moral traditions, most notably the Roman Catholic, absolutely forbidden. According to this same tradition, however, there is a form of killing an innocent human being (oneself or another) that is not absolutely forbidden: indirect killing in situations in which death is foreseen but not intended. The position is not that the innocent can be killed at will as long as the killing is done indirectly, but rather that under certain carefully specified circumstances the indirect killing of the innocent might be justified. To be sure, either way the innocent are equally dead; nevertheless, the direct (intended) killing of the innocent is forbidden in all circumstances, whereas the indirect (unintended but foreseen) killing of the innocent is morally permitted in certain carefully specified circumstances. 

It was Pope Pius XII, who applied the distinction between direct  and indirect killing, along with the principle of double effect, to justify the indirect killing of dying patients. He reasoned that if, in the treatment of a terminally ill patient suffering great pain, “the actual administration of drugs brings about two distinct effects, the one the relief of pain, the other the shortening of life, the action is lawful.” 

Consider in this connection an example
 that moralists have often used: the administration of morphine as an effective painkiller. A problem with the use of morphine is that the patient rapidly develops a tolerance to the drug, thus requiring increasingly higher doses to obtain relief. Eventually the patient reaches the point where the amount of morphine needed to kill the pain may prove fatal. It is this sort of “killing” that the Roman Catholic principle of double effect sanctions, but would not sanction an increase in the dose of morphine beyond what was judged necessary to control the pain, because then the patient’s death would be directly intended. 

In this respect it is unlike active euthanasia, in which the lethal dose would be carefully measured to insure a certain and immediate death. Thus we view the administration of morphine to reduce suffering not really as killing but as securing pain relief with the attendant risk of death, analogous to risking death by submitting to a potentially life-saving operation. In the case of morphine, we judge the risk to be worth it, granted that the pain is severe and death is near. And if the morphine causes death, it at least does so at the point at which it is no longer possible to control the pain. 

More specifically, according to classical formulations of the principle of double effect, an act that has evil effects may be morally acceptable when each of the following conditions is fulfilled, and together they form sufficient conditions of morally permissible action: 

(1)  The act is good or at least indifferent. It must not be morally evil in and of itself. (Injecting morphine into a pain-ridden patient is not evil in and of itself.)

(2)  The act produces two effects, one good (it controls the pain) and one evil (it shortens the patient’s life).
(3)  The agent’s intention. The agent intends only the good effect, the bad effect can be foreseen and permitted, but it must not be intended. (The patient’s death or the shortening of the patient’s life is foreseen as an unavoidable by-product of the morphine injection.)
(4)  The distinction between means and effects. The good effect is not the result of the evil effect or the bad effect must not be a means to the good effect. Only the good is intended by the agent. (The pain relief is not achieved by killing the patient - that could be accomplished by a bullet to the head - which would be doing evil that good might come; rather, the morphine injection relieves that pain but at the cost of shortening the life expectancy of the patient.)
(5)  Proportionality between the good effect and the bad effect. 
The good effect must outweigh the bad effect. The bad effect is permissible only  if a proportionate reason is present that compensates for permitting the foreseen bad effect.
(6)  There is no other way to achieve the good effect without also causing the evil effect or even something still worse.

For example, in caring for the terminally ill, physicians sometimes find themselves facing the conflict of not wanting to kill their patients but wanting to relieve their pain. However, in some instances, the drug which relieves the  pain may also have the effect of shortening life. This death becomes the indirect effect of an action intended to relieve pain, the direct effect. Such a death would be morally permissible according to the principle of double effect, since this death lies outside the intention of the act and is supported by a proportionate reason. 

The Vatican declaration addressed such a scenario and quoted from a 1957 address of Pius XII. In answer to a group of doctors who had put the question: 

Is the suppression  of pain and consciousness by the use of narcotics… permitted by religion and morality to the doctor and the patient (even at the approach of death and if one foresees that the use of narcotics will shorten life)?

The Pope said,

If no other means exists, and if, in the given circumstances, this does not prevent the carrying out of other religious and moral duties: Yes. In this case, of course, death is in no way intended or sought, even if the risk of it is reasonably taken; the intention is simply to relieve pain effectively, using for this purpose painkillers available to medicine. 
 

This is also affirmed by the Ethical and Religious Directives of Catholic Health Facilities: 

It is not euthanasia to give a dying person sedatives and analgesics for the alleviation of pain, when such a measure is judged necessary, even though they may deprive the patient of the use of reason, or shorten his life. 

The insight behind this principle with its distinction of direct and indirect effect is that the moral quality of an act is affected by the intention, or attitude, of the will toward the evil done. But in time, the terms “direct” and “indirect” became attached to certain physical actions alone. According to the present state of this discussion among some revisionist moral theologians, “direct” and “indirect” are no longer tied to the physical actions in themselves nor to the intentions themselves. In short, according to the opinion of some theologians today, the moral significance  of an action no longer depends on directness or indirectness itself. Rather, the distinction between direct and indirect effect serves to identify a descriptive difference between actions involving non-moral evils (such as pain, suffering, death) by showing what is being sought, by what means and in what circumstances. “Due proportion,” or the proper relationship of all aspects of the action taken as a whole (what is being sought, by what means, in what circumstances), reveals the moral significance of an action.
  However, the method of “proportionalism” which underlies this re-evaluation of the conditions of the principle of double effect has come under criticism. For example, Cardinal Joseph Ratzinger has been critical of efforts which make “proportionalism” the exclusive method for arriving at a moral judgment. He wants to preserve the “intrinsic” morality of action. 

1.3. INTENTION: AN INDISPENSABLE ELEMENT OF A 

       MORAL ACT

Those who generally support active euthanasia and physician-assisted suicide would argue their case in this fashion: since refusing life-sustaining treatment means that someone will allow the patient to die, which is morally acceptable, so too must be assistance in suicide. However, there are some very important differences. The cause of death is different. When treatment is refused, the cause of death is the underlying disease or condition of the patient. But when euthanasia is performed, the cause of death is the direct action of the physician or the patient to end life. In addition, the intent is different. With refusal of treatment, the intent is to let the patient’s disease take its natural course and allow the patient to live out his or her last days free from burdensome medical technology. It is true that sometimes when treatment is refused, death does result in a relatively short time period. But the intent is not to end the patient’s life in most cases. With euthanasia the intent is always to end the patient’s life. Intent does make a moral difference, though.
 It can be difficult to ascertain. But intent has traditionally been an important component of a moral action, and is sometimes the only difference between two otherwise identical acts. 
 

However, all the discussion on “intention” in recent years shows us that intention does not adequately establish the moral significant between commission and omission. Robert Veatch has recognized this and so amalgamates intention with other reasons which, when taken together, contribute to supporting a moral difference between killing and letting die.
 He lists four other  different arguments for holding a difference between killing and allowing to die. For him, killing and allowing to die are (1) psychologically different. We feel different about actively killing Aunt Joan than we do about allowing her to die by withdrawing or withholding treatments; (2) They differ in their long range consequences. One possibility is that active killing for mercy may lead to active killing for other reasons; (3) The cause of death is different. Dr. Smith’s causing Aunt Joan’s death by giving a lethal injection is different from her dying by the progression of disease; (4) Killing conflicts with the role of the physician who professes to be a healer and preserver of life. 
 

 Veatch believes that while no one of these reasons alone can bear the weight of the distinction, all of them taken together do make a more convincing case that killing is morally different from allowing to die. Veatch admits that some of these arguments are more persuasive than others. In the end, the case for holding to a moral difference between killing and allowing to die rests upon all of these arguments taken together, not on any one alone. 
 Nevertheless to ignore intentions, then, is to ignore one of the most important characteristics of the debate about euthanasia.

As this brief survey shows, the distinction between killing and allowing to die is subtle and complex. Some believe the distinction is simply a descriptive one, or a moral one that dissolves at a certain point in the process of dying.
 The Catholic tradition, however, holds firm to the distinction between killing and allowing to die all the way through the dying process. Its position is grounded in the principle of the sanctity of life. The Vatican Declaration on Euthanasia appeals to sanctity of life to frame its opposition to euthanasia: 

Most people regard life as something sacred and hold that no one may dispose of it at will, but believers see in life something greater, namely a gift of God’s love, which they are called upon to preserve and make fruitful (Section I). 

Furthermore, two other dimensions of the prohibition against direct killing integral to the Catholic opposition to euthanasia are implied in the declaration’s definition of euthanasia: “By euthanasia is understood an action or an omission which of itself or by intention causes death, in order that all suffering may in this way be eliminated.” 
 “Methods” and “intention” identify the two key dimensions of this Catholic position. 

