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International Collogquiu
of Catholic Bioethiecists

In July 2003, bioethicists from nineteen countries participated in a colloquium on
“Globalization and the Culture of Life” in Toronto, Canada. On the last day of this colloquium,
participants discussed ways (o foster dialogue and collaboration among Catholic bisethicists.
The idea of the International Association of Catholic Bioethicists (IACB) took root, and over
the next six months, a committee of bioethicists began consultations to develop plans for such
an organization. This committee thought it appropriate to approach the national associations
of the Order of Malta for support because the Canadian Association of the Order of Malta
had sponsored the Toronto colloquium. Moreover, the goals of the IACB are consonant with
those of the Order, which has a long tradition of service worldwide to “our Lords, the sick.”

In 2004, the IACB was established under the aegis of national associations of the Order of
Malta, and support was provided for a secretariat of the IACB in Toronto. Individual
associations of the Order, beginning with the Australian Association, also committed to
sponsoring international bioethics colloquia in their countries. These colloquia are held every
two years. The most recent IACB colloquium took place in Melbourne, Australia, in June
2005. Although funding for the IACB comes from national associations of the Order of Malta,
the independence of the JACB's academic work is recognized and protected by the Order.
Moreover, bioethicists who are associates of the IACB do not have to be members of the Order
of Malta.

Purpose of the International Colloguia

A few words generally about the IACB international colloquia will help to clarify the process
by which the following consensus statement from the most recent colloguium in Melbourne
was generated. In selecting the theme and topics for discussion at a colloquium, particular
consideration is given to unresolved questions from previous colloquia, new questions that

In this issue

We reprint, with permission, the Consensus Statement agreed by participants at the
International Colloquium of Catholic Bioethicists which was held in Melbowrne last year
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have not vet been addressed by Church
teaching, foundational issues in bioethics that
are being vigorously debated, and issues of
worldwide significance. The purposes of
colloquia, then, is to advance thinking on
these questions. For instance, the overall
theme of the Melbourne colloguium and the
topic of the first day of discussions was
“dignity in illness, disability, and dying”. The
two papers commissioned for that day
addressed, among other things, the question
of whether refusing or discontinuing
treatment of disabled patients is somelimes
compatible with respect for the intrinsic
dignity of these persons. This addressed a
dispute that had been left unresolved at a
previous colloquium, namely, what may be
included in the consideration of a treatment’s
burden (paragraph 7 and note 7 below). The
second day of the Melbourne colloguium
dealt with issues emerging from the growing
incursion of the market into the provision of
health care in hoth developed and developing
countries.  Discussions of the two
commissioned papers for that day helped to
identify some ethical guidelines for evaluating
systems of health-care provision (paragraphs
24 to 28 below). Finally, an issue of
worldwide significance has been the effort by
UNESCO (United Nations Educational,
Scientific and Cultural Organization} to put
forward a declaration on bioethics, Irom the
discussions on the final day of the Melbourne
colioquium, a response to some of the
statements in the latest version of this
declaralion was generated (Part Three below).

Structnre of the International
Colloguia

Openness to a range of well-considered
viewpoints is one striking feature of the
international collogquia. The structure of a
typical colloguium fosters this openness in five
ways. First, authors of papers for the

colloquium are generally selected to represent
contrasting positions on particular questions.
Second, participants in the colloquium read
the comimissioned papers prior to arrival, so
that most of the time in the colloguium itself
is spent in small-group and plenary
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discussions. Third, participants are chosen
from among professionals in various health
sciences, social sciences, the humanities, and
theology, so that there is a range of disciplines
relevant to bioethics represented. Fourth, on
account of the diverse countries and
continents from which participants hail,
discussion often arises on the bearing that
cultural, socioeconomic, and political factors
have on the topics being discussed. Fifth,
there has been active participation in past
colloquia by representatives of various
Christian denominations and different
religions as well as non-religious scholars whoe
share a concern for respecting the dignity of
the human person in society.

A strong emphasis is placed in the
international colloquia on identifying points
of agreement and disagreement. In the
consensus statement from the Melbourne
colloquium, for example, points of
concurrence are expressed in the text, whereas
significant questions that were left
undiscussed or unresolved appear in the
footnotes (see notes 1, 5, and 6 below). These
footnotes are significant because they identify
some of the questions that can be taken up for
further research, reflection, and discussion by
associates of the JACB and by others.

