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Abstract: In the 1990s, Kevin W. Wildes, S.J. emphasizes the &
importance of quality-of-life judgments in distinguishing between
ordinary (proportionate) and extraordinary (disproportio

means of treatments. Gilbert Meilaender ques

appropriateness of its application for incapacitatedm ts.

This article reorients their discussion to the proper.object of
burden and highlights the ambiguity of various terms (including
quality of life, burden, and hope of rec@aking into
account their subsequent writings and recen rch'guidelines,
I contend that Meilaender aptly analyzeteria on making
health care decisions, whereas 1@@6 a prophetic voice
on a holistic ethical approach i 'm of bioethics, giving
due respect to both the subj@cience of the individual

making the decision and t fective moral teachings of the
Catholic Church.

Keywords: Health care ethics, extraordinary (disproportionate)
treatment, ngg%%/l;ilaender, Kevin W. Wildes, ordinary

(proportionate
O

X

nt, quality-of-life judgment.
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1. Introduction &

Life is a gift from God. While we should preserve li
where possible, vitalism is to be avoided. The questiQ i do
we discern when the refusal or withdrawal of a medi&% tment
is morally justifiable? The Catholic tradition o uicfelines in
the discernment process by distinguishing betyween ordinary and

extraordinary means of treatment.

In 2016, the Pontifical Council f ral Assistance to
Health Care Workers issued the N ter for Health Care
Workers. The New Charter reitereﬁe& ¢ are morally obliged to
use ordinary means of treatmen e may reject extraordinary

means of treatments to preservelives.!

to be relatively straightforward in

itself, its application‘\can” be/complicated. As Thomas O’Donnell

says, one should wect the Catholic principle to be a “moral
& \

N

1 The Po %ouncil for Pastoral Assistance to Health Care Workers,

Ne tor Health Care Workers (hereafter The New Charter) (2016),
i . s. The National Catholic Bioethics Center (Philadelphia:
al Catholic Bioethics Center, 2017), 86. The position of The New
on the distinction between ordinary and extraordinary means of

Chart
atments is in line with The Ethical and Religious Directives for Catholic

Ith Care Services issued by the United States Conference of Catholic
\pis ps (USCCB) in 2009 (subsequently revised in 2018). See USCCB,
Ethical and Religious Directives for Catholic Health Care Services, 5th ed.

@ (2009), 56-57; USCCB, Ethical and Religious Directives for Catholic Health
Care Services, 6th ed. (hereafter ERD6) (2018), 56-57.
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slide rule” which provides clear answers to cases.? In fact, different &
approaches have been adopted by moralists to interpret this princ&

This paper analyzes the following three articles with
O
the issue of quality-of-life judgments in health care de&% in
the Catholic tradition: V
* Kevin Wildes, S.J., “Ordinary and Extraordinary Means
and the Quality of Life.”? &

* Response to Wildes’s article: Meilaender,
“Quaestio Disputata: Ordi d Extraordinary
Treatments: When Does Qou i Life Count?”*

* Response to Meilaender’s'cominents: Wildes, “Quaestio
Disputata: When Does lity of Life Count?”?

I proceed by first layin, e distinction between ordinary

and extraordinary treatments, fgllowed by a succinct summary of

the different views.of Wildes and Meilaender as well as the major

issues in disagree@en, I identify what factors contribute to
O \

nell, Medicine and Christian Morality (New York:
976Y, p. 63. See also John Berkman, “Medically Assisted

eilaender, “Quaestio Disputata: Ordinary and Extraordinary
eatments: When Does Quality of Life Count?” Theological Studies 58, no. 3
1997): 527-531.
5 ¥ Kevin W. Wildes, “Quaestio Disputata: When Does Quality of Life Count?”
Theological Studies 59, no. 3 (1998): 505-508.
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their divergent views, with a focus on the different interpretatioé& 5>

of Church guidelines. Taking into account their subsequent writi

and recent Church teachings, Meilaender highlights the distinetion
between letting die and allowing to die; whereas Wil%e
the direction of a holistic approach bearing in mind the%%c

of each case without falling into the trap of secular 1 télativism.