“Methods” refers to “an action or an omission” causing death. Actions that cause death are fairly easy to recognize. In instances of euthanasia or physician-assisted suicide, these actions are usually lethal doses of narcotic drugs by injection or pills. Omissions that cause death are sometimes harder to recognize because they can be confused with the acceptable withholding of treatment. An unacceptable omission that is morally equivalent to killing is the failure to provide lifesaving treatment that would significantly reverse a debilitating condition, bring reasonable relief with tolerable burden, and prevent someone’s death. Such was the case with Baby Doe 
 who had Down’s syndrome and an esophageal fistula which could have been repaired easily to make feeding possible. But it was not, and the baby was allowed to die. This was a case of euthanasia by omission. An acceptable omission, however, is omitting a medical intervention which is futile and/or too burdensome for the patient, thus allowing the patient to die from natural causes such as withdrawing a respirator from a comatose person with end-stage brain cancer. 
 The Catholic position is that allowing a person to die by omitting futile or disproportionately burdensome treatment is morally different from killing and is not euthanasia.
 The Declaration on Euthanasia would affirm such an  approach:

It is also permissible to make do with the normal means that medicine can offer. Therefore one cannot impose on anyone the obligation to have recourse to a technique which is already in use but which carries a risk  or is burdensome. Such a refusal is not the equivalent of suicide; on the contrary, it should be considered as an acceptance of the human condition, or a wish to avoid the application of a medical procedure disproportionate to the results that can be expected, or a desire not to impose excessive expense on the family or the community. 
 
The second term of reference on which the definition of euthanasia turns is “intention.”  The declaration’s use of “intention” follows standard Catholic moral teaching and interpretation of “you shall not kill.” What is forbidden is to “intend the death of an innocent person” or “to choose death as your end or means to your end.”

In the Catholic moral tradition, “intention” designates the whole purpose for doing something. It includes a reasoned decision about a goal and the means to achieve it. So, if I intend to kill you, then I have decided that my goal is your death, and I have decided how to bring your death about. The declaration applies this understanding in addressing a question like this: Can Dr. Smith administer a pain-relieving drug to Aunt Joan knowing that the drug may cause or hasten her death, even though death is not the outcome he seeks? The Vatican declaration addressed such a scenario and suggested a solution to this dilemma by quoting Pope Pius XII’s speech  “Prolongation of Life” (1957), in which the Pope said:

If no other means exists, and if, in the given circumstances, this does not prevent the carrying out of other religious and moral duties: Yes.” In this case, of course, death is in no way intended or sought, even if the risk of it is reasonably taken; the intention is simply to relieve pain effectively, using for this purpose painkillers available to medicine. 
 

Justification for this position is based on the application of the principle of double effect.  According to this principle, Dr. Smith’s intention is to protect the good of Aunt Mary’s life by bringing her relief from pain. The foreseeable yet unwanted side effect is her death. The prohibition against killing applies to “intentional” killing - a deliberately sought and caused death. The prohibition, therefore, does not apply to the unwanted side effect of death which comes about as a result of relieving pain. Catholic teaching maintains, and the principle of double effect affirms, that if the act  or omission’s ultimate goal is to produce death or is the means to our goal (killing to relieve suffering), then the act or omission is morally wrong. Death may be morally permitted when it is the inevitable side effect resulting from using medication to relieve pain. 
 In order to understand completely  the moral difference between direct killing and allowing to die, another distinction must be understood clearly.

2. THE  DISTINCTION  BETWEEN  ORDINARY  AND 

     EXTRAORDINARY  MEANS  OF  TREATMENT.


Maintaining a moral difference between killing and allowing to die has been commonplace in the Catholic medical-moral tradition. 
  It lies behind the prudential application of another important distinction which has received a great deal of attention: the distinction between ordinary and extraordinary means of treatment.  

The significance of direct killing and allowing to die (i.e., commission-omission) distinction becomes even more apparent as it intersects with the principle of ordinary and extraordinary means of treatment. According to this principle, the choice not to use ordinary means of preserving life is an act of euthanasia. It is the moral equivalent of direct killing. However, not to use extraordinary means to preserve life is permissible, as Pope Pius XII asserts: 

 Normally [when prolonging life is in question] one is held to use only ordinary means - according to the circumstances of persons, places, times, and cultures - that is to say, means that do not involve any grave burdens for oneself or for another. A more strict obligation would be too burdensome for most people and would render the attainment of higher, more important good too difficult. Life, health, all temporal activities are in fact subordinated to spiritual ends. 
 



Allowing a patient to die by omitting extraordinary means is morally different from direct killing.
 Such is the moral significance of the ordinary/extraordinary distinction, which has come under critical review in recent years. 

The Church statement Declaration on Euthanasia (1980),
 as well as several ethicists (e.g., Richard McCormick, Kevin Wildes, Albert R. Jonsen, Paul Ramsey, Robert Veatch)
 maintain that the term ordinary and extraordinary are misleading and that they should be replaced by the terms proportionate and disproportionate. 
 

In the past, moralists replied that one is never obliged to use “extraordinary” means. This reply, which as a principle still holds good, is perhaps less clear today, by reason of the imprecision of the term and the rapid progress made in the treatment of sickness.  Thus some people prefer to speak of “proportionate” and “disproportionate” means.
  
Similarly, the President’s Commission believes that public discussions of appropriate therapy would be clearer if the focus were on the underlying reasons for or against the therapy rather than on whether the therapy is categorized as ordinary or extraordinary. The commission recommends that policy statements and guidelines avoid these categories and speak, rather, of proportionate and disproportionate care.
 Albert Jonsen’s commentary on these terms as they are used in the President’s Commission 1983 report 
 shows that they express the benefit and burden of the treatment from the patient’s perspective better than the terms “ordinary” and “extraordinary” do. Proportionate and disproportionate focus more clearly on the fact that what is central is not the relation of treatment to its medical effects, but the relation of treatment to the patient’s capacity to appreciate the effects as a burden or a benefit.

In the following section, we are concerned primarily with what this distinction means and what are some of the alternatives being suggested.

2.1.  STANDARD MORAL MEANING OF ORDINARY AND 

        EXTRAORDINARY  MEANS.

In order to assist people in determining when they can appropriately reject life-sustaining treatment and when they are obligated to accept it, a distinction has been introduced between what is called “ordinary” and “extraordinary” treatment. This distinction of ordinary and extraordinary means have been identified with the Catholic medical-moral tradition, because it has its roots in the Roman Catholic moral tradition, but it has also been widely employed by physicians and ethicists who are not a part of that tradition; certainly the terminology, despite its ambiguities, is extensively used.
 It represents an attempt to provide moral guidance by helping us distinguish treatment we are required to accept from treatment we are not required to accept. It is also a distinction that has come under much criticism. 
 Nevertheless, one cannot discuss the morality of rejecting life-extending treatment without coming to terms with this distinction, either by way of acceptance, rejection, or qualification. In general, ordinary treatment is treatment that one is morally obliged to accept, whereas extraordinary treatment can be rejected even though such rejection involves shortening one’s life. 


The distinction was fashioned by Roman Catholic moralists in the sixteenth century where it emerged to address the issues of the pain suffered in association with most operations, which were practically unbearable because of the lack of anaesthesia, and because their outcome was uncertain due to the lack of antiseptics to fight infection. 

During this period of time (16th Century), virtually any operation was a horrible ordeal characterized by excruciating pain; it often left the patient either grossly disfigured or dead (often from loss of blood). In fact, surgical operations were not infrequently compared with the activities of the torture chamber. 
 Being members of the Christian community, these moralists recognized that one has an obligation to preserve one’s life, but a crucial question understandably arose: How much does that obligation demand of us? Must we accept all surgical operations that hold out some hope of extending our life - no matter how much pain, agony, and horror are associated with them?  The answer given was “no,” for it was contended that the pain may be too great or the prospects for success too remote or one’s condition after the operation too horrible. Life-extending treatment in such circumstances is not morally required, and one can reject it without failing in one’s obligation to preserve and protect one’s life. 

It was the Roman Catholic theologian Domingo Banez who, in 1595, introduced the terms “ordinary” and “extraordinary” to designate those means of preserving life which bring justifiable pain and those which cause agonizing, unbearable pain.
  He argued that one is required to accept life-extending treatment that brings with it only ordinary pain and suffering, but that one is not required to accept treatment that brings with it extraordinary pain and suffering. Notice that what makes a treatment ordinary or extraordinary is the effect it has on the patient: it is the ordinary or extraordinary nature of the pain and suffering to be borne by the patient that in turn renders the treatment ordinary or extraordinary. 
 
The terms have remained in use while development in the science and art of medicine have changed the circumstances calling for their application. Gerald Kelly, the leading Catholic expert on medical-moral matters prior to Vatican II and the period of modern medical ethics, reflects the historical development of these terms as well as what has become the standard rendering of this distinction in the Catholic tradition in his now classic interpretation:

Ordinary means of preserving life are all medicines, treatments, and operations, which offer a reasonable hope of benefit for the patient and which can be obtained or used without excessive expense, pain, or other inconvenience.