Often, an important parl of the discussions
at a colloguium is clarifying and agreeing on
the meanings of terms. Confusion is
sometimes generated and misunderstandings
easily arise in bioethics because the same
words or notions are used in different ways
or cut of their proper context. If the colioquia
were to accomplish little else than to
contribute toward the gradual development
among Catholic bioethicists of a standard
vocabulary and a common understanding of
terms and notions, this alone would be a
monumential advance. At the Melbourne
colloguium, for instance, participants
examined and discussed the meaning of texms
such as “dignity” and “repugnance”. Luke
Gormally urged participants to distinguish
between “life-sustaining” and “life-
prolonging” treatments. There was some
debate on this point but not time to resolve it.
Gormally’s intervention, however, did result
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in mere precise use of the term “treatment”
in the consensus statement (note 1 below). A
further illustration of the need for clarify is
Daniel  Sulmasy’s thought-provoking
argument, set out in a paper he wrote for the
colloquium, that the decision to refuse or
withdraw extraordinary trealment should be
not be considered in terms of the principle of
double effect. Although this philosophical
point was not taken up in the discussions,
several of its practical and ethical implications
were considered (paragraphs 6, 7, and 11
below).

Another constructive outcome of the
discussions at a colloquium is coming to a
better understanding of some of the
foundational issues that continue to unite and
divide Catholic bioethicists. For example, at
the Melbourne colloquium, there was
universal acceptance of three fundamental
truths about the human person: intrinsic
dignity, interdependency, and finitude
{paragraphs 2 to 4 below). There was
agreement that the Church’s social teaching,
especially on the common good, distributive
justice, the preferential option for the pooz,
and subsidiarity, constitutes an important
basis for Catholic bioethics. These common
starting points, variously elaborated in the
papers written by Bishop Anthony Fisher, Fr.
Stephen Fernandes, and Dr. Helen MeCabe,
helped to shape the discussions at the
colloguium. Much of what is affirmed in the
consensus statement is based on these
principles. On other issues, however, there
was no general consensus. For instance, there
was no agreement on whether, in ethical
deliberation about life-prolonging treatment,
it is valid, without reference to the condition
of particular patients, to classify some kinds
of treatment as in principle ordinary and
morally obligatory, so that there should
always be a presumption in favour of their
initiation or continuation (note 6 below).
What seems to underlic this dispute is the
more basic issue of whether ethical
justification and deliberation should proceed
from general principles to particular cases, or
vice versa.
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All such discussions at the colloquium,
especially when they touch on matters of
fundamental importance to participants, can
be fuelled by enthusiasms and fraught with
tensions.  The organizers of these
international colloguia, therefore, try to foster
a milieu for discussion that is prayerful and
collegial, and to attend as much as possible
to various personal and social factors that are
involved in the generation of knowledge.
Often, listening to one another and to God
turns out to be as important as speaking at
these colloguia. There is daily celebration of
the Eucharist and participation in morning
prayer, as well as opportunities to socialize
and deepen friendships among bioethicists,
Although a multiplicity of languages can be
heard at these social gatherings, the common
language of the colloquium proceedings is
English.

The Next International
Coiloguinm

The next JACE international colloguinm wiil
be held in London, England, in 2007, It is
hoped that similar discussions and
collaborations amang associates of the JACB
can take place within their own regions or
countries, For more information about the
IACE and its worl, please access the TACB
Web site at http:/ /www.iacbweb.org, or send
an e-mail message to
secrefariat@iachweb.org. The four papers
commissioned for the Melbourne colloguinm
will be published and also made available on
the TACB Web site.

William M.0., Ph.B.
Director,
International Association of

fatholie RBinethicists.

Suliivan,
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Consensus Statement
o

emd e

n Iiness,

isability, and Dying

and a

Introduction

1. The Australian Association of the Order
of Malta and the John Paul Il Institute
sponsored a colloguium of the TACB in
Melbourne from June 26 to 30, 2005, Forty
bioethicists from thirteen different countries,
as well as knowledgeable guests and
students, participated. In light of the
coltoquium’s theme of “dignity in illness,
disability, and dying,” the bioethicists
discussed some questions concerning the
understanding and application of the
Church’s teachings on life-prolenging
treatments’ and some emerging questions on
the ethical evaluation of systems of health-care
provision. Prior to the colloquium,
participants read four commissioned papers
that identified key issues for discussion in small
groups and in plenary sessicns.? The
discussions then informed the writing of this
consensus statement, which has three parts.

The first two parts summarize main
principles agreed upon by most participants
in the Melbourne colloquium. A few
footnotes explain points of divergence among
the participants.* These considerations are
offered to bicethicists {o advance thinking
about life-prolonging treatments and the
evaluation of systems of health-care provision,
as well as to identify some questions that
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esponse to UNESCO’s Universal

on Bioethics and
Rights

stand in need of further study, reflection, and
discussion. The third part of this statement
is a response to UNESCO's “Draft Universal
Declaration on Bioethics and Human
Rights.”* This response is offered to provide
some guidance to those called upon to
interpret and apply the principles contained
in the universal declaration,

Participants had various opportunities to
contribute to the content and form of all three
parts of the consensus statement, and each
participant was given the option of attaching
his or her name to the statement.

