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“about life as a gift and the purpose of life as .
they are expressed in the Catholic tradition. -

reported there was some confusion in the
public discussion about the distinction
between the cases. Both were described as
instances of a person’s ‘right to die’. However,

there is a essential difference between them,
which will be discussed later in this paper. |

The focus of this paper is health care near
the end of life. A fundamental ethical issue in
such health care is the determination of
appropriate and inappropriate treatment
options, treatment which should be
commenced or continued and treatment
which may be refused, withheld or
withdrawn. I will discuss these issues in the
light of a Christian understanding of the gift
of life and the purpose and value of life, and
then apply this understanding to determining
health care near the end of life. In the second
section two more specifjc sub issues -
euthanasia and the provision of nutrition and

~ hydration - wzli aLso be dw(,ussed

Life is a gift.

- The first fundamental conviction about life
is that life is a gift. Many people may

“acknowledge this simply because no-one can

control or choose when her or his life will
begin and hence life is ‘given’ to us. However,
within the Christian tradition the conviction
that life is a gift is much richer, fach life is a
gift given by God and has an intrinsic
inviolability or unconditional worth derived
from God who created it and sustains it. God
as the source of life and the end of life is the
Lord of life. We should not deprive another
person of her or his life or seek to end our own
life. Such an action is a grave violation of the

“sacredness of the gift of life and of each person
as well as a rejection of God as the Lord of life.
Farthermore, we are not the masters of our

life, but the stewards of it. Our life is a gift that
we hold in trust. This means that we have an

obligation to care for our life taking all

. reasonable measures to ensure our health -

‘The basis of this paper will be convictions

There are other ways to express similar

principles, deriving from different religious .
* traditions and human philosophies. The
-practical applications will result in similar
- decisions. There are also other approaches to -

these issucs at the end of life that lead to

- different practical decisions. A comparison of
all of these is beyond the scope of this paper.

Convictions about life

- Life and health care are intimately
connected. Health care may be needed by a -

person o sustain her ox his life and, therefore,
can have an impact both on the continuance

“of life and the quality or vigour of the life of
that person. It is now medically possible to .

sustain the life of a person in the face of grave
illness or severe traumatic injury. To enable
reflection on what would be an appropriate

-level of health care it is important to consider

three convictions about life: (1) life is a gift,

(2) life has a purpose, and (3) the Christian

meamngr of dea*:h in light of the resurrection,

| -(Code of Ethical Standards, Principle 1).

sze has é_ purpose |

The second fundamental conviction about.

_life is that life has a purpose. We believe that -
‘we.are created and loved by God and so we -
“are called to 1espomfi to that love. That is, we
~-are created to love God, to love others and to
Jove self. In this we become fully human and

fully the person that God has created. Life is
essential for achieving these purposes, but life

itself is not the ultimate goal. In other words,

life is good and should not be intentionally
destroyed, even for something else that is
good. However, it does not follow from this

that life has to be sustained at all costs. In 1957

Pope Pius X1I claimed that: “Life, health, all

temporal activities are in fact subordinated 1o -

spiritual ends.”. The consequence of this is that

where it is not possible for a person o continue

fulfilling the purpese of her or his life, the

. obligation to seek healthcare treatment to

sustain life is lessened. 1t is important 1o note

“that fulfilling the purpose of life does not

require a certain level of skill or functional

capability. Each person, uniquely created by
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means of treatment available are
objectively proportionate to the prospects
- for rmprovenient, (Evangelzum Vitae 7.
65) :

lreatment is so great that it severely affects the

person’s ability to attend to the other aspects
of her or his life, then such treatment can

~reasonably be refused or forgone. These are

. not easy decisions, Such a determination has

Pope }_ohn Paul Il has highlighted two

“aspects of any treatment which need 1o be

considered: the results or benefit which can

© be expected and the burden the treatment will

“impose. Treatment that does not offer a

. reasonable possibility of benefit or imposes an
“excessive burden on a personis fr eatment Lhat

can reasonably be fozgono ' :

..'P%fﬂ@ treatment

. Treatment that will not provide benefit is

often called ‘{utile’ treatment (Code of Ethical

Standards, 1.13). At times a treatment will be
cunambiguously futile, such as the use of

. antibiotics to treat a vzrai cold, At O'Lh(?l times

the utility of a treatment may. be less clear, as -
. for example when the doctor is not sure that
a proposed treatment would be effective for.
Ca certain paizent despite such treatment
bejng effective in other patients with the same .