2. Distinction between Ordinary @ﬁtraordinm‘y
Means of Treatments @

On preservation of life, the ga lic-Church offers teachings

%QE accept or refuse medical
as at birth, in sickness, and

on how to make a decision on w

treatments during vulnerable ti

in dying. By accepting God’
to maintain life. We ar preserve our life where possible
under both approac@orality the morality of obligation
and the morality of happi

ourselves fromﬂ-@iple, we are prone to “meaninglessness and
unhappinesg@ 'gelium Vitae states.®

life of a person is precious, there is no moral

f life, human beings are obliged

ess. However, if we choose to isolate

obligatio eserve life by all means and at all costs. Extraordinary

treatments/are to be distinguished from ordinary treatments.’

\sj&ﬁ%Paul 11, Evangelium Vitae, 48.
onfe Catholic moralists prefer to use the terms proportionate vs.

disproportionate treatments instead of ordinary vs. extraordinary treatments.

For them, the latter may imply making health-care decisions in the abstract
manner, while the former highlights the “principle of the proportionality of
treatment.” For details of the principle, see The New Charter, 87. For a succinct
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While a person is morally obliged to accept ordinary (or & 5>

proportionate) treatments in health care decisions, one is at libe

to refuse or withdraw from extraordinary treatments. &

Turning to the particular circumstances of the patigs
or her resources, treatments are extraordinary (disWnate)
when the treatments “in the patient’s judgment [emphasis’ added]
do not offer a reasonable hope of benefit,”® or 5% ey “impose

a heavy or excessive burden (whether materi hysical, moral,

or economic) on the patient, his [or her] embers, or the

health care institution.”® On the other the treatments are
Q
reasonably useful and not burdensdﬁ%

a patient is morally obliged to use

ey are ordinary and

However, what appears to inary treatment to a physician
may be viewed as extraor e patient. For example, while a

treatment is ordinary for the"doctor from the medical point of view

because it is typicaol, g%ted, and not experimental, a patient may

judge that this sam, % ent is extraordinary with respect to the

usefulness and b f the treatment, taking into account his or

her own situa@

anal gs/th istinction between the terminology, see Benedict M. Ashley,

Jean K. di is, and Kevin D. O’Rourke, Health Care Ethics: A Catholic

ogical Analysis, 5th ed. (Washington, DC: Georgetown University Press,

. 186. In this article, the terms ordinary and extraordinary are adopted in

%%mt their usage (albeit not in an abstract sense) by Wildes and Meilaender.
6,57.

e New Charter, 86. This positon is in line with ERDG, 57, which states that
treatments are extraordinary when they “entail an excessive burden, or impose
excessive expense on the family or the community.”

0  The New Charter, 86; ERDG, 56.

l6]
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The Church also indicates that we are always bound to ui&
certain life-sustaining measures which provide the basic necessi

of life including food, water, and air. For sick persons in a ve

state, medically assisted nutrition and hydratiog
MANH) represents a natural means of preserving life
be considered ordinary.!" This principle extends 08¢ patients
who cannot take food orally.'? However, MANK becomes morally
optional when it cannot reasonably be ex prolong life,

or when it is significantly burdensome for-the patient, or gives rise
to intolerable physical discomfort."