Part One: Life-Prolonging

Treatments

Human Pignity, Interdependence,
and Finitude

2. Every human being has intrinsic dignity.
This dignity is based on the kind of being a
human person is, namely, a created unity of
body and spirit. Theologically, we hold that
human beings have dignity because they have
been created in the image and likeness of God.
Characteristics such as the capacity to be self-
reflective, to reason, to communicate, to
choose freely and responsibly on the basis of
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conscience, to give and receive love, and to
worship and be in friendship with God set
humankind apart from other forms of life.
Even if one or more of these capacities in a
human being are diminished or cannot be
observed, he or she never loses intrinsic
dignity. Thatindividual remaing a being that
has a rational nature.

5. Arelated trath can be expressed in terms
of human interdependency. ¥Fach human
being throughout life is related to, and
dependent on, others in the human
community. Anindividual who is vulnerable
or dependent because iflness, disability, or age
has affected his or her cognitive functions is
still a member of the human community.
Dependency does not diminish the dignity of
the individual. Indeed it is in looking after
vulnerable and dependent individuals thal
the highest expression of human solidarity
and the Church's preferential love for the sic k
and needy can be realized in healtly care.

4. As a unity of body and spirit, human
beings are finite and mortal beings. The duty
to sustain one’s earthly life has limits, The
Catholic tradition allows for wi thhoelding or
withdrawing ].ifé‘.—p1‘(‘)1(‘)H§J‘ing‘ treatments in
some circamstances. A decision by a patient
te forgo a trealment that promises no hope of
benefit or is excessively burdensome (o the
patient or another is not a choice to commit
suicide,

Bepefits and Burdeng of Life
Prolonging Treatments

5. The term “ordinary” and

“extraordinary” have beenused in philosophy
and theology in the Catholic tradition to
articulate judgments of the limits of an
individual’s moral duty to prolong life.” In
this usage, a life-prolonging treatment that is
ordinary is morally obligatory, and one that
is extraordinary may be forgone.®

6. In judging what is an ordinary or
extraordinary means in a given circumstance,
the perspective of the patient is primary. Such
ajudgmentinvolves considering evidence {or

the benefits and burdens of a given medical
treatment or treatments for that person.

7. The condition of the patient after a
proposed treatment, i.c., the effects that the
treatment is likely to have on the patient’s
overall well-being, can be part of the
consideration of the treatment’s benefits and
burdens, and could help to determine the Limit
of a person’s moral duty to preserve his or her
life.”

8. In some situations, a patient might find
it difficult to judge when the Hmit of the duty
to conserve his or her life has been reached.
There may be a great degree of uncertainty
regarding the patient’s present or future
condition. Also, pre-existing or co-existing

challenges such as depression, diminished
cognition, and spiritual distress could impair
the capacity of a patient to judge reasonably
and responsibly. Nonetheless, a competent or
capable patient’s judgment should be
respected.

Medical care should include assessing the
presence of challenges that may diminish the
capacity of a patient to judge responsibly, and
providing resources (0 address such
challenges. Examples of such resources are
social  support, counseling, ethical
consultation, friendship, prayer and pastoral
care. Persons affected by illness and disability,
and those who are approaching death, should
be given the opportunity to develop morally
and spiritually through these and other
means.

9. Special care must be taken to inform the
consciences of individuals in cultures in which
suffering, nonproductiveness, and death are
generally regarded as lacking meaning. Tt is
mmportant to clarify, through education, that
the decision to refuse or to withdraw life-
prolonging treatment should not be hased on
a judgment that a person’s life is no longer
“worth living” or that it no longer has vahie
or dignity.

10. Care must be taken to ensure that an
ndividual wlio is i1l or lives with disalilities
is not under-treated and neglected.

11. When an individual is incapable,
because of diminished cognition, of deciding
whether a life-prolonging treatment is
ordinary or exiraordinary, his or her
representative should make a
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prudentialjudgment of the benefits and
burdens for that person, informed by that
person’s known or presumed wishes.

12. An individual’s judgment of
extraordinariness has limits. Patients or their
representatives have a duty to take into
account challenges to their determinations
regarding the extraordinary status of
treatments if the community judges such
determinations to lack prudence.

Part Two: Evaluation of Systems
of Health-Care Provision

A Christian Understanding of
Health-Care in Light of Human
Dignity, Interdependency, and
Finitude.

13. Health entails harmony within, and
among, the biological, psychological, social,
and spiritual aspects of a human being. In
light of what has been said above concerning
finitude of human beings, health ought not to
mean simply the elimination of illness or
disability, or to imply that the ultimate goal
of health care is to perfect the body or to
prolong life indefinitely ®

14. 1t follows from what has been said about
the fundamental dignity of each human being
that the care rendered to patients should
never be treated as a market commodity, and
that a patient’s health ought never to be
compromised in the pursuit of financial profit
for others.