Extraordinary means of preserving life… [are] all medicines, treatments, and operations, which cannot be obtained or used without excessive expense, pain, or other inconvenience, or which, if used, would not offer a reasonable hope of benefit. 

Kelly’s interpretation shows that these terms are not merely descriptive but evaluative. They do not simply describe the ease or difficulty in using a particular means of treatment, but they make a judgment regarding the obligation of their use. Ordinary means are morally imperative; extraordinary means are morally permissible, not obligatory. Burden (or convenience) and benefit (or usefulness) are the two conditions which  must be determined in order to make a proper moral use of these terms. 
 But in  specific cases, determining the degree of burden and benefit of a given procedure is not easy. These conditions admit of many variations. The Vatican Declaration on Euthanasia recognizes this when it suggests what a correct judgment of means ought to consider:

It will be possible to make a correct judgment as to the means by studying the type of treatment to be used, its degree of complexity or risk, its cost and the possibilities of using it, and comparing these elements with the result that can be expected, taking into account the state of the sick person and his or her physical and moral resources. 
 

As the Declaration shows, the degree of burden and benefit is relative to the total condition of the patient.
 The judgment of a patient with the mental capacity to understand the medical situation and make a decision about it ought to be given preference. In the case of a patient who does not have this capacity, or is incompetent, the judgment of the patient’s proxy ought to be given preference.

We should consider the patient’s total condition, as Gerald Kelly insists, before we decide whether a given means is ordinary or extraordinary. He also emphasizes that we must consider the rights and duties of relatives and physicians when evaluating whether a given means of preserving life is ordinary or extraordinary.
 This idea is clearly explicated by Pope Pius XII in his address to the international congress of Physicians and Anesthesiologists on Nov. 24, 1957.

The rights and duties of the doctor are correlative to those of the patient. The doctor, in fact, has no separate or independent right where the patient is concerned. In general he can take action only if the patient explicitly or implicitly, directly or indirectly, gives him permission.

CONTRASTING THE MEDICAL AND MORAL MEANING OF THE DISTINCTION.


Part of the difficulty and confusion with the moral use and meaning of these terms (i.e., ordinary/extraordinary means) comes from their being associated with a medical use and meaning. The terms ordinary and extraordinary are often used when discussing whether or not life support should be applied or not. These terms must be used carefully or confusion will result because the terms are used differently by physicians and ethicists. 
 From a moral perspective,  a means to prolong life is “ordinary” and is morally obligatory, whereas a means that is “extraordinary” is  morally optional. Ordinary means to prolong life from the ethical perspective are “all medicines, treatments, and operations which offer a reasonable hope of benefit for the patient and which can be obtained or used without excessive expense, pain, or burden; extraordinary means are all medicines, treatments, and operations which cannot be used or obtained without expense, pain, or other burden”. 
 On the other hand, Physicians use “ordinary” to describe an accepted or standard medical procedure. A procedure or medicine that is new or untested or still in the experimental stage is called “extraordinary.” Thus, from the physician’s point of view, something that was once extraordinary, such as cardiac angioplasty, may become ordinary because  its therapeutic worth is proven.  With this understanding we could make a list of medically ordinary (standard) procedures and medically extraordinary ones (experimental) at any particular time in the development of medicine. For example, in 1930 a blood transfusion was medically extraordinary. Today is quite ordinary.

However, we could not make any such list of treatments from a moral point of view. Morally, ordinary and extraordinary means are relative to the patient’s total condition. This means that non-medical factors must also be considered, like the person’s value history - which includes beliefs, fears,  life style, personal and social responsibilities, ways of valuing life, and the like - as well as the patient’s emotional and spiritual capacity, degree of affective interaction, and economic situation.
 Furthermore a particular treatment is extraordinary when it “cannot be obtained or used without excessive expense, pain, or other convenience, or… if used would not offer a reasonable hope of benefit.”
 This is what ethicists stress.

It would seem that the ethicists’ criterion is preferable to the physicians’, for in certain circumstances standard medical procedures may not benefit the patient at all but only prolong an agonizing dying. To underscore the point, one can simply reflect on the horror story of the dying physician  described below, who was kept alive by a series of operations, most of which are standard medical procedures.

The following account is based on a letter that was published in the British Medical Journal on 17 February 1968; it provides an appropriate starting point for our own reflections on the moral issue of refusing life-prolonging treatment. The letter told of a doctor of 68 who was admitted to the hospital with advanced  cancer of the stomach. An operation revealed that the liver was also affected. Another operation followed for removal of the stomach, and there was evidence of further complications. The patient was told of his condition and, being a doctor he fully understood. Despite increasing doses of drugs, he suffered constant pain. Ten days after the operation he collapsed with a clot in a lung artery. This was removed by another operation. When he sufficiently recovered he expressed his appreciation of the good intentions and skill of the doctor who had performed the operation. But he asked that, if he had a further collapse, no steps should be taken to prolong his life, for the pain of his cancer was more now than he should needlessly continue to endure. He wrote a note to this effect in his case records, and the staff of the hospital knew of his feelings. Two weeks later he collapsed with a heart attack, despite his expressed wish, he was resuscitated. The same night his heart stopped again on  four more occasions and each time it was restarted artificially. He lingered on for three more weeks, with violent vomiting and convulsions. A whole series of medical techniques was then employed to keep him alive. Preparations were made for using an artificial respirator but the heart stopped before this could be done .
 

This story underscores the harm that can be caused by an overly zealous use of modern medical technology, and the potential for such harm is even greater today, some twenty years later, because a still more impressive range of life-prolonging medical procedures is available to the physician. 
 Ashley and O’Rourke  have this to say:

The tendency of the medical profession in the United States to prolong the act of dying even after that patient does not benefit from life-prolonging therapy has caused many people to opt for euthanasia as a certain manner of ending life when medical therapy is no longer beneficial. 
 
So ethicists have argued that treatment need not be accepted by the irreversibly dying patient when any one of the following conditions is fulfilled:

(1)  Treatment would involve excessive financial expense to oneself, one’s family, or others. Thus, in waiving treatment, the patient might be able to avoid encumbering others with financial liabilities that would work a genuine hardship on them.

(2)  Treatment would cause excessive pain or other gross inconvenience, necessitating a heroic response from the patient in order to face it.
(3)  Treatment could not reasonably be expected to benefit the patient; that is, the treatment would in all likelihood prove to be practically useless, little more than a futile gesture or a shot in the dark. 
Such treatment is optional, which is to say that it is extraordinary. And we determine whether a proposed course of treatment is ordinary or extraordinary by determining in turn whether or not any of the preceding conditions have been fulfilled, this is being a matter of prudent judgment.

2.3. FLUIDS AND NUTRITION: A TEST CASE FOR THE    

      DISTINCTION.

We seem to have a widespread consensus in the medical, moral and judicial communities that certain life-sustaining treatments, like the use of respirators and dialysis, which would bring  no benefit to the patient, but would only be a great burden, can be withheld or withdrawn. However, we do not yet have this same consensus with regard to fluids and nutrition.
 Providing food and water is such a basic form of caring for human life. Withholding or withdrawing these carries significant symbolic meaning of that care and evokes an array of human emotions. Consequently, we cannot as easily see food and water being an optional means of treatment in the way we can see respirators and dialysis machines being optional. Yet the question remains:

Can something as basic as fluids and nutrition ever be considered “extraordinary” so that it may be morally permissible to withhold or withdraw them? Trying to answer this question has become a real test case for the ordinary and extraordinary distinction, and a clear illustration of the difference between the medical and moral meaning of these terms. Several attempts have been made to address this issue. 

This issue was made popular by the Clarence Herbert case in 1981.
 Clarence Herbert was a fifty-five year old security guard who suffered a massive loss of oxygen to his brain while recovering from uneventful surgery to remove a colostomy bag. A respirator restored his breathing, but the lack of oxygen caused severe brain damage. He was in coma,  but was not brain dead. After a short period of time, the family requested the respirator to be removed. The respirator was removed, but like Karen Quinlan, Mr. Herbert began to breathe on his own. His recovery was uncertain. Mrs. Herbert, along with other family members, authorized the withdrawal of all life-support systems, including intravenous fluids and feeding tubes. However, ordinary nursing care continued. Mr. Herbert died six days later. The withdrawal of fluids and nutrition occasioned legal prosecution. The district attorney of Los Angeles charged the two physicians, Drs. Nejdl and Barber, with murder by deprivation of medical treatment. A trial was never held in this case, though the charges of murder were reviewed by a lower court. After the hearing, the charges were dismissed. A second court reinstated the charges on the basis that the statutory definition of homicide in California was met by the circumstances of this case. But the state court of appeals again dismissed the charges, stating that the homicide definition was not fulfilled. Sufficient witnesses testified that Mr. Herbert did not have a likely chance to recover and that the proximate cause of death was the lack of oxygen to the brain, not the removal of fluids and nutrition. The judgment in this case was that fluids and nutrition were extraordinary means and could legitimately be removed. The district attorney did not appeal the decision and so the case is closed.