o
3. Views of Wildes and M '%der

In his 1996 article, Wil s that according to the Catholic
tradition, two factors a i@nt in deciding whether a medical
treatment is ordina@ordinary. First, for the treatment to
be ordinary and therefo
treatment itselp‘%fer some hope of benefit (spes salutis).” "
Secondly, eyenif there is such a hope, the treatment is considered

extraordina; ould be refused by the patient if it is burdensome

orally obligatory for the patient, the

to the pati

For des, the impact on the patient’s quality of life is

important in deciding whether that treatment is burdensome and

Noh&r{ Paul II, Life-Sustaining Treatments and Vegetative State: Scientific
Advances and Ethical Dilemmas, 4.
12 ERDG, 58.
13 Ibid.
14 Wildes, “Ordinary and Extraordinary Means,” p. 505.
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therefore extraordinary. Since “the assessment of the burdensome &
nature of a treatment is a quality-of-life judgment,” there does n
exist a definite rule for making such judgments in a universal maﬁ&

without due consideration of the different situations of pg

Wildes observes that as a result of technological>advances in
MANH procedure, there are confusions on the moral obligation
to use MANH for sustaining the lives of pati o are in a
vegetative state. In response to these uncertain somg groups of
bishops have issued guidelines which state @ANH should be
administered provided that it is useful i@nse that the patient
can assimilate the nutrition. WildesO that these statements
have indeed misrepresented the traditional teaching by reducing
the patient’s subjective quality-of<life judgment to some form of
objectified codes. Furthermorel,(while these guidelines largely focus
on patients with terminal/ll s, he believes that they contradict

with the Catholic tradition whielt holds that the decision on ordinary

and extraordinary tre nts is not limited to those who are dying.'®

In 1997, M '&ger publishes a response to the article of
Wildes. Mei agrees with Wildes’s distinction between
ordinary /and dinary treatments as well as the importance
of quality-of-lif¢ judgments in making a medical decision. In line

with Wildes’s views, Meilaender also emphasizes that a patient may

ss or burdensome treatments, and that the assessment is

to“the health situation of the patient. Furthermore, taking

15~ Wildes, “Ordinary and Extraordinary Means,” p. 507.
6 Ibid., pp. 508-511.
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into account the change in the patient’s condition, a treatment whi&

may be considered ordinary to a patient in the past may be@
extraordinary in some future point of time.!”

However, Meilaender disagrees with Wildoeative
comments on the objective guidelines issued b§\5\\0{?froups of
bishops. For Meilaender, Wildes has ignored the situation’when other
people need to make decisions on behalf of i itated patients.
Here, Meilaender quotes the example of an“unconse¢ious patient in
a vegetative state. When MANH is useful @Qming the life of this
patient who does not experience an , this feeding method
should be continued. However?@ient’s surrogates are

allowed to make the medical de€isionybased on the quality-of-life

judgments on patients and families, there is a possibility that they
might decide to withdraw “so that [the patients] will die,”
because “it is a burdefi to therest of us to feed them.”!® In order to
ensure that due respect i en to preserve the life and dignity of
the patient taking account his/ her patient’s own circumstances,
itis appropgat% jectify decisions in these cases. He points out

that Wildes “consi

refusing tre @ it for oneself and refusing it for another.” "

ently blurs the important distinction between

998, Wildes responded to Meilaender’s comments.
Hefadmits that in his 1996 article, distinction is not made between
e of a patient who decides for himself /herself and the

Q Meilaender, “Quaestio Disputata,” pp. 527-528.
18  Ibid., p. 530.

19 Ibid., pp. 528-529.
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situation where a surrogate has to make a medical decision for an &
incompetent patient. However, he opines that this distinction
indeed not necessary because it is not relevant for his discussio
ordinary and extraordinary treatments. Further along Meila “
line of argument, Wildes criticizes that Meilaender hN ed

to identity the different types of incompetent paWhose
who have never been competent and those who(are no longer

competent.” He continues to state that in discus ituation of
incompetent patients, Meilaender “confuses es“at hand by
implicitly equating treatments that are ‘usel d treatments that

are burdensome.”?°

o \
4. Why Different Opinions@

While the above arti s@r to have various points of
in\dispute are: How do quality-of-life

disagreement, the salient i

judgments relate to the distinction of ordinary and extraordinary

treatments? How d@e%’ understanding of personhood / personal
cis

identity affect the

treatment? \
Whi i 2 ad

n about the usefulness and burden of a

er focuses on the distinction between the

different sitpations of competent and incompetent patients in

decision=making, I propose to re-orient the discussion to the meaning
per object of quality-of-life judgment and burden.
@‘ ferent views of Wildes and Meilaender could have been

¢d by the ambiguity and different interpretations of these terms.