15. In light of the interdependency of each
member of the human family, while the goal
of medicine is the health of the patient, the
patient’s relationships with his or her family
and community must be given due attention.
The person receiving care is vulnerable and
entrusts himself or herself to the benevolence
of caregivers. At the same time, Christian
health care recognizes that caregivers can
“see the face of Christ” in encountering the
elderly, the sick, those with a handicap, and
the dying.” Thus, Christian health care secks
to protect and promote trust and
compassionin relationships between patients
and caregivers
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Some Reflsefions on the
Bistribution of Health-Care
Resources

16. Health-care resources should be
distributed justly to meet the true needs of
individuals and communities.  The
responsibility to care for all in society without
exclusion is grounded in the dignity of the
human person. Health care can contribute to
human flourishing in important ways. Every
human being should have adequate access to
basic health care™

17. In promoting health care, developing
countries may have different challenges than
countries in the industrialized world,
depending on their particular social and
economic conditions. In these counlries,
many in the population are poor and have
little or no access to basic health-care.
Moreover, the lack of adequate nutrition,
clean water, sanitation, shelter, education,
and other basic conditions for health makes
the promotion of health care extremely
difficult. There are also large numbers of
people affected by preventable diseases such
as HIV/AIDS, measles, and malaria. These
challenges are sometimes compounded by
unjust economic and political structures
nationally and internationally, and by
misguided “aid” from foreign governments
and organizations. These bodies should take
into account the true needs and values of the
people. Governments and health-care systems
should promote sanitary conditions and
vaccinations, as well as basic primary health
care.

The Responsibility of Catholies
for a Just Distribution of Health-
Care Resources

18. Catholics have a responsibility to
promote the just allocation of health-care
resources not only within their own countries
but also between countries.
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19. Catholics have a responsibility to ensure
good stewardship of health-care resources
personally, in their institutions, and in their
countries, as part of their concern for the just
allocation of health-care resources.

20, Catholics must advocate for the
marginalized, the powerless, and the
vulnerable, and ensure that, as much as
possible, these disadvantaged members of
society are given the opportunity and means
to participate in making decisions about the
allocation of health-care resources in their
institutions, their countries, and the world.

21. The elderly, the dying, and other persons
with complex or chronic illnesses and
disabilities are a valuable part of the human
comuunity. Catholics should work to change
language, attitudes, and behaviors that cause
these individuals to be treated as
unwarranted burdens on society’s resources.

22, In keeping with the Catholic principle
of subsidiarity, services that are best provided
in families and local communities, such as
education, disease prevention and primary
care, should be provided locally rather than
in remote or centralized institutions and
systems. Resources adequate for purposes
should be provided.

23. In keeping with the social teaching of
the Church, especially the preferential option
for the poor, Catholics should collaborate in
all efforts aimed at addressing the scandalous,
unjust gap in health-care resources between
rich and poor countries as well as between the
rich and poor within countries. This calls for
education of the faithful and a new
“creativity in charity.””

Ethical Guidelines for Evaluating
Systems of Health-Care Provision

24. The financing of systems of health-care
provision must be based on the centrality of
the person in need of care. Any means of
ordering a system of health-care provision in
which the primary goal is to maximize profit
is incompatible with good health care. Such
a system orders the giving of care uitimately,
not to the good of the person in need of care
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or to the common good, but to efficiency for
the sake of material gain for a few.

25. Any system of health-care provision
should ensure that decisions are made at the
individual and local levels, where the effects
of those decisions are experienced, and
where individuals and communities are
capable of, and responsible for, carrying out
such decisions.

26. In organizing a system of health-care
provision, potential conflicts of interest, ie.,
health professionals” having duties both to the
system funding care and to their patients,
should be minimized. The trust that should
exist between health-care professionals and
their patients must be maintained in such a
context,

27. In any system of health-care provisions,
the informed conscience of doctors, nurses,
pharmacists, and other health-care
professionals must be respected.

28. Health-care instilutions also have
fundamental moral commitments, and their
integrity as institutions must not be violated
by laws that would force them to act in ways
that are contrary to their moral commitments.

Part Three: Response to
UNESCO’s Draft Universal
Declaration of Bioethiecs and
Human Rights

29. The International Bioethics Committee
(IBC) of the United National Educational,
Scientific and Cultural Organization
{UNESCQO) has finalized a draft of document
titted “Draft Universal Declaration on
Bioethics and Human Riglits,”** hereafter
referred to as “Declaration.”