Another case, Baby Doe of Bloomington, Indiana, drew public attention in 1982 when this infant who had an esophageal fistula and Down’s Syndrome was not treated or fed. As a result of this case, the federal government intervened with the famous “Baby Doe Hotline” to ensue that such infants would be fed in the future. While the Baby Doe regulations have since been revised, the question this case raised still lingers: “Could there ever be an adequate reason to deny nutrition and fluids?”. 

These are only two cases which received public attention in recent years and have sparked a discussion around the issue of whether fluids and nutrition could ever be regarded as extraordinary means. Quite traditional authors of Catholic medical ethics, like Gerald Kelly, Edwin Healy and Charles McFadden 
 have allowed the cessation of intravenous fluids and nutrition in instances of irreversible coma and when artificial nutrition and fluids would only prolong the final stage of dying, or become a permanent means of sustaining life. 

In a more detailed study of this issue, James Childress and Joanne Lynn 
  affirm that adequate nutrition and fluids are high priority for most patients, but not for all.  They give three kinds of situations in which food and water may be withheld because the patient in these instances has no capacity to benefit from this care. 

1) One is when efforts to improve fluid and nutritional balance would be futile. 

2) Another situation would be the instance of anencephalic infants, or any patients with a permanent loss of consciousness. In these cases, medical interventions of any sort, even providing fluids and nutrition, would have no possibility of bringing benefit.
3) A third situation is when nutritional and fluid balance could be restored but only with severe burden for the patient. This would include those whose need for mechanical means of nutrition and fluids arises near the time of death and is accompanied by terminal pulmonary edema, nausea and mental confusion. In such instances, physicians David Watts and Christine Cassell would agree with Childress and Lynn that providing fluids and nutrition is extraordinary life support. 

Childress and Lynn draw a limited conclusion. While patients, or their proxies, may morally decide to forgo nutrition and fluids in some instances, patients will be best served by providing food and fluids in most instances. Childress and Lynn give the presumption in favor of providing fluids and nutrition. However, when providing fluids and nutrition would bring no benefit to improve the clinical status of the patient, or would become too burdensome so as to cause discomfort for the patient, then fluids and nutrition may be withheld or withdrawn. Yet, it would be inhuman to allow a competent patient of the mentally impaired to starve to death by not offering them artificial nutrition and hydration. They should not be deprived of it unless it becomes too burdensome for them. Unduly depriving a person of the reasonable provision of artificial nutrition and hydration could only be interpreted as intending euthanasia by omission. The Vatican’s Charter for Health Care Workers rightly states: 

The administration of food and liquids, even artificially, is part of the normal treatment due to the patient when this is not burdensome to them: their undue suspension could amount to euthanasia in a proper sense. 


These various perspectives on the distinction between killing and allowing to die are important for the euthanasia debate. If there is no moral distinction between killing and allowing to die, then every decision to withhold or withdraw futile or overly burdensome treatment can be construed as direct killing. If that were so, then we have greased the slide toward a general policy of euthanasia. However, those who admit that the distinction does not hold under all circumstances, and so concede a qualified acceptance of an “exceptional case” of euthanasia under certain conditions, do not have to conclude that justifying one act of euthanasia leads to justifying a social policy for the general practice of euthanasia. Tom L. Beauchamp and James Childress, along with the President’s Commission for the Study of Ethical Research (1978-1983), have argued that it may be necessary to have a policy restricting the taking of life in extreme circumstances, even when the action does not appear to be wrong, in order to avoid the undesirable consequences of the unjustified taking of life in less extreme circumstances. 

Rev Dr Peter Hung Tran, C.Ss.R., STD

L.J. Goody Bioethics Centre

Consultant
39  Jugan   Street,

Glendalough, WA 6016. AUSTRALIA.

Phones: (08) 9242 4066  

Email: phtran-ljgbc@iinet.net.au
Copyright © 2006 by Peter Hung Manh Tran, C.Ss.R

� . See Peter Hung Manh Tran, Advancing the Culture of Death: Euthanasia and Physician Assisted Suicide (Melbourne: Freedom Publishing Co., 2006), pp. 142-181.





� . See Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Third Edition.  (St. Louis, MO.: The Catholic Health Association of the United States, 1989), p. 379; J. Gordon Melton, ed.  The Churches Speak on Euthanasia.  (Detroit/New York: Gale Research Inc., 1991).


� . See Gaudium et Spes, in Vatican Council II: More Post Conciliar Documents, Vol. 2. Austin Flannery, ed. (Dublin: Dominican Publications, 1982), n. 27. Hereafter Vatican Council II, followed by an appropriate document and number.





� . See Sacred Congregation for the Doctrine of Faith. Declaration on Euthanasia (Jura et bona, 5 May, 1980), section II.





� . One needs to be aware that nowadays, the public discussion of this issue is often confused by authors who speak of “passive” and “active” euthanasia; by “passive euthanasia” they mean the withdrawal of life supports from patients when such supports are no longer beneficial but harmful. 





� . For further details about the distinction between these terms, please see Bernard Häring,  Medical Ethics, Third Revised Edition. (United Kingdom: St. Paul Publication, 1991), pp. 134-138.





�. As we will use these terms, “killing” and “allowing to die” or “letting die” are properly used only to a cricumstance in which one person intentionally causes the death of another human being. These terms also are not mutually exclusive concepts. One person can kill another by intentionally allowing the other to die, and  killing can occur by omission just as well as by commission. Thus law, medicine, ethics, and ordinary language all recognise that some forms of allowing to die constitute acts of  killing. As the Supreme Court of Washington put it, “the killing of a human being [can occur] by the act, or omission of another.” Besides both killing by omission and killing by commission can be intentional. Accordingly, if either a jailer or a physician withholds nutrition and hydration with the intention of ending a person’s life, and an inmate or a patient dies as a result, this omission is an act of killing. See Richard A. McComick,  “Euthanasia or Allowing to Die: Ethical Distinction.” This presentation was given by McCormick at the conference in United States which celebrates the inauguration of the Ph.D program in Health Care Ethics in the Catholic Tradition at Saint Louis University. The title of the conference is Assisted Suicide: Public Life and Catholic Practice.  Saturday, April 26, 1997. See also Lisa Sowle Cahill,   “Respecting Life and Causing Death in the Medical Context.” In  Concilium : Suicide and the Right to Die. (Edinburgh: T&T. Clark Ltd., 1985), p.36. Edited by Jacques Pohier and Dietmar Mieth;  Joseph M. Boyle,  “On Killing and Letting Die.”  The New Scholasticism 51   (Autumn 1977): 433-452; Paul Ramsey,  Ethics at the Edges of  Life. (New Haven: Yale University Press, 1978), pp. 148-151; Tom L. Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Fourth Edition.  (New York: Oxford University Press, 1994), p. 220.





� . For example, the Commissioners – in the President’s Commission for the Study of Ethical Problems in Medicine and Biomedical and Behavioral Research – maintain that the distinction between actions and omission is insufficient to explain wrongful killing. However, they conclude that, from a public policy perspective, the current legal prohibition of active killing should be sustained. See President’s Commission,  Deciding to Forego Life-Sustaining Treatment.  (Washington: U.S. Government Printing Office, 1983), pp. 82-89. Repinted in Tom L. Beauchamp and Seymour Perlin, eds.  Ethical Issues in Death and Dying. (Englewood Cliffs, N.J.: 1978), pp. 230-236, at 230.





� . That is life-sustaining treatment.





� . In this connection Richard McCormick has raised two critical questions that nicely frame the problem for us. First, from the Judeo-Christian perspective, what are the higher values that life makes possible? Second, how does the extreme suffering that may accompany, say, a terminal illness interfere with the realization of those higher values? McCormick answers his own questions in the following way: The first question must be answered in terms of love of God and neighbor. This sums up briefly the meaning, substance, and consummation of life from a Judeo-Christian perspective. What is or can easily be missed is that  these two loves are not separable. St. John wrote: “If any man says that  he loves God and hates his brother, he is a liar. For he who loves not his brother, whom he sees, how can he love God whom he does not see?” 


(1 Jn 4:20-21). This means that our love of neighbor is  in some very real sense our  love of God. It is in others that God demands to be recognized and loved. If this is true, it means that, in Judeo-Christian perspective, the meaning, substance, and consummation of life is found in human relationships, and the qualities of justice, respect, concern, compassion, and support, that surround them.