0  Wildes, “Quaestio Disputata,” p. 506.

| 10
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Although both Wildes and Meilaender use these terms, theé& 5>

meanings and applications as understood by moralists ca

radically different. Indeed, Wildes also emphasizes that language

and terminologies in the field of bioethics can ﬁu@. be
oversimplified.?! This observation is also echoed & nedict

Ashley, Jean deBlois, and Kevin O’Rourke, w emind their

readers “to realize that quality of life is an ambiguous term.”?

Wildes in his 1996 article points out t&%ﬁ: t “quality of

Q

Catholic theologians have becom ant to use it when they

life” is frequently employed by secular @éﬂ and social parties
to promote their support in euthz@ abortion. Therefore,
discuss the distinction of ordinary andextraordinary treatments.

Although Wildes re the ambiguity of this term,
he occasionally blur nary and extraordinary treatment
distinction on the interpretation of quality-of-life judgments as
corresponding too i) the quality of life as affected by the treatment,

or (ii) the qualit ifeas a result of the illness even with treatment.
O

The tpadi 1 Catholic teaching is that treatments are
extraordin hen they are unable to provide a reasonable
hope enefit or when they give rise to an excessive burden.
In other words, with respect to burden, the proper object of

ent is the burden as a result of the treatment. In his

@ Wildes, “Ordinary and Extraordinary Means,” p. 500.
Ashley, deBlois, and O’Rourke, Health Care Ethics, p. 189. See also Berkman,

“Medically Assisted Nutrition and Hydration,” p. 89.

23 Wildes, “Ordinary and Extraordinary Means,” p. 500.

11
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1996 article, Wildes disagrees with the 1992 statement of the & 5>

U.S. Bishops’ Pro-Life Committee which reiterates the distinction

between “a repugnance to a particular procedure and repugnan

life itself,”>* Q@

While Wildes aptly highlights that the benefit tregtment
“does not mean simply the prolongation of life,” his challénge on
why certain treatments “cannot be refused becau, ife effected
will be burdensome % may be subject to abuse&

In his response to Meilaender, Wil citly clarifies that
a patient is morally right to refuse @ ent on the basis that

“I do not want to live like that” afterc ering the quality of life

“that will result from a treatment22 question therefore hinges
on whether the discernment i on assessing the burden on
the patient because of thg/tre itself, or assessing the burden

of illness on the patient’s—qu of life. If one takes the latter

interpretation and OCQ%S? (i) the usefulness of a treatment in

providing remedy Q% ness itself, and (ii) the usefulness of a

treatment to acﬁie& recovery of health, it signifies a deviation

adition. With this deviated understanding of
iy,

from the Cat

the deficient of life (as a result of the illness rather than

because of 'the/treatment), one could indeed be advocating the

patientls right to die as he/she so wishes.

. B?&’Lops’ Pro-Life Committee, “Nutrition and Hydration, Moral and
storal Reflections,” Origins 21 (1992), p. 708, as quoted in Wildes, “Ordinary

nd Extraordinary Means,” p. 510.

25~ Wildes, “Ordinary and Extraordinary Means,” p. 510.
6 Wildes, “Quaestio Disputata,” p. 507.

|12
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One may refer to the view of Gerald Kelly, whose position&
that unless the patient objects, one should continue with M@
although this kind of prolongation of life is “relatively uség%
However, if the patient is incapacitated and is racg
in such a state that he does not profit spiritually%
professionals and the family may assume that tthoes not
want MANH. Nonetheless, as John Berkmadn aptly analyzes,

Kelly hesitates to propose this because oth regard him as

28

“Catholic euthanasia.” Therefore, he ps the” alternative of
“better pain management. @