* . condition. This is a question of the probability

s cxtzaozdmaiy) can also be described as.
“overly burdensome’ (Code of Ethical Standards, -
©1.13). To determine whether - or not.a
“treatment is overly. burdensome. the impact
“the treatment will, have on the life of the
- person and on the person’s ability to achieve
the goals or purposes of her or his life needs
to be assessed. Where the nnpact o{ the '

4

- Overl j burdensome hmiment

- ‘that the t;eatmeni will pr ovide benefit,

In othez c;rcumstanccs hmtmeut ham ‘been -
labelled ‘futile’ when the focus is actually on -
the degree of benefit rather than whether the |
o hreatment w;li pmwdc beneht In thcse CAses .
- itds not a question of futility but rather a = -

question. of ‘whether the benefit is in

~* proportion to the burden of the treatment or
" the overall condition of the patient. Where the
proposed benefit is not in proportion it is mor ve

appmpuaiely desm ibed as. bm dcresome

to be made in the context of each person’s life, * -

including the other responsibilifies a person -
may have and the strength a person has to =
face the impact of illness. Where possible, the

person affected should make the decision..

- Where this is not possible, the people assisting - -
“in making the decision, family, friends and =
healthcare workers, should seck to make the -
~ decision as far as possible from the pu s.pccuva '
: of the person af[ected -

- Treatment may also be overly burdensome
‘on others. That is, the provision of and
. requirements for a certain freatment may
- cause disproportionate hardship to others ..

- {(Code of Ethical Standards, 1.14 & 5.9). Pius X1 . -
- indicated that the “circumstances of persons, - -
‘places, times, and culture” are important -
‘spheres of consideration when determining -
~burden., An examplo could be the burden on _

“a family from a remote area of Australiawhen -
- one
radiotherapy. Such treatment may require.
~ - that the patient, and another person to

o support the patient, veside in a major city for
six weeks or more. This may have a major
'zmpad on’any. Immmg fam]}y orim-any. '
situation where the main wage eamnerhasto -
leave thc ﬁmx}y for that 1{311ng1 of ume

member - of “the family requires

Consideration of the gift of life and the
purpose or goals of life sets the context for the
= determination of both benefitand burdenand -
the assessment of appropriate health care near, - -
- " ithe end of life. Treaiment should enable or -
* “sustain 11fe so that a person may. ccmimue to': P
o live the purpose of hex or im, hfc Tl

Ileatment f.hat 1mposes a é,rave burdem (01 -'3:
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Sometlme tho. wzthdmwal of celiam._ :

' ﬁ'tzeatment is masundersiood and i’zken to

justify the cessation of all hea]ih care. BEven. "

when treatment is refuqed or thhdlawn,

~good basic care in response to the needsand -
symptoms of the person should still be given-

((‘ ode nf Ethical Smndards 5 12)
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care. On this view,
fundamental requirements for living, which -
- sustain life and promote the inherent dignity -
_of the person. Therefore, it is still possible, and

at times necessary, to assess the benefit and
- burden.of such care. The sustaining of life is

person is terminally ill or when a person is
deeply unconscious and is unlikely to regain

consciousness, There are two main views in

thc debate.

Medical treatment

On the one hand, some people classify the
provision of nutrition and hydration as
medical treatment. Continuing such

. treatment, therefore, is to be determined by a

consideration of the benefit it provides and the

burdens it imposes. The benefit should be an -

improvement in the medical condition of the

‘person so that she or he can continue o

pursue the (spiritual) purposes of life. On this
view, a person who is persistently
unconscious has totally lost the ability to

- pursue such purposes in life. So, on this view,

there is no moral obligation to continue the
treatment of nutrition and hydration to a
person who is persistenly unconscious, as it
is mcxely pmlcmgmg life (Pamcoia, 20(}1

.p21)

 Basic care

“On the other hand, some people classify the
provision of nutrition and hydration as basic
food and water are

itself considered a benefit, as life is a good in
itself. Furthermore, on this view, feeding is
an expression of solidarity with the person
being fed and, therefore, is a social sign of the
value of people in the society because the

.weakesi and most Vu}nmablc are Caied 1’01

and protected.

