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I thank Dr. Erica contributing her article, and Dr. Julia
Cheung for inviting o) write this response. It gives me the

opportunity to reflect on‘tlie issues of Dr. Lee’s article from both
theological an@r%yperspectives. In my response, I will mainly
focus on si@am& ere patients are seriously or terminally ill.

N
Medises, suffering and death are facts of life. In our daily
lives@ encounter situations when our family members, relatives
or friends-bécome seriously ill. At some point we may need to decide
whether to continue with certain medical procedures, but making
is decision can be very stressful for the patients and their families.
n the one hand, we believe that human beings are born with dignity,

as all humans are created in the image of God (Gen 1:27), such that

their lives should be respected and they should be provided with
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the appropriate medical care. On the other hand, we also want &
to alleviate the pain of our patients, but while some of the pain

is directly caused by the disease, some is related to the me
procedure. As the disease progresses, the patient’s life exp *
will be shortened. In the remaining days, the patient’s

life will become more important than before. It is als this time

that the consideration of continuing or withdrawing{from treatment

becomes more complicated. &

Regarding the above issues, Dr. Lee

good and detailed discussion in her artic
decide whether a treatment is ordoix% roportionate), which
should always be provided to the patients; or that the treatment
is extraordinary (disproportion arid we have no absolute
obligation to use it.! Accordi@?vangelium Vitae, “To forego
extraordinary or disproporti e means is not the equivalent of
suicide or euthanasia; it rather/@xpresses acceptance of the human
condition in the face ath.”? When judging whether a treatment
is ordinary or eoxtr rdinary, we can follow ethical principles and

guidelines, taking Bt ccount the seriousness of the disease, the

hope of recover ter the treatment, the reasonable desires of the

patient and ctatives, the quality of life of the patient and
whether the treatment is excessively burdensome for the patient
and the.society, etc. However, in real-life practice, this decision is

nw o obvious and straightforward. There may be conflicts

QO

1 CCC,2278.
John Paul II, Evangelium Vitae, 65.
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of values between different stakeholders. There could also gg&
limitation of resources which make certain treatment infea
As a result, the clinical team must always exercise their juﬁéx%ent

to decide the possibly best treatment plan for the pag

As Dr. Lee’s article has already provided a veW%hensive
explanation on the views of different schools of thought on this

topic, I am not going to add other similar p stead, I would

like to share with readers my experiences indaily medical practice,
particularly during my time working i@pice (or palliative
care unit) before I eventually specialb@