Q

This is precisely the reason whﬂ@der defends that Church
teachings are necessary to counteract the “choice of death” preferred
by some patients and their surrogates in view of their illnesses.?
e -~ wo approaches among moralists

nary and extraordinary treatments.
One approach Ois?%rely assess the burden of the treatment

itself. The oth %% ch, which is widely used, is to assess both
the burdenoar%eﬁts of the treatment. This second approach

resonates @urch teaching.

aenider articulates that the assessment between ordinary
and\ extraordinary treatment should be made with reference to the
ient’s life as burdened by treatments. He states that patients
@ Gerard Kelly, Medico-Moral Problems (St Louis: Catholic Health Association
of the United States and Canada, 1958), pp. 128-141, as quoted in Berkman,
“Medically Assisted Nutrition and Hydration,” p. 82.

28  Berkman, “Medically Assisted Nutrition and Hydration,” p. 82.

29  Meilaender, “Quaestio Disputata,” p. 529.

|13
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“may choose a life that is shorter but relatively less burdened &
by treatments [emphasis added].”?® In other words, in line wi
Catholic teaching, a patient is morally right to choose a shorterq&

which is free of painful treatments. O@

David Kelly, Gerard Magill, and Henk ten ¢ in)their
icate that there
ility to carry
out humanly meaningful purposes,” and thereﬁg%suf rs from a

“lack of quality of life.” When the “benefi ntinued living”

are “outweighed by the burdens of the ife that is likely to
Q@

result from life-sustaining treatment sis added] or by the

burdens of the treatment itself, the'treatinent may be forgone.”>!

Contemporary Catholic Health Care Ethics also in

113

may come a point in time when a patient lacks

As Berkman observes, this type o ufficient ‘quality’ in life itself”
argument has become a choice if) life in itself, and is not merely

a choice about a medical/ife .32

Furthermore, t rm “hope of recovery” in itself could be
ambiguous. If a tre g%@ not useful in eliminating a disease but
is successful in‘abating the effects of the illness,> would this count
as having so of recovery? In this regard, Wildes’s proposal
to consiﬂ%%“%an being as a whole” and the importance of

is

discernm Ipful for the patients to consider her own situation.*

Oz

3 @%Ser, “Quaestio Disputata,” p. 528.
3%d .)Kelly, Gerard Magill, and Henk ten Have, Contemporary Catholic
alth Care Ethics (Washington, DC: Georgetown University Press, 2013),
128.
Berkman, “Medically Assisted Nutrition and Hydration,” p. 95.
33 Ashley, deBlois, and O’Rourke, Health Care Ethics, p. 186.
4 Wildes, “Quaestio Disputata,” p. 508.

| 14
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However, in his response to Meilaender’s article, Wild& 5>

in 1998 comments that when the patient’s “body is so brok

that it loses its potential for anything other than existin ere
is no obligation to continue treatment.*> Here, iew
of personhood gravitates towards the prevailing “ ¢thean”
anthropology—human beings earn their own ity through

their own works.*® This deviates from the C

the sanctity of human life—every human bei
stage of life or health, has the same dignity-an erly speaking
a person. This is because we are all cr the image of God
and God loves each one of us.”’ %av' said this, human life is not

we need the principle of ordi

to be preserved at all costs sinc s inevitable. This is why
nd’ extraordinary treatments to

discern when to accept and wh refuse a treatment.

S

5. Different Inte ations of Church Guidelines

Wildes and” der differ in their interpretation of Church
guidelines \@it@e to health care decisions.

N

icle, Wildes criticizes that the guidelines issued
by cértai of bishops on MANH neglect the importance
of quality<ef-life judgments. In response, Meilaender stresses

that\these guidelines are useful for surrogates who have to make

1bid.