~There is a rwk with this socond VIEW. It
could be used to claim that nutrition and

hydration should never be ceased, a position-
similar to vitalism. However, in the situation
of a terminally ill person the provision of -

nutrition and hydration may well be futile,
such as when it cannot be assimilated or
absorbed. It may also be burdensome if the

‘means of providing the nutrition and

hydration causes undue pain and/ or distress.

The person who is persistentl j
URCONSCIOUS '

There is little d;qagleuneni thal it may be

- appropriate to cease the provision of nufrition
“and hydration to a person who is terminally

ill, using the criteria of futility and
burdensomeness. There is a much greatex
level of disagreement over the care of the

- person who is pusistently unconscious.

According to the first view such people donot -

- receive benefit from the provision of nutrition

and hydration and, therefore, such treatment
should be ceasod and the pezeon allowed to

~ die.

-'I*herc-z are two {Iaws in -this vi_ew_ - the
emphasis on the lack of ability to pursue the
{spiritual) purposes of life and the claim that

‘withdrawing nutrition and hydration is
simply withdrawing futile or burdensome -
{reatment. The situation of the person who - ..
is persistently unconscious but not terminally
il does challenge our understanding of how -

" “such a person could continue to achieve the

- purpose of life. However, we have no basis -
~for claiming that such a person has lost the

ability “to- continue striving for this

achievement, All that it is possible to claim is

that we do not know if this person is still -

“achieving a purpose in life, Importantly, as -

~we discussed above, there are no funci;ona} S
criteria attached to achieving the purpose of -
life.
: unconeczous has been used it may be more
‘accurate to ad\nowledgc that such people ave

{While the common term persistently

persistently “unresponsive’ and, hence, the
Jevel of consciousness cannot be determined.)

" The second flaw is confusion about the

L intention behind withdrawing the nutrition
. and hydration. .
. persistently unconscious it is not obvious that -~
" the withdrawal is a withdrawal of futile -
Treatment.
sustaining life rather than treating a medical

'Again, if -the person is

“The. mztutmn and hydration is

condition. Hence ceasing the nutrition and -

* hydration may be intending that life cease.
“The interpretation of burden and benefit may
‘Thave moved from the treatment being a

burden to the life itself having no benefit and

“hence being a burden. In such cases, the = |
- person will die from lack of nutrition and - -
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| _'_Reviewed by Helen McCabe

- The title of the book reveals its primary
 purpose: Fisher and Gormally have offered an

important contribution to the ethical debate
surrounding the problem of allocating scarce

- heaith care resources. Commissioned by the -

Catholic Bishops’ Joint Bioethics Cormmittee,
_itis presented as a report, the focus of concern
‘being that of the situation in the United
. Kingdom, Nevertheless, its observations and
-~ claims are readily applicable to the Australian
health care context, as they may well be

'in_i'ernationally. The editors of this book are . ",

suitably qualified to speak to this issue: Dr.
‘Anthony Fisher is the Episcopal Vicar for
- Health Care in the Archdiocese of Melbourne,
. has completed an Oxford University doctoral

thesis on the just distribution of health care -

resources, and has been a lecturer in Ethics

- and Moral Theology at the Australian

. Catholic University. Mr. Luke Gormally was
the director of The Linacre Centre for Health
Care Ethics in London from 1981 to 2000 and
is now Rescarch Professor at The Ave Maria

School of Law, Ann Arbor, Michigan. -

“In this development of Dr. Fisher's doctoral
thesis, the authors draw on a wealth of

“scholarship and thought-provoking insights

to consider, initially, both the ethical merits
and deficits within traditional and current
policies concerning health care resource
“allocation. This aspect of their analysis
. involves well congidered, albeit brief, critiques
of the more influential philosophical theories