30. Both UNESCO and the United Nations
were founded on the ideas that the universal
“recognition of the inherent dignity and of the
equal and inalienable rights of all members of
the human family is the foundation of
frecdom, justice and peace in the world,” that
“disregard and contempt for human rights
have resulted in barbarous acts which have
outraged the conscience of mankind,” and
that the “advent of a world in which human
beings shall enjoy freedom of speech and
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belief and freedom from fear and wani has
been proclaimed as the highest aspiration of
the common people”.?

31. The Declaration is to be read against
the background of international law found in
the “Universal Declaration of IHuman
Rights”! and the other four international
human rights treaties that are jointly known
as “The International Bill of Human
Rights” **

32, It is therefore striking that, although
situated within the context formed by the
“Universal Declaration on Human Rights”
and refated documents, this Declaration is in

parts inconsistent with what it said
authoritatively about their proper
interpretation. For instance, whereas the

Human Rights Committee’ specifically
described the right to life as “the supreme
right,”* a right from which there can be no
derogation,’™ even in a “time of public
emergency which threatens the life of the
nation,”™ this Declaration makes no explicit
1ofolemc to such a right but talks merely of

“ensuring respect for the life of human
beings” (Al ticle 2 (iii}}.

3%, Much of what is in the Declaration is
welcome, in parficular its emphasis upon the
respect for the dignity of the hwman person
(Preambie), its recognition of human rights
(Article 3 et al.) and of the obligations that
justice imposes on us (Article T0).

Oompienis on Preamble to
Beclaration

34. We note the claim that “scientific and
technological developments have been, and
can be, of great benefit to humankind in
increasing infer alia ]n’e expectancy and
improving quality of life.” However, given a
proper understanding of the goals of medical
and health care, we think that the benefits of
such developments are better thought of in
terms of promoting health, preventing
disease, deepening our understanding of the
causes of disease, developing new forms of
treatment, saving lives, curing illnesses,
slowing the progress of disease, relieving
suffering and disability, and caring for people
when they are sick, disabled, frail, or elderly ™

35. We commend what the Declaration says
about human cultures, in particula;‘ the
recognition that cultural diversity “may not
be invoked to contravene fundamental
lvaman rights and freedoms”.

36. We commend what the Declaration says
about the need for “new approaches to social
responsibility to ensure that progress in
science and technology contributes to justice,
equity and to the interest of humanity”.

37. We would add to the Preamble a
reference to the fact that the disciplined
reflection on the ethical issues raised by
medicine has a Tong history in the theological
and moral philosophy of the Abrahamic
faiths.

fomments on General Provisions

38. In general, we endorse the general
provisions of the Declaration and in particular
its aims.

Commenis opn Principles

39. This section proclaims fifteen ethical
principles, which are intended to provide a
basis for states to develop legislation; to
stimulate reflection, decision making, and
teaching; and to guide future consensus
regarding bioethical issues that are
controversial today. We commend much of
their content. In particular, the principles
contain some powerful intellectual tools for
evalualing current market-oriented practices
that mfluence access to, and distribution of,
health-care.

However, we think these principles should
be strengthened in the two ways, which are
set out below , in paragraphs 40 and 41.

40. The principles stand in need of a
background account of the human values
that give them their meaning and significance.
Without such a background, it is hard to sece
how reference to these principles could
achieve the Declaration’s stated aims. For, on
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their own, these principles provide
insufficient resources to enable correct and
reasonable resolution of difficult ethical
decisions about the proper treatment and care
of people who are very young, very old, frail,
unresponsive, cognitively impaired, dying or
otherwise vulnerable. A sound bioethics is
one that could provide the values, principles,
and guidelines needed to deepen our
understanding of the significance of human
life and of its moral challenges, resolve difficult
questions in the care of those who are very
young, elderly, frail, unresponsive, or dying,
and properly inform social policies or laws
with respect to the care of people in such
circumstances. This would include at least (1)
an account of the value of human life itself;*
(2) an account of human flourishing and
human decline that is informed by a sense of
the preciousness of human life, the
significance of giving and receiving love, the
mystery of death, and the prohibitions and
exhortations found in comumon morality; (3)
an account of medicine’s traditional healing
ethics -~ in particular, an account of the
contribution of medical intervention to human
flourishing in the face of decline and inevitable
death, the benefits such interventions can
offer, and the burdens it may impose; (4) an
account of the responsibilitics of those who
care for people who are unable to make
health-care decisions for themselves; and (5)
aclearer account of the concept of distributive
justice,

41. The meaning of some of the key terms
in the principles is not clear. We suggest the
following clarifications:

¢ While the term Jiuman being is used in the
Preamble and in Article 14 (b), the
Declaration elsewhere uses the term human
person. To avoid confusion, the Declaration
should make it clear that the term human
person refers to a living Jnnnan being.