@ Kelly S. Johnson, “Catholic Social Teaching,” in Gathered for the Journey:
Moral Theology in Catholic Perspective, ed. David Matzko McCarthy and
M. Therese Lysaught (Grand Rapids, MI: Eerdmans, 2007), p. 228.
37 Ashley, deBlois, and O’Rourke, Health Care Ethics, p. 189.

|15
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medical decisions for incapacitated patients. In these particular &

cases, Meilaender argues that quality-of-life judgments should n

be taken into consideration.’® In objectifying treatment decisi

Meilaender opines that the patient’s situation is welb

since the surrogates’ own quality-of-life judgments are ‘Mg e

imposed on subjects who cannot speak for themselves:

While Meilaender’s comments are helpfulsi tecting the

interests of incapacitated patients, the guidelr of the Church
apply to everyone—not just the sunogates@@o patients who

understand their own situation and who can
Q

for themselves.

In Wildes’s article, he iden o types of bishops’

> statement on MANH

statements. The Pennsylvania
“illustrates the tendency bot jectify the judgment about
ordinary and extraordin; and to misrepresent traditional

teaching.”* On the other-han ildes commends that the Texas

Bishops have madeO e%%]t statements to preserve the core of the

traditional teaching&
& \

38

and Extraordinary Means,” p. 508; Meilaender, “Quaestio
D See also Nicanor Pier Giorgio Austriaco, Biomedicine
An’/Introduction to Catholic Bioethics (Washington, DC:

“Ordinary and Extraordinary Means,” pp. 508-509, with reference

% lvania Bishops, “Nutrition and Hydration: Moral Considerations,”
Qrigins‘21 (1992): 541-553.

Ides, “Ordinary and Extraordinary Means,” p. 508, with reference to Texas
Bishops, “On Withdrawing Artificial Nutrition and Hydration,” Origins 20
(1990): 53-55. For a detailed analysis of the different views of the Pennsylvania
and Texas Bishops, see Berkman, “Medically Assisted Nutrition and Hydration,”
pp. 84-95.

| 16|
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To analyze the comments of Wildes, reference is made to ti?\gg
Declaration on Euthanasia issued by Congregation for the Do
of the Faith in 1980. The Declaration, which is usually re zﬁg%as
the source of teaching for the 1995 encyclical Eva@@ime,

states that,
t judgmént as to the

ed, its degree of

In any case, it will be possible to make a corre

means by studying the type of treatment to be
complexity or risk, its cost and the pos%&:

comparing these elements with the resu can be expected,

taking into account the state of the son and his or her

physical and moral resources [eom si ed].®

I now turn to the Pennsylva axops’ statement on MANH,
which is criticized by Wildes@ statement, the Pennsylvania
Bishops accept that for ns where a family “may have

reached the moral limfits of-its-abilities or its resources,” they are

f using it, and

“not morally obliged-to more.”* Taking into consideration
the particular s&ﬂ%)f each case, the Church teachings are not

merely objectif@@
O

With No the application of the principle of ordinary
and extrao ry treatments, Wildes appropriately points out
that tails a decision after weighing the benefits and burdens
of @ treatment, and that it is not only limited to decision made

ients who are close to death. While Pope John Paul II

See also The New Charter, 86.
Pennsylvania Bishops, “Nutrition and Hydration: Moral Considerations,” p. 549,

@ Congregation for the Doctrine of the Faith, Declaration on Euthanasia, 1V.
% 43

as quoted in Berkman, “Medically Assisted Nutrition and Hydration,” p. 88.

|17
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“seems to limit” the distinction of ordinary and extraordinary &

for those who are dying, the Church is indeed not restricting t

withdrawal of medical treatment on those who are terminall

N

By quoting the example of Church teachings~in feeding

Wildes observes.*

patients who are in a vegetative state through MANH years,
Meilaender also recognizes that Church guideli applicable

to those patients who are not dying. As he righ oints out, even

if Church guidelines in the administration o (in particular

the guidelines in the document of the
Q@

a departure from the traditional distm

extraordinary treatments, “they are wise to do so.”* What needs to

of the ordinary and

be defended is not the history or absolute traditional principle
of ordinary /extraordinary tre. Rather, we need to hold fast
to the intention of the princi the distinction is developed as a
means for us to achieve the gpal’of making moral medical decisions
of not preserving life%%costs (“the duty to do positive good”)
and at the same Otm% take innocent life intentionally (with the
absolute “duty to% doing evil”).% In our contemporary age,

ssues arise. Within this new context, the Church

of the times acts rightly to issue teachings in

order to gui hristians on moral and faith issues.