- of modernity and their application to the

* can be considered fair.
yemedy this situation by offering an ethical
" framework in which “principled resolutions’

problem of health care resource allocation.
Ultimately, the authors conclude that, in

holding to impoverished conceptions of -

justice, the ‘answers of modernity” would fail,
overall, to distribute resources in ways that .
They then go on to

to the problem of hea]th care resource
allocation can be found. -

In constructing their ethical framework, {he
authors draw on both classical and current

" strands of thought including the Hippocratic
‘medical tradition, Judeo-Christian social and ©
 bicethical teaching, the natural law tradition ©

(particularly as developed by, among others,
Finnis, Grisez and Boyle), traditional and

contemporary virtue ethics, and MacIntyre's
‘communitarian’ critique of liberalism. The

influence of Catholic bioethical and social
justice thought is readily discernible
throughout the book; for this, there are no -

apologies offered given the long association - '
" of the Church with health care, both in its
- provision and in addressing relevant ethical -

dilemmas., However, the authors believe that

their contribution, in appealing to reason and
Cexperience will, likewise, appeal more

generally to include pcople of good wﬂl of .
~all fazihs and none’. SR

1

The book is structured around six related
parts, the first part attending to a
consideration of those matters which have.
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© is necessary to life and health and, as such, -

© o harm to the goods of life and health, but, as
‘well, harm to those other goods which

and so forth)
consideration in our moral affairs.

and which claim equal

- The authors acknowledge that health care

represents a ‘basic need of human persons’. As

- a requirement for participating in aspects of -
- human flowrishing, needs provide reasons for
- action ‘which require no further justification’,
~ their satisfaction representing no less than a -

prima facie duty. For instance, failing to s:atisfy--

the need for health care results not only in

| - “depend upon Iong life and good health’ if the

" needs of others’.

“Thuman person is to flourish at all. Thatis, the -
identification of a basic need is, of itself, the
*identification of a moral claim. Nevertheless,
- the need for health care is a qualified need: it *
" isarecurrent, or a‘course-of-life’ need, as well
‘as being limited to that which explicitly serves -
~ the life and health of a pexson. In employing .-
the concept of basic need, then, the authors
. distinguish kinds of health care services which
- constitute mere- desires (superior hcspuhl -
" amenities, fulile treatments, “doubtfully
" effective treatments’, and so forth) from those -
which are essential to life and health. And it
s those health services, in meeting genuine .
- basic.needs of human per sons, which have a
~ stronger claim on the commitments of
““reasonable individuals and communities”. In
.this way, decisions as to what ou g,ht tobe
piovxded in the way. of health care are fuz Ehex R
) ~ circumscr 1bed : S '

In str ong){hening their ethical framework,

the authors attend to the relationship between

- human persons and human communities, a * .
relationship. conceived. of “as the moral *
foundation of duties to meet the healthcare :
“In doing so, they reject - .
atomistic views of human relations, noting, - -

- instead, the need for relatxonalups and .
s coopelahon with others in order {o achieve -
. one’s purposes, Moreover, thcy propose that - "
- cooperation and relationships are ‘constitutive "

of the very self which is realised and fulfilled’;

ties to family, workplace, nexg,hbuurhood and -
~other associations influence, in profound

_'ways, an individual’s identity, values, and

10
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turn, give rise to debts, inheritances and
obligations. The conception of the human

“ person employed here is not, however,
‘subsumed - to that of the needs of the

community. Rather, the common good is that

of the good of individuals whose intrinsic
Cdignity -must. be upheld at.all times,

Nevertheless, the rights of individuals to make

‘claims on shared health care Tesources are ..
- constrained by the duties of communities to
_provide that care, duties {on this account)
~being prior-fo rights. - The authors go onto
‘nominate differing degrees of responsibility
“for attending to the needs. of others based on

such considerations as (among other thmgs)

“proximity, prior. c:omm;tm@ntc; or a per son's
-. _capacaty to Jeapond : o

Social zespunsibiliﬁes‘ to provide health care

-are then ordered by such considerations as -

degrees of nrgency, the importance of health

care, ihe moral norms and virtues which
direct decision-making, and the other
- responsibilities of the commumity. This pa1tof
the framework dlaws on the ‘common

 humanitarian duty of care’ or the duty to be -
_ : “It also addresses the

'mqui; ements of distributive justice, including

a ‘Good Samaritan’.