Second, how is the attainment of this “higher, more important (than life) good” rendered “too difficult” by life-supports that are gravely burdensome? One who must support his life with disproportionate effort focuses the time, attention, energy, and resources of himself and others not precisely on relationships. Such concentration easily becomes over concentration and distorts one’s view of and weakens one’s pursuit of the very relational goods that define our growth and flourishing. The importance of relationships gets lost in the struggle for survival. The very Judeo-Christian meaning of life is seriously jeopardized when undue and unending effort must go into its maintenance. For if a patient’s  almost total preoccupation with the struggle for survival makes relationships with other  people nearly impossible, that will also, as a matter of fact, have much the same effect on his relationship with God. And it should be stressed that a terminal patient’s condition in extreme circumstances may be such that waking hours are dominated by pain and perhaps by nausea, vomiting, and convulsions as well, with the only relief available provided by drugs that drive him or her into unconsciousness.  See Richard McCormick,  “To Save or Let Die.”  In Thomas A. Shannon and James J. Walter, eds. Quality of Life: The New Medical Dilemma.  (N.Y: Paulist Press, 1990), pp.30-31.





� . Richard M. Gula,   Euthanasia: Moral and Pastoral Perspectives.  (New York: Paulist Press, 1994), p. 22;  James Rachels, “Active and Passive Euthanasia.” New England Journal of Medicine 292 (1975): 78-80; See also Helga Kuhse and Peter Singer,  “Active Voluntary Euthanasia, Morality and the Law.”  Journal of Law and Medicine 3 (November, 1995): 1-7.





� . See Joseph M. Boyle, Jr.  “On Killing and Letting Die.”  The New Scholasticism 51   (Autumn 1977): 433-452;  Helga Kuhse, “Why Killing is not Always Worse – and Sometimes Better – Than Letting Die.” Cambridge Quarterly of Healthcare Ethics 7 (1998): 371-374. 





� . For example: James Childress believes the distinction between killing and allowing to die is worth retaining, but he argues that some acts of killing may be an expression of love, mercy, kindness, and care, as would be the case of killing to relieve pain which cannot be controlled and when the one in pain expresses a wish to be relieved of such misery . See James Childress,  “Love and Justice in Christian Biomedical Ethics.” In Earl E. Shelp, ed.  Theology and Bioethics.  (Boston: D. Reidel Publishing Company, 1985), p. 227;   Daniel C. Maguire also explores a variety of ways in which omission and commission can make a real moral difference. For instance: (1) their effects, (2) their deliberateness, (3) the specificity of agency, and (4) their variety of forms. While he seems to agree that  there may be many good reasons to hold the distinction as morally relevant, no one of these reasons is totally convincing by itself. See Daniel C. Maguire,  Death by Choice, Updated and Expanded Edition.  (Garden City: Doubleday & Company, Inc., 1984), pp. 98-101. Others argue in favor of the distinction on moral and practical grounds. For example, Tom L. Beauchamp combines a rule-utilitarian and slippery slope argument to defend the distinction. His rule-utilitarian position seeks a rule  which, if adopted by society, would lead to better consequences for the common good than any other competing rule would. The rule prohibiting killing but allowing the dying patient to die leads to better consequences than a rule permitting restricted killing. His slippery slope/wedge argument leads him to conclude that rules permitting killing could too easily lead to reducing respect for human life. Beauchamp concludes, “and if, as I believe, moral principles against active killing have the deep and continuously civilizing effect of promoting respect for life, and if principles which allow passively letting die… do not themselves cut against this effect, then this seems an important reason for the maintenance of the active/passive distinction.”  See Tom L. Beauchamp,  “A Reply to Rachels on Active and Passive Euthanasia.” In Tom L. Beauchamp and LeRoy Walters, eds.  Contemporary Issues in Bioethics, Third Edition. (Belmont, California: Wadsworth Publishing Company,  1989), pp. 248-255.





� . Paul Ramsey,   Ethics at the Edges of Life.  (New Haven: Yale University Press, 1978), pp. 146-148.





� . Paul Ramsey,  The Patient as Person.  (New Haven: Yale University Press, 1970), p. 153.





� . Lesch-Nyhan disease is a genetic defect which is passed only to male children. Its victims are unable to walk or sit up unassisted; they suffer uncontrollable spasms and metal retardation, compulsive self-mutilation, and early death. See Paul Ramsey,   Ethics at the Edges of Life.  (New Haven: Yale University Press, 1978), p. 215;   Tom L. Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Fourth Edition.  (New York: Oxford University Press, 1994), p. 217.





� . Paul  Ramsey,  The Patient as Person. (New Haven: Yale University Press, 1970), pp.162-163.





� . See Charles E. Curran,  Politics, Medicine, and Christian Ethics: A Dialogue with Paul Ramsey. (Philadelphia: Fortress Press, 1973), pp. 161-2.





� . Ibid.





� . Richard M. Gula,  What Are They Saying About Euthanasia.  (New York: Paulist Press, 1986), pp. 36-37.





�. See  Derek Humphry and Mary Clement,  Freedom to Die.  (New York: St. Martin’s Place, 1998); Peter Singer,  Rethinking Life & Death. (New York: Oxford Univeristy Press, 1995); Michael Tooley,  Abortion and Infanticide. (Oxford: Clarendon Press, 1983), pp. 187-188; Marvin Kohl,  “Voluntary Beneficent Euthanasia.” In Marvin Kohl, ed.  Beneficent Euthanasia. (Buffalo, NY: Prometheus Books, 1975), pp. 130-141;  Marcia Angell,  “Euthanasia.”  New England Journal of  Medicine 319 (1990): 1348-1350; Helga Kuhse, “Why Killing is not Always Worse – and Sometimes Better – Than Letting Die.” Cambridge Quarterly of Healthcare Ethics 7 (1998): 371-374. 


 


� . See James Rachels, “Active and Passive Euthanasia.” New England Journal of Medicine 292 (1975): 78-80.  


� . James Rachels, “Active and Passive Euthanasia.” New England Journal of Medicine 292 (January 1975 ): 78-80;  Michael Tooley,  Abortion and Infanticide. (Oxford: Clarendon Press, 1983), pp. 187-188.





� . See Winston Nesbitt,  “Is Killing No Worse Than Letting Die?” Journal of Applied Philosophy 12 (1995): 101-105. 


� .  James Rachels, “Active and Passive Euthanasia.” New England Journal of Medicine 292 (January 1975 ): 78-80.





� . See James Rachels, “Active and Passive Euthanasia.” In Tom L. Beauchamp and Seymour Perlin, eds.  Ethical Issues in Death and Dying. (Englewood Cliffs, N.J.: 1978), pp. 240-246; and also in Ethical Issues in Death and Dying, Second Edition. (New Jersey: Prentice Hall, 1996), pp. 216-221. Edited by Tom L. Beauchamp and Robert  M. Veatch.


� . See James Rachels, “Active and Passive Euthanasia.” New England Journal of Medicine 292 (1975): 78-80 . 





� . For a critique of Rachels’s positon, see Tom L. Beauchamp,  “A Reply to Rachels on Active and Passive Euthanasia.” In Tom L. Beauchamp and LeRoy Walters, eds.  Contemporary Issues in Bioethics, Third Edition. (California: Wadsworth Publishing Company, 1989), pp. 248-255.


� . See Richard A. McComick,  “Euthanasia or Allowing to Die: Ethical Distinction.” This presentation was given by McCormick at the conference in United States which celebrates the inauguration of the Ph.D program in Health Care Ethics in the Catholic Tradition at Saint Louis University. The title of the conference is Assisted Suicide: Public Life and Catholic Practice.  Saturday, April 26, 1997.





� . See Richard J. Devine,  Good Care, Painful Choice. (New Jersey: Paulist Press, 1996), pp. 210-11.


� . C.f. Elizabeth Hepburn,  Of Life and Death.  (North Blackburn, Victoria: A Dove Publication, 1996), p. 44





� . See John Paul II,  Evangelium Vitae: On the Value and Inviolability of Human Life. Encyclical Letter, 25 March, 1995. (Vatican City: Libreria Editrice Vaticana, 1995), no. 65. 





� . Joseph M. Boyle, Jr.  “On Killing and Letting Die.”  The New Scholasticim 51 (Autumn 1977): 433-452.





� . This definition was significantly modified by Pope John Paul II in Evangelium Vitae:  “Euthanasia, in the strict sense, is understood to be an action or omission which of itself and by intention causes death, with the purpose of eliminating all suffering.” [no.65] The changing of the “or” to an “and” is crucial and helpful by stressing the central significance of intention in determining the morality of actions and omissions, especially those that result in the loss of life. There can be no euthanasia in a moral sense without the intention to kill. See Norman Ford, ed. Ethical Aspects of Treatment Decisions at the End of Life. (Melbourne: Caroline Chisholm Center, 1997), p. 80.





� . Richard M. Gula,  What Are They Saying About Euthanasia. (New York: Paulist Press, 1986),  p. 39.





� . For example, Rachels would need to consider the case where the boy slips in the bath and under the water for a long time. His cousin comes into the bathroom and finds him, he then calls the ambulance so they take him to the hospital. At the hospital he is given treatment, but the point is reached when it can no longer save his life, or offer him any real hope for his survival. So the cousin, as his next of skin, asks for the treatment to be stopped. In this case the cousin may be happy that the boy died, but his “omission” is not culpable. In sum, Rachels would need to distuinguish where the agent omits his life-sustaining treatment which he could provide, and which would be effective, from the distinct case when he omits treatment which could not save, or could save only at the cost of disproportionate suffering, or too burdensome.