Mﬂdes, “Ordinary and Extraordinary Means,” p. 509.
45~/ Meilaender, “Quaestio Disputata,” p. 530.

46 Berkman, “Medically Assisted Nutrition and Hydration,” p. 81.

| 18]



Erica Siu Mui Lee/Quality-of-Life Judgments in Health Care Decisions

6. Subsequent Developments and Way Forward & b

The articles of Wildes and Meilaender under revi w;
written in the 1990s. In line with the position of the prg@'@rter
for Health Care Workers issued in 1995,%7 The New C% ssued

in 2016 continues to disapprove of artificial pr&@n of life

which does not confer any “real benefit” on the patient.*®

In the fourth edition of Bioethics: A<Primer)for Christians
published in 2020, Meilaender highlig

letting die and allowing to die. Suc

istinction between
tated, if one refuses
a medical treatment “so that [ita?i iginal]” the patient will
die, it is not the same as “allowi ic.”* Citing the example of
deciding on whether to perform\an ordinary surgery on a child with
Down syndrome, if the pa@hoose to refuse treatment for the
child because they re ¢ of the infant as unworthy of living

because of his/her disabiliti¢s, this is not allowing to die, but letting

the infant die. o %

In the @%'c tradition, the above scenario of letting die

&

(which co
quality-ef li cause of sickness; or a seemingly unworthy life to
live dged by human standard) is not endorsed because it aims

a&edea‘[h of a patient.

@ hg)Pontiﬁcal Council for Pastoral Assistance to Health Care Workers,

result of tiredness of life or perceived lack of

The Charter for Health Care Workers (Vatican City, 1995), 119.

48  The New Charter, 86.

49  Gilbert Meilaender, Bioethics: A Primer for Christians, 4th ed. (Grand Rapids,
MI: William B. Eerdmans Publishing Company, 2020), pp. 86-87.
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On the other hand, if a treatment is refused or withdrawn &

because it is excessively burdensome to the patient, the family,

and the health care institution, it does not constitute letting

The decision of allowing to die is in agreement wit};
teaching — it is morally acceptable to refuse extraordinary tréatme

which only prolong the patient’s life without any rea ge to

him / her. ii
In Wildes’s subsequent work Mor&cq aintances:

Methodology in Bioethics (2000), he hig

on his previous negative com the objectification of

Church teachings by the Pennsy ishops, who according to
Wildes “portrays life as an absolute)good” and therefore blurs the
traditional Church teaching the distinction between ordinary

and extraordinary treatments,®

<

Wildes in this &%ﬁork categorically states that bearing in
mind the conteomr% context of “multiculturalism” and “moral
pluralism,” it @ alse presumption that there is one universal

set of “riora

” which functions in an identical manner for
everyone:*"Turfiing to the particularity of each case without falling

into the trap of secular moral relativism, Wildes proposes that

ﬁes, “Ordinary and Extraordinary Means,” pp. 508-509.
evin W. Wildes, Moral Acquaintances: Methodology in Bioethics (Notre
Dame, IN: University of Notre Dame Press, 2000), pp. 5-6.
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various parties (including the patients, their families, physicia& 5>

and health care workers, organizations, institutions, and so

b}

act together as moral “acquaintances,” i.e. “moral fri .