¢ The expression “respect for the aufonony
of the person” should clearly refer to the
capacity of a human being to be responsive
to the demands of morality. In this sense,
respecting autonomy enjoins recognition of
and respect for a human being in virtue of the
kind of living being he or she is: that is, a being
(a) by nature capable of being self-directed in
the conduct of his or her life, and (b) whose

capacity for self-direction is properly
exercised with a view to the part of his or her
flourishing that consists in acting well, %

« Reference to the common good should
clearly refer to the protection of those
fundamental human values, including the
value of human life itself, which are goods for
every human individual and therefore goods
to be socially protected.

42. In view of these reservations, we
conclude that, as they stand, the principles do
not yet provide the “universal framework of
fundamental principles and procedures to
guide States in the formulation of their
legislation, policies or other inslruments in the
field of bicethics” (Article 2 (i)).

Comments on Application te the
Principles

43. The reservations we have expressed
about the principles contained in the
Declaration imply correlative reservation
about what is said in this section.

44. We endorse the desirability of periodic
review of the Declaration.

45. We endorse the promotion of public
debate. We include religious as well as cultural
and philosophical views among the “relevant”
opinions. Contemporary Catholic thinking on
bioethical issues encompasses, on the one
hand, universal truths (principles, values,
virtues, and ideas) which are rationally
discernible and held in common with other
traditions of thought and, on the other hand,
distinctively Christian ideas.

46. We note that, since different types of
ethics committees serve different purposes,
their composition should reflect the purpose
for which they exist. We agree that the ethics
committees should be pluralist in the
following sense: that their members take into
account the diversity of perspectives which,
stemming from different religious traditions
and belief systems, may inform a richer
understanding of moral values and so aid
good decision making in ethics. Accordingly,
we believe hospitals should have access to
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ethics comumittees that have the expertise to Comments on Final Provision
provide advice that is informed by the

religious as well as the ethical and cultural

dimmensions of their work; that consultation 49. The reservations we have expressed
with clinical ethics committees should be at  about the principles imply correlative
the invitation of a patient, the patient’s reservations about what it said in this section.
representative, or a clinician;® that referral

of particular cases to clinical ethics .

committees should respect patient privacy Oonelusion of the Consensus

and professional privilege; and that advice Statement of the Melbourne

given by ethics committees should be in the  pqyy4 quinm

form of general principles and protocols

applicable to like cases.

50. The under-signed participants in the
JACB colloquium in Melbowmne agree to the
points in this consensus statement, wlhile
acknowledging that there are some further
questions for continuing study and
discussion.® They are also committed to
living out what has been expressed in this
statement in their spheres of activity.

Somments on Promotion of the Footnotes
Beclaration

47. We endorse the Declaration’s insistence
in Article 21 (b} that, where research is carried
out in one couniry and partially or wholly
funded by sources from one or more
couniries, such research should be subjected
{o ethical review in all the countries involved.

1 Some participants in the colloquitsm argued that one
, . ought to dissinguish between life-profonging treatment,
48. The reservations we have expressed  ypderstood as care administered in response to an
about the principle imply correlative immediate, life-threatening medical ¢risis, and life-
reservations about what is said in this section.  Sustaining treatment, understood as care hecessary to
N T 7 keep a patient afive in the absence of any such crisis.
11.1 par llcglclz, o our reser vations have  Op'his view, repugnance about a state of life, such as
significant implications for what should be  living with a chronic jilness or disability, could never
taught and encouraged in any educational  Jusly rehag 0f e ssiing BECOL SN
program. For example, the Declaration  oneed 1o use the term “life-prolonging treatment”
should make reference to the importance of  throughout this statement, and to feave open for further
States’ promoting education on respecting I'eggction alclid discussciipn whether Cz;thoiic teaching on
e At avery ciroe The Declaraiion  Ovdinary and extraordinary means of care presupposes
human life at ever) _smgo. Ihe DOCIE}"“}OH a distinction between life-prolonging and ii;fje—sustaining
should note the special care needed to inform  geatments. On artificial nutrition and hydration as a
the conscience of individuals in cultures in  possible special case, see noie 6 below.

which suffering, nonproductiveness, and 2 Anthony Fisher, “Why Do People Who Cannot
death are generally regarded as lacking in E,xercise Rational Autonormy Matter?”; Daniel Sulmasy,
meaning. In addition, bioethical programs . Double Effect Reasoning and Care at the End of Life:
Thould clarifv the proper relati i Some Clarifications and Distinctions”, Stephen
sShouic Ly proper relauonsiip - rerpandes, “Ethical Challenges for the Christian
between ethics, on the one hand, and public  Contmunity in the Just Distribution of Heaith Care”; and
policies, in particular the law, on the other. Helen McCabe, “An Ethical Evaluation of Managed

e P 1]

The law should refliect moral values and Care: A Beginning.

requirements as well as provide a safe and 3 John Heng wrote the draft of the first two parts of the

rocedurally fust sphere for individual consensus statement, with heipfui input from Ray

proc Y phe uai - Campbell, William Sulfivan, Fr. Norman Ford, and Daniel

actvity. Sulmasy. Participants in two plenary sessions of the
colloquitim assisted in the editing of this draft.