the principle of the Golden Rule. In dlawuw_& N

“on this principle, the authors propose a test L
for determining the fairness of hcalth uu :
--._alloccxtlon dccxsxons by askmg '

"V\!ould I z‘hmk Ihe Ireallhrme Imdge _
“and its distribution was fair if I.(or
someone I loved) were in healthcare

~ need, especially. if 1 were-among the
wenkest in. the commmumity (i.e. sick with
i chrouic, disabling and expensive..

] think it were fair if 1 were one who =
- would go without under the pmpased Sk
B mmngemmzis? Would I think 1t foir
-~ qere 1 a healthworker, Izelethplnn;rwr AR
fmanm mzd/o: m-aure;'?’ S L

In .'fxpl:)lymg3 ﬂns teet ihc authms suggeet
that need, compatible with similar and more

~important needs of others, would form the -
“primary basis of health care distribution and -
. “commitments. And it is these ties which, in B R - R

Phunkett Centre for Ethics in If}eeﬂ i Cnm :

-ailment, mrdpom mrdrlh!ﬂrzte)? Wouz‘d :



' ‘serve to sort rlghts clazms to healt.h‘ cale;
: .Fu1 thermore, the health ca1e system wouid

amneeds- ega’htax1an:"c11tenon tempefed _:y a
'_"j:;plefemnce fox the needs of _1;11e. 105




. morality’s

-~ obligations.
~conclusions do not rely on acceptance of

- religious propositions. -

“substantive positions which they endorse can
“be appreciated by anyone of goodwill in that

they reflect what is found in common
-prohibitions, * virtues and
They believe that their

¢onsistent with all of this that the ethic they
elaborate may have its best and most

- characteristic expression in Christianity., But
- that seems to be different from saying that it

is ‘only’ adequately and reliably illuminated .
© by the life and teachings of Christ.

In drawing on Cathoelic social justice

 teachings (as expounded In papal encyclicals)

and on Catholic bioethical thought, the

authors outline a context in which health care .
~allocation ought to be attcnded tang_ :
: account of - R

the dxgmtv of all human pexsom
. the right fo life and to health care,

- the poor and smk (especmily those who
are elderly),

- communal 1Lsp0nsx‘mhuu; to pzowde )

R ‘health care,
-+ the limits of property ownership, -
- the principle of subsidiarity, and .

~the model of_the.Good Samaritan, .

" In part six, the implications of the proposed

. moral framework {or public policy are

T considered, Such.matters as ‘how much’ -
ought to be allocated to health care, the. -
- recognition of rights-claims to health care,
distributional criteria, the roles of government -
and the private sector, and g gatekeeping are

- addressed. . This section concludes in noting

12

‘Qf course it is-

" Overall, the authors are concerned to avoid

. those approaches to health care allocation

which may harm the practice of health care,
discriminate against groups of patients, and
damage the character of social relations,

~including those of the health care professions

with their patients. ' In providing a more

- substantial understanding of the human good,

of human persons, of human communities

.and of the common good, as well as a

substantive conception of health care itself,

_ they may well have 1eaiisu.1 then ovmall o

m Lmtion

n noting the necesmtv of cthzcal guidance
as a determinant of resource allocation policy,

the authors stress that ethics is but one
determinant; they do not, then, “aspire to

_provide a blueprint for resource allocation’,
However, this book will appeal, nonetheless,

-~ 1o health care and social welfare policy
advisers, _ _
_ Ciinicians, and m_teiested members of the
_ - public. Moreover, the seriousness of its claims

the principle of a preferential option for . cannot be overlooked by anyone engaged in

‘the field of health care ethics.

health . care adnum_s,i_ratox s,

indeed,
_he_"zl_thcau, administrators, ¢ ,haiged with the
responsibility -to . make wise and just

_ ~allocations of the community’s resources,
“would do well to make it the sub}(,ci of .
"quf;tamed 1eﬂechon S :
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