While issues on bioethics primarily concern ig as
demonstrated in the question of what I should do in tl%% icular

situation, Wildes reorients our attention to the intw{works of
relationships that patients have with professionals and institutions.
As with the development of moral consci@he individual
level, he highlights the importance of educa
“moral identity” of institutions.>
The significance of Wildes%@on is the direction he

points towards a holistic ethical dpptreach for the field of bioethics.
t

r forming the

In the covenantal relationshi een health-care professionals

and patients, both partiecipate in the healing process.>

When patients or their rogates make a medical decision,
Christians do not merely1€ly on the secular right of autonomy
and the seculardi%\/%quality of life. Instead, the source of a free

and informgd @ of personal judgment is derived from the

“‘sacred an lable’ character of the human person.”>

ment of this principle of informed consent is the

b}

One essen

<l |
health-c of provision of important information

des, Moral Acquaintances, p. 162.
Ibid.} p. 175.
ERDG, 23-37.
Ashley, deBlois, and O’Rourke, Health Care Ethics, p. 192. See also
ERDG, 26.
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about the nature, the effect, and the risk of the treatment.’® Useless &
treatments should not be continued. The Church, in issuing h@
teachings on moral issues, helps Christians to form their conscié&

which is indispensable for making an informed conse%

what is right and good in this particular situation.

Applying Wildes’s proposed acquaintanceshi Marﬁes
to the quality-of-life judgment in health care isions, it brings
to the fore the importance of informed disce t on a holistic

approach—with an emphasis on the hum@%g (bodily life,

personal life, and soul) as a whole beari@md the situation of
the Catholic Church.

The emphasis of Wildes on the unigueness of each case resonates

Q
the patients, and as guided by the teac

with The New Charter and the rdtion on Euthanasia which

states that in making a healt ecision, one needs to bear in

mind the unique circu aced by the patient and his/her

resources (physical and moral)/>’

&

56 In Hong Ko he Code of Professional Conduct issued by The Medical
Counci ng stipulates that before the administration of invasive and
es;

majo plicit and voluntary consent from the informed patient
is re ter the physician’s explanation to the patient regarding
the,naturé¢—and risk of the treatment concerned. The Medical Council of

Hong Kong, The Code of Professional Conduct (October 2022), pp. 14-17,
ww.mchk.org.hk/english/code/files/Code_of Professional Conduct
lish ) Version) (Revised in_October 2022).pdf [accessed 24 September,
@24]- See also I ~ BHEKFEE - (MAETE : MBEEHER)
owards Sustainability: Medical Ethics and Professionalism) ( % :
FVEE T RS ARk 0 2018 ) - (8788 -
57 The New Charter, 86; Declaration on Euthanasia, IV.
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7. Conclusion &

In the Catholic tradition, ordinary and extraordinary SO
health care treatments are distinguished. Patients aroe@y to
refuse extraordinary treatments. With respect to tho% ents
which offer a reasonable hope of recovery a o mot entail

excessive burden on the patient (as well as his orher family and the

society), these treatments should not be refus

In this decision making process, th ular situation of the
patient, including quality-of-life jud and the effect of the
treatment on the patient, are cruéi assessing the benefits and

burdens of the treatment. Altho ¢ principle of distinction in

itselfis clear and straightforwatd, the-application can be complicated.

akzn health care treatments are

ific, it is apt for the Church to issue

While decision

patient-specific and t

guidelines to in Christians how to make these decisions.
opn Q . . .

However, differ retations of Church statements give rise

to contraryQ% s on the appropriateness and usefulness of

these guid
and byrden ell as different opinions on the proper object of
assessiment all contribute to diverse views of how this principle

should be implemented.

he ambiguity of terms such as quality of life

\Br ging Wildes and Meilaender together into dialogue,
have seen how different views of ethicists could highlight the
way forward—the indispensable role of objective guidelines as

appropriated by the educated subjective conscience in an informed
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context. This calls for a collaboration among the patient, his/her &
surogates, the physicians, the healthcare workers, as well as the

insitutions and organizations. All parties (Christians and sec

are “moral acquaintances” as Wildes puts it. As “mor @
we work together to understand the guidelines of the \;’ to
make informed and morally acceptable medical deWt the

vulnerable times of life.

S
@
'S
S
@
9
° v

&
X

o

| 24 |