4 UNESCO, “Draft Universal Declaration on Bioethics
and Human Rights” (Paris, June 24, 2005: http://
unesdocunesco.org/images/0014/00 1402/ 1402875 xdf).
Bemadette Tobin and Fr. John Fleming wrote a response
to the February ¢, 2005, version of the UNESCO
document titled “Preliminary Draft Declaration on
Universal Norms on Bioethics,” with input from Fr. Noél

1Q  Bioethics Qutlook, Vol, 17, No.1, March, 2006 Plunkett Centre for Ethics



Simard. This document was discussed by participants i
the Melbourne colloquium. On the basis of the
participants” comments, Bernadette Tobin and Fr. John
Fleming then revised their diaft 1o take into account the
text of a later version of the UNESCO docianent, titled
“Draft Universal Declaration on Bloethics and Human
Rights” (June 24, 2005), which was made public after the
Meiboume colloguun.

5In 1957, Pope Pius Xl stated that the use of ordinary
means for conserving life and heaith was morally
necessary. His clarificatlon of the morally relevant
meaning of ordinary and exoraordinary means in relation
to patients and others is baianced and remains relevant
today: “.....nomally one is held 1o use onty ordinary means
- according to circumstances of persons, places, times,
and culture — that is to say, means that do not involve any
grave burden for oneself or another. A more strict
obligation woulid be too burdensome for most men and
would render the attainment of the higher, more
important good too difficult. Life, health, and all temporal
activities are in fact subordinated o spiritual ends.” See
Pius XH, “Address to an International Congress of
Anesthesiologists,” L/‘Osservatore Romang (November
25-26, 1957), Aninteresting and rich discussion emerged
inthe Melboume colloquitm on a point made in Daniel
Sulmasy’s paper, that the distinction between ordinary
and extraordinary means of care should not be
understood as an application of the principle of double
effect, The colloquium did not, however, take this up as
a question for debate,

& The colloquium as a whole did not specifically address
the issue of ariificial nutrition and hydraton (ANH}. Joln
Paul 11 addressed this topic in a speech on March 20,
2004 to participants it the Intermational Congress on “Life
Sustaining Treatments and the Vegetative State,”
spotsored by the World Federation of Catholic Medical
Associations {(FIAMC] (reprinted in Mational Cathofic
Bioathics Quarterty4.2 | Summer 2004 7: 367-370). Pan
of Anthony Fisher”’s paper for the Melboume colloguitm
defended the view that the duty 10 feed has deep roots
in Christian theology, spirituaiity, and ethics. A broader
fundamental question in ethics emerged during
discussions at the colloquium, namely, wheiher it is valid,
withiout reference to the condition of particular patients,
1o classify some kinds of treatment in principie as ordinary
and moraily obligatory, so that there should always be a
presumption in favour of their initiation or continuation.
Faor bicethicists who argue in favour of this position, moral
reasoning about the duty to conserve ong’s life ought 10
proceed in two steps: first, one should determine whiether
or not the care proposed is of the kind that is morally
obligatory in principle; next, one ought 1o judge whether
what is morally obligatory in principle holds for a
particular patient, They would argue that the delivery
of ANH is an instance of the kind of care that is morally
obligatory in principie, and would interpret the speech
by John Paul {f on March 20, 2004, as supporting this
position. Other bioethicists do not distinguish between
these two steps in moral reasoning but hold, rather, that
treatments cannot be classified as ordinary or
extraordinary ahead of tiime and without reference to
the state of the patient, Clarity on the basis of diverging
views on this general issue was an Important achievement
in the Melbourne colloquium, even though no
agreement among participants was reached. Both sides
in the dispute, however, admit the moral relevance of a
patient’s condition at some point, whether as the
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determiining factor in decisions about any eatment or
as a constderation in judging whether the norm in favor
of choosing life-sustaining treatment apphies in a concrete
case. Thus, both sides in the dispute might concur that
#while raising many principles of universal applicabiity,
the recent papal speech particalarly addressed ANH for
neople in a state of post-coma upresposiveness
[“persistent vegetative state’]. However, in applying
Hhege principles to medicat conditions from which the frail
elderty are far more Bkely 1o suffer, such as Alzhelmer’s
disease, Parkinson’s disease, cancer, and stroke, it is
important to note that these conditions differ in Important
ways from post-coma unresponsiveness.” See
Colloguium of the Canadian Catholic Bioethics Institute,
“Reflections on Artificial Nugridon and Hydration,”
National Catholic Bioethics Quarterfv 4.4 {Winter 2004):
780, 1 Vs seealio 7 onp. 779,