� . See  Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Fourth Edition.  (Washington, D.C.: Georgetown University Press, 1997),  pp. 411-421.





� . See Joseph Boyle,  “Intentions, Christian Morality, and Bioethics: Puzzles of Double Effect.”  Christian Bioethics 3 (1997): 87-88; especially John Berkman,  “How Important is the Doctrine of Double Effect for Moral Theology? Contextualizing the Controversy.” Christian Bioethics 3 (1997): 89-114; See also  Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Fourth Edition.  (Washington, D.C.: Georgetown University Press, 1997),  pp. 417-421.





� . Much of the significant literature which has contributed to this re-evaluation can be found in Charles C. Curran and Richard A. McCormick, eds.  Reading in Moral Theology, No.1: Moral Norms and Catholic Tradition. (New York: Paulist Press, 1979), for example, Peter Knauer,  “The Hermeneutical Function of the Principle of Double Effect.” pp. 1-39; See also Charles E. Curran,  “The Principle of Double Effect.” In Ongoing Revision: Studies in Moral Theology.  (Notre Dame: Fides Publishers, Inc., 1975), pp. 173-209; Joseph T. Mangan,  “A Historical Analysis of the Principle of Double Effect.”  Theological Studies 10 (March 1949): 41-61, esp. 58-61; William E. May,  “Double Effect.” Encyclopedia of Bioethics, Vol. 1.  (New York: Macmillan and Free Press, 1978), pp. 316-320; Joseph A. Selling,  “The Problem of Reinterpreting the Principle of Double Effect.” Louvain Studies 8 (Spring 1980): 48-62; Bruno Schuller,  “The Double Effect in Catholic Thought: A Re-evaluation.” In Richard McCormick and Paul Ramsey, eds.  Doing Evils to Achieve Good.  (Chicago: Loyola University Press, 1978), pp. 165-91;  Richard M. Gula,  Reason Informed by Faith. (Mahwah, NJ: Paulist Press, 1989), pp. 270-272;  Jorge L.A. Garcia,  “Double Effect.” In Encyclopedia of Bioethics, Vol. 2, Revised Edition. (New York: Simon & Schuster Macmillan, 1995), pp. 636-641. Edited by Warren T. Reich;  Tom L. Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Fourth Edition.  (New York: Oxford University Press, 1994), pp. 207-211.  For an analysis of the principle of double effect and a review of its recent evaluation, see  Richard A. McCormick,  “The Principle of Double Effect.” How Brave a New World? (Garden City: Doubleday & Company, Inc., 1981),  pp. 413-429; Timothy E. Quill, Rebecca Dresser and Dan W. Brock,  “The Rule of Double Effect – A Critique of  Its Role in End-of-Life Decision Making.”  The New England Journal of Medicine 337 (11 December 1997): 1768-1771; Joseph Boyle,  “Intentions, Christian Morality, and Bioethics: Puzzles of Double Effect.”  Christian Bioethics 3 (1997): 87-88.


� . Robert. N. Wennberg,  Terminal Choices: Euthanasia, Suicide, and the Right to Die.  (Michigan: WM. B. Eerdmans Publishing Co., 1989) p. 102; Richard M. Gula ,  Reason Informed by Faith. (Mahwah, N.J.: Paulist Press, 1989), pp. 270-272;   Tom L Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Third Edtion.  (New York:  Oxford University Press, 1989), pp. 127-134.





� . Pope Pius XII, “The Prolongation of Life.” An Address to an International Congress of Anaesthesiologists, 24 November 1957.  The Pope Speaks 4 (1957), pp. 395-6; AAS 49 (1957):146.





� . Please be aware that this example is considered as “hypothetical”.





� . Tom L Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Third Edtion. (New York:  Oxford University Press, 1989), pp. 127-134.





� . Robert. N. Wennberg,  Terminal Choices: Euthanasia, Suicide, and the Right to Die.  (Michigan: WM. B. Eerdmans Publishing Co., 1989), p. 105.





� . These conditions have been expressed in somewhat  differently in their wording by different ethicists. For more details, please see Bernard Hoose  “Proportionalism: A Right Relationship Among Values.”  Louvain Studies 24 (1999): 40-56, at 44, esp. footnote number 11.


� . Richard M. Gula,  Reason Informed by Faith.  (Mahwah, N.J: Paulist Press, 1989), pp. 270-272;   Tom L. Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Fourth Edition.  (New York: Oxford University Press, 1994), p. 207.














� . See Pope Pius XII,  “The Prolongation of Life.”  An Address to an International Congress of Anaesthesiologists, 24 November 1957. In The Pope Speaks 4 (1957): 393-398; AAS  49 (1957): 1027-1033.  Hereafter Pope Pius XII,  “The Prolongation of Life.” (1957); See also  Declaration on Euthanasia ( Jura et bona, 5 May 1980), Section III.





� . See  Ethical and Religious Directives of Catholic Health Facilities. (St. Louis: Catholic Hospital Association, 1975), no. 29. C.f.  Richard M. Gula,  What Are They Saying About Euthanasia.  (New York: Paulist Press, 1986), p. 40.  See also Tom L Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Third Edtion.  (New York:  Oxford University Press, 1989), p. 130.





� . For a discussion of the direct and indirect distinction on the formulation of moral norms, see  Bruno Schuller,  “Direct Killing and Indirect Killing.” In Readings in Moral Theology, vol.1: Moral Norms and Catholic Tradition.  (N.Y, Ramsey: Paulist Press, 1979), pp. 138-157. Edited by Charles E. Curran and R. A. McCormick  . Thus during the past two decades, we probably have witnessed a vigorous re-evaluation not only of the conditions which make up the principle of double effect but also of the moral relevance of the principle itself. See Richard M. Gula,  What are They Saying about Moral Norms.  (N.Y, Ramsey: Paulist Press, 1982),  pp. 61-81; also Richard M. Gula,  Reason Informed by Faith.  (Mahwah, N.J: Paulist Press, 1989), pp. 270-2; Richard A. McCormick,  “The Principle of Double Effect.”  How Brave a New World?  (Garden City: Doubleday & Company, Inc., 1981),  pp. 413-429; James F. Keenan,  “The Function of the Principle of Double Effect.”  Theological Studies 54 (1993): 294-315; Christopher Kaczor,  “Double-Effect Reasoning From Jean Pierre Gury to Peter Knauer.”  Theological Studies 59 (1998): 297-316; John Berkman,  “How Important is the Doctrine of Double Effect for Moral Theology? Contextualizing the Controversy.” Christian Bioethics 3 (1997): 89-114.





� . See Cardinal Joseph Ratzinger, “Dissent and Proportionalism in Moral Theology.” Origins 13 (March 15, 1984): 666-669. Germain Grisez has also criticized proportionalism as being incompatible with Christian faith. See his The Way of the Lord Jesus, Vol.1: Christian Moral Principles. (Chicago: Franciscan Herald Press, 1983),  pp. 141-171; For futher details about Proportionalism, please see Paulinus I. Odozor,  “Proportionalists and the Principle of Double Effect: A Review Discussion.” Christian Bioethics 3 (1997): 115-130; Philip S. Keane has offered a thorough review of proportionalism by taking a critical look at its difficulties as well as suggesting its areas which need further study. See his “The Objective Moral Order: Reflections on Recent Research.” Theological Studies 43 (June 1982): 260-278. Particularly is the article by Bernard Hoose,  “Proportionalism: A Right Relationship Among Values.”  Louvain Studies 24 (1999): 40-56.





� . As David C. Thomas says, “The fact that intentions and motives do make a profound moral difference in accepting or rejecting assisting death.” See his article “Assessing the Arguments For and Against Euthanasia and Assisted Suicide: Part Two.”  Cambridge Quarterly of Healthcare Ethics 7 (1998): 388-401, at 393.





� . For example, in the case of a gift and a bribe, the intent is the only difference between two otherwise identical actions. See Scott B. Rae and Paul M. Cox, Bioethics: A Christian Approach in a Pluralistic Age. (Michigan: Wm. B. Eerdmans Publishing Co., 1999), pp. 246-247.


� . Robert Veatch,  Death, Dying, and the Biological Revolution. (New Haven: Yale University Press, 1976), pp. 85-6.





� . “…I will neither give a deadly drug to anybody if asked for it, nor will I make a suggestion to this effect. Similarly I will not give a woman an abortive remedy.” Extract from “The Hippocratic Oath,” in John D. Arras and Bonnie Steinbock,  Ethical Issues in Modern Medicine, Fourth Edition.  (California: Mayfield Publishing Company, 1995), p. 54; It is also argued that the duty of physicians is to preserve life. Allowing them the role of killer - even of dying - would conflict with their proper role.  See  Robert M. Veatch,  Death, Dying, and the Biological Revolution.  (New Haven: Yale University Press, 1976), p. 83.





� . Veatch,  Ibid.,  p. 93.





� . David C. Thomasma, “Assessing the Arguments For and Against Euthanasia and Assisted Suicide: Part Two.”  Cambridge Quarterly of Healthcare Ethics 7 (1998): 398.





� . See Timothy E. Quill, Rebecca Dresser and Dan W. Brock,  “The Rule of Double Effect – A Critique of  Its Role in End-of-Life Decision Making.”  The New England Journal of Medicine 337 (11 December 1997): 1768-1771.





� . See Declaration on Euthanasia ( Jura et bona, 5 May 1980), section II.





� . Elizabeth Hepburn, Of Life and Death. (North Blackburn, Victoria: A Dove Publication, 1996), p. 37.





� .  Infant Doe of Bloomington, Indiana, drew public attention in 1982 when this infant who had esophageal fistula and Down’s Syndrome was not treated or fed. As a result of this case, the federal government intervened with the famous “Baby Doe Hotline” to ensue that such infants would be fed in the future. See Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986), p. 50. There are other similar cases which had been reported in the New England Journal of Medicine 289 (1973): 890-894; see Richard McCormick,  “To Save or Let Die.”  In James J. Walter and Thomas A Shannon, eds.  Quality of Life : The New Medical Dilemma.  (New York: Paulist Press, 1990), pp. 26-34.





� .  Richard M. Gula,   Euthanasia: Moral and Pastoral Perspectives.  (New York: Paulist Press, 1994),  pp. 28-9.





� . Catechism of the Catholic Church.  (London: Geoffrey Chapman, 1994), no. 2277-2278.





� . See Declaration on Euthanasia ( Jura et bona, 5 May 1980), section IV.





� . See Pope Pius XII,  “The Prolongation of Life.”  An Address to an International Congress of Anaesthesiologists, 24 November 1957. In The Pope Speaks 4 (1957): 393-398; AAS  49 (1957): 1027-1033.  See also  Declaration on Euthanasia ( Jura et bona, 5 May 1980), section III;  AAS 72 (1980): 542-552.





� .  The statement on euthanasia by the Vatican accepts the use of painkillers that may hasten and thus cause death: “In this case, of course, death is no way intended or sought, even if the risk of it is reasonably taken; the intention is simply to relieve pain effectively, using for this purpose painkillers available in medicine.”  See  Tom L. Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Third Edition.  (New York: Oxford University Press, 1989), p. 130; see also Richard A. McCormick,  “The Principle of Double Effect.”  How Brave a New World? (Garden City: Doubleday & Company, Inc., 1981), pp. 413-429.


� . See Pope Pius XII, “The Prolongation of Life.” (1957); Declaration on Euthanasia (1980); Richard McCormick, “To Save or Let Die.”  In  Thomas A. Shannon and James J. Walter, eds.  Quality of Life: The New Medical Dilemma.  (N.Y: Paulist Press, 1990), pp. 26-34; Joseph M. Boyle, Jr.  “On Killing and Letting Die.”  The New Scholasticism 51 (Autumn 1977): 433-452; Gerald Kelly,  Medio-Moral Problems.  (St. Louis: The Catholic Hospital Association, 1958);  Charles Curran,  Politics, Medicine, and Christian Ethics: A Dialogue with Paul Ramsey. (Philadelphia: Fortress Press, 1973).





� . See Pope Pius XII, “The Prolongation of Life.” (Nov. 24, 1957).





� . It has already been explained how no one is obliged to use extraordinary or disproportionate means to preserve life, a medication that is more burdensome than beneficial, a surgical intervention that harms more than helps, technological support that produces results that are not proportionate to the cost to the individual. See Richard J. Devine,  Good Care, Painful Choice. (New Jersey: Paulist Press, 1996), p. 211; Joseph M. Boyle, “On Killing and Letting Die.”  The New Scholasticism 51 (Autumn 1977): 433-452.





� . James J. McCartney,  “The  Development of the Doctrine of Ordinary and Extraordinary Means of Preserving Life in Catholic Moral Theology before the  Karen Quinlan Case.”  Linacre Quarterly 47 (August 1980): 215-224; Richard A. McCormick,  “Notes on Moral Theology: 1980.” Theological Studies 42 (March 1981): 74-121; Robert. N. Wennberg,  Terminal Choices: Euthanasia, Suicide, and the Right to Die.  (Michigan: WM. B. Eerdmans Publishing Co., 1989), pp. 125-133; Tom L. Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Fourth Edition.  (New York: Oxford University Press, 1994), pp. 200-219; see also Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Fourth Edition.  (Washington, D.C.: Georgetown University Press, 1997),  pp. 420-432.





� . It was traditional in Catholic moral theology to say that “ordinary means” of medical treatment are obligatory, but “extraordinary means” are not, until the Congregation for the Doctrine of Faith in its Declaration on Euthanasia (May 1980) supplemented this terminology with the concept of “the proportion of benefit to burden.” As it states clearly in the document: “In the past, moralists replied that one is never obliged to use ‘extraordinary’ means. This reply, which as a principle still holds good, is perhaps less clear today,by reason of the imprecision of the term and the rapid progress made in the treatment of sickness. Thus some people prefer to speak of ‘proportionate’ and ‘disproportionate’ means.” See Declaration on Euthanasia (May 1980), section IV.





� . See Richard McCormick,  “Notes on Moral Theology: 1980.”  Theological Studies 42 (March 1981):101-110, at 101.





� . Thus McCormick, Showalter and Andrew prefer not to use the terms ordinary and extraordinary at all, and replace them by the terms proportionate and disproportionate. Since the older terminology had led to misunderstanding between ethicists and health care professionals. Kevin Wildes has made an interesting observation that more recent literature has shifted away from the distinction between ordinary and extraordinary means, to speak rather of medical treatments that are proportionate or disproportionate. This is a helpful shift since, in an environment of rapidly developing technology, medical interventions that are common and part of standard care (i.e., ordinary in the practice of medicine) can be extraordinary and non-obligatory from the viewpoint of morality. The language of  “the proportionate” and “the disproportionate” focuses on the relationship of the treatment to the patient’s condition. The use of a technological intervention can be disproportionate or burdensome, given an individual patient’s hope of recovery or benefit. See Kevin W. Wildes,  “Ordinary and Extraordinary Means and the Quality of Life.”  Theological Studies 57 (1996): 500-512, at 507. However, this suggestion has not  been always well accepted  by other medical ethicists, for example, Benedict M. Ashley and Kevin D. O’Rourke are afraid that this has the risk of succumbing to the “proportionalist methodology” on which these moralists depend on, but which in the encyclical Veritatis Splendor  (The Splendor of Truth – John Paul II, 1993) has been rejected by the Church (cf. 8.1). See Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Fourth Edition.  (Washington, D.C.: Georgetown University Press, 1997), p.420. In order to see how proportionalists and other ethicists are different in their moral approach, please see the article written by Bernard Hoose, “Proportionalism: A Right Relationship Among Values.”  Louvain Studies 24 (1999): 40-56.





� .  See Declaration on Euthanasia (1980), Section IV.





�. President’s Commission,  Deciding to Forego Life-Sustaining Treatment.  (Washington: U.S. Government Printing Office, 1983), pp. 82-89. Repinted in Tom L. Beauchamp and Seymour Perlin, eds.  Ethical Issues in Death and Dying. (Englewood Cliffs, N.J.: 1978), pp. 230-236.





� . “… Deciding to forego life-sustaining treatments’ there is a clear and constant teaching that though life is sacred it is not an absolute and our moral duty to preserve it is limited and based on rational reflection. No patient need to undergo any treatment or procedure that is “disproportionately ” costly, burdensome, or painful.” C.f.  John J. Paris and Mark Poorman,  “Playing God and the Removal of Life-Prolonging Therapy.” The Journal of Medicine and Philosophy 20 (1995): 403-418, at 403.





� . Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986),  pp. 57-8; Kevin W. Wildes,  “Ordinary and Extraordinary Means and the Quality of Life.”  Theological Studies 57 (1996): 506.


� . See Robert. N. Wennberg,  Terminal Choices: Euthanasia, Suicide, and the Right to Die.  (Michigan: WM. B. Eerdmans Publishing Co., 1989), p. 126;  Tom L. Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Fourth Edition.  (New York: Oxford University Press, 1994), pp. 200-202; Kevin W. Wildes,  “Ordinary and Extraordinary Means and the Quality of Life.”  Theological Studies 57 (1996): 500-512; Dan W. Brock,  “Medical Decisions at the End of Life.” In  A Companion to Bioethics. (Malden, M.A.: Blackwell Publishers, 1998), pp. 234-235. Edited by Helga Kuhse and Peter Singer. 