7 This was a point of contention in an international
colloguium of Cadholic bicethicists in Toronto in 2004.
See Colioquium of the Canadian Catholic Bioethics
Institute, “Reflections on Artificial Nutrision and
Hydration,” 779, note B, Although the Catholic tradition
recognizes “repugnance” as a reason for judging a
treatment o be “extraordinary,” it has not clearly
addressed the question of whether this ought to refer 1o
the patient’s repugnance about the burdens of the
treatment itseif or of the effects of that treatment, one of
which would be the state of life in which the treatment
leaves him or her, Agreement on point 7 i this statement
represents an advance in understanding that was arrived
as through the discussions in the coliogquinm in
Melbourne

8 See John Paul 1, Message for the Wosld Day of the
Sick {Feb, ¥1, 2000), n.13, See alse the World Health
Organization’s definition of health: “Health is a state of
complete physical, mentat and social well-being and not
merely the absence of disease or infirnmity: (preamble 1o
the WHO Constitution, as adopted by the linternational
Healith Conference [June 19-22, 1946%; http//
www.who.int/about/definidon/en/),

© Pontifical Council for Pastoral Assistance to Health Care
Workers, Charter for Health Care Workers (Boston:
Daughters of St. Paul, 1995), n.2, quoting from variots
prior speeches of Pope John Paud H: “Health care activity
is based on an interpersonal relationship of a specia kind.
Itis “a meeting between trust and consddence.” The "trust’
of one who i il and suffering and hence i need, who
entrusts himself 1o the ‘conscience’ of another who can
et him i his need and who comes to his assistance to
care for him and cure him. This is the health care worker.,
For him ‘the sick person is never merely a clinical case’
- an anonymous individual ont whom to apply the fruit of
his knowledge — ‘but always a “sick person,’” towards
whotn ‘he shows a sincere attitude of “sympathy,” in the
etymological sense of the term.” This requires love:
availability, attention, understanding, sharing,
benevolence, patience, diatogue. ‘Scientific and
professional expertise’ is not enough” what is required
is ‘personal empathy with the concrete situations of each
patent,”” -

10 For instance, health education, disease prevention,
and primary care.

11 John Paul ll, Novo miflennio ineunte {Janiary 6,
2001 (Bostor: Paughters of St. Paul 2001), n.50.
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12 Bioerhics Qutlook, Vol. 17, No. 1, March, 2006

12 UNESCO, “Draft Universal Declaration on
Bioethics and Human Righis.”

1% United Nations, Preamble to the “Universal
Declaration of Human Rights” (Becember 10, 1948),
et/ Awwer,unhehr.ch/udbn/lang/eng b,

14 Ibid

15 See United Nations, Fact Sheet No.Z (Rev. 1), “The

International Bill of Human Rights,” hup://

wgww.ohchr.org/english/about/pub[ications/ciocs/
2.htm,

16 The Human Rights Committee was set up by the
United Wations to implement and monitor the
International Covenant on Civil and Political Rights.

1 7 Human Rights Comniittee, “General Cornment &
The Right to Life” (Sixteenth Session, 1982), Report
of the Hurman Rights Comimitiee, ULN.L doc, A/37/40, 93-
@4, https//vwwwamhchr.ch/ths/doc.nsf/ (Symbol)/
B84ab26R0ccdB 1 fc /¢t 256 3ed0046fe 37Opendoaiment.

18 United Nations, “International Covenant ori Civil
and Poiitical Rights” (December 16, 1966}, aiticle 4, 1.2,
http:/ fwww.ohchr.org/english/law/cepr.him.

19 Ibid., article 4, n. 1.

20 Catholic Health Auswalta, Code of Ethical Standards

for Catholic Health and Aged Care Services in

?U{rmﬁg (Canberra, Austraifa; CHA, 2001), Part 1,
ection 3.

21 Life is a fundamental human value. From this value
comes the principle that human life ought to be
respected, protected, and promoted from its beginning,
through all its phases, until its natural end. This value
generates traditional morality’s prohibitions (e.g., do
not kill, do not intentionally harm) as well as jts
exhortations {e.g., relieve pain and ease suffering,
nmprove individual weli-being).

22 In its current form, the first sentence in Article 5 of
the Declaration is incoherent.

22 There are a number of Catholic hospitals,
particularly in the United States, that are now
evaluating proactive ethics consultation services. This
was not a topic that was discussed at the colfoquium,

24 See especially notes 1, 5, and 6 above.
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