�. See President’s Commission, Deciding to Forego Life-Sustaining Treatment  (Washington: U.S. Government Printing Office, 1983), pp. 82-89; James J. McCartney,  “The  Development of the Doctrine of Ordinary and Extraordinary Means of Preserving Life in Catholic Moral Theology before the  Karen Quinlan Case,”  Linacre Quarterly 47 (August 1980): 215-224; Gerard Kelly,  Medico-Moral Problems. (St. Louis: The Catholic Hospital Association, 1958), pp. 129-134;  Richard A. McCormick,  How Brave a New World?  (Garden City: Doubleday & Company, Inc., 1981); John R. Connery, “Prolonging Life: The Duty and Its Limits,”  Linacre Quarterly 47 (1980): 151-165; Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986),  pp. 57-60. 





� . James J. McCartney,  “The  Development of the Doctrine of Ordinary and Extraordinary Means of Preserving Life in Catholic Moral Theology before the  Karen Quinlan Case,”  Linacre Quarterly 47 (August 1980): 215-224;  Kevin W. Wildes,  “Ordinary and Extraordinary Means and the Quality of Life.”  Theological Studies 57 (1996): 503-507.





� . The remarks found in this and the succeeding paragraph draw heavily upon a helpful article by James J. McCartney,  “The  Development of the Doctrine of Ordinary and Extraordinary Means of Preserving Life in Catholic Moral Theology before the  Karen Quinlan Case.”  Linacre Quarterly 47 (August 1980): 215-224; and also Kevin W. Wildes,  “Ordinary and Extraordinary Means and the Quality of Life.”  Theological Studies 57 (1996): 500-512; see also Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986), pp. 45-47.





� . James J. McCartney,  “The  Development of the Doctrine of Ordinary and Extraordinary Means of Preserving Life in Catholic Moral Theology before the  Karen Quinlan Case.”  Linacre Quarterly 47 (August 1980): 216.


� . Robert. N. Wennberg,  Terminal Choices: Euthanasia, Suicide, and the Right to Die.  (Michigan: WM. B. Eerdmans Publishing Co., 1989),  p. 126.





� . James J. McCartney,  “The  Development of the Doctrine of Ordinary and Extraordinary Means of Preserving Life in Catholic Moral Theology before the  Karen Quinlan Case.”  Linacre Quarterly 47 (August 1980): 216.





� . McCartney,   Ibid., p. 218.


� . Gerald Kelly,  Medio-Moral Problems.  (St. Louis: The Catholic Hospital Association, 1958), p. 129. 





� . Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Third Edition.  (St. Louis, MO.: The Catholic Health Association of the United States, 1989),  p. 380;  Gerald Kelly,  Medio-Moral Problems.  (St. Louis: The Catholic Hospital Association, 1958), p. 134; Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986),  p. 46.





� . See  Declaration on Euthanasia (1980),  Section IV.





� .  This position is also uphold by Gerald Kelly and Joseph V. Sullivan. They point out that ordinary and extraordinary means are relative also to the patient’s physical condition. Thus an artificial means of prolonging life may be an ordinary means or an extraordinary means relative to the physical condition of the patient.  See James J. McCartney,  “The  Development of the Doctrine of Ordinary and Extraordinary Means of Preserving Life in Catholic Moral Theology before the  Karen Quinlan Case.”  Linacre Quarterly 47 (August 1980): 218.





� . Richard A. McCormick,  “Notes on Moral Theology: 1980.”  Theological Studies 42 (March 1981): 103; Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986),  p. 47.





� . See James J. McCartney,  “The  Development of the Doctrine of Ordinary and Extraordinary Means of Preserving Life in Catholic Moral Theology before the  Karen Quinlan Case.”  Linacre Quarterly 47 (August 1980): 218.





� . Pope Pius XII,  “The Prolongation of Life.” (1957).


� . Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986), p. 47; Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Fourth Edition.  (Washington, D.C.: Georgetown University Press, 1997), p. 420.





� .See Gerald Kelly,  Medio-Moral Problems.  (St. Louis: The Catholic Hospital Association, 1958), p. 129;  Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Third Edition.  (St. Louis, MO.: The Catholic Health Association of the United States, 1989), p. 382; Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986), p. 47.


� . See Gerald Kelly,  Medio-Moral Problems.  (St. Louis: The Catholic Hospital Association, 1958), p. 129; James J. McCartney,  “The  Development of the Doctrine of Ordinary and Extraordinary Means of Preserving Life in Catholic Moral Theology before the  Karen Quinlan Case,”  Linacre Quarterly 47 (August 1980), p. 218; Richard A. McCormick,  “Notes on Moral Theology: 1980.”  Theological Studies 42 (March 1981), p. 103; Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986),  p. 47-48; Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Third Edition.  (St. Louis, MO.: The Catholic Health Association of the United States, 1989), pp. 381-382.





� . Gerald Kelly,  Medio-Moral Problems.  (St. Louis: The Catholic Hospital Association, 1958), p. 129.


� . Reported in The Humanist 4 (July 1974), p.10.





� . Robert. N. Wennberg,  Terminal Choices: Euthanasia, Suicide, and the Right to Die.  (Michigan: WM. B. Eerdmans Publishing Co., 1989),  pp. 112-3.





� . See Benedict M. Ashley and Kevin D. O’Rourke,  Healthcare Ethics: A Theological Analysis, Third Edition.  (St. Louis, MO.: The Catholic Health Association of the United States, 1989), p. 379.


� . Robert Veatch, Death, Dying, and the Biological Revolution. (New Haven: Yale University, 1976), pp.121f;  Robert. N. Wennberg,  Terminal Choices: Euthanasia, Suicide, and the Right to Die.  (Michigan: WM. B. Eerdmans Publishing Co., 1989), p. 129.





� . Even Pope John Paul II, in Evangelium Vitae, does not directly address the debate still current among some Catholics about the moral status of withholding or withdrawing food and hydration, particularly from patients in the persistent vegetative state. We may anticipate continued discussion among Catholic moralists on these questions with Evangelium Vitae now as the reference point. On balance, a presumption to treat should be the guide, unless there is compelling evidence of excessive burden in maintaining nutrition and hydration. See Edmund D. Pellegrino, “Evangelium Vitae, Euthanasia, and Physician-Assisted Suicide.” In Kevin Wm. Wildes & Alan C. Mitchell, eds.  Choosing Life: A Dialogue on Evangelium Vitae. (Washington D.C.: Georgetown University Press, 1997), pp. 236-253.





� . James Childress and Joanne Lynn,  “Must Patients Always Be Given Food and Water?” The Hastings Center Report 13 (October 1983): 17-21; Daniel Callahan,  “Public Policy and the Cessation of Nutrition.” In Joanne Lynn, ed.  By No Extraordinary Means.  (Bloomington: Indiana University Press, 1989), pp. 61-66; James F. Childress,  “When Is It Morally Justifiable to Discontinue Medical Nutrition and Hydration?”  Also in Joanne Lynn, ed.  By No Extraordinary Means.  (Bloomington: Indiana University Press, 1989), pp. 67-83; See also Norman Ford, ed. Ethical Aspects of Treatment Decisions at the End of Life. (Melbourne: Caroline Chisholm Center, 1997), pp. 75-80.





� . This controversial court case addressed the issue as to whether nutrition and hydration was similar to other medical procedures.  See Kenneth R. Michell, Ian H. Kerridge and Terrence J. Lovat,  Bioethics and Clinical Ethics for Health Care Professionals, Second Edition.  (Australia: Social Science Press, 1996), pp. 342-343.


� . Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986),  pp. 49-50.





� . Tom L. Beauchamp and James F. Childress,  Principles of Biomedical Ethics, Fourth Edition.  (New York: Oxford University Press, 1994), pp. 217-219.





� . Richard M. Gula,   What Are They Saying About Euthanasia. (New York: Paulist Press, 1986), p. 51.





� . James Childress and Joanne Lynn,  “Must Patients Always Be Given Food and Water?” The Hastings Center Report 13 (October 1983): 17-21.





� . This may occur when a patient has near total body burns or when a patient has congestive heart failure and cancer of the stomach with a fistula that delivers food directly to the colon without passing through the small intestines to be absorbed into the body. In these instances, offering food and water would bring no benefit to a patient who is likely to die very soon.





� . James Childress & Joanne Lynn,  “Must Patients Always Be Given Food and Water?” The Hastings Centre Report 13 (October 1983): 17-21.





� . See Pontifical Council for Pastoral Assistance to Health Care Workers,  The Charter for Health Care Workers.  (Rome: Vatican Press, 1995), no. 120.


� . Tom L. Beauchamp and James Childress,  Principle of Biomedical Ethics,  Second Edition. (New York: Oxford University Press, 1983), pp.119-120; President’s Commission,  Deciding to Forego Life-sustaining Treatment.  (Washington: U.S.  Government Printing Office, 1983), p.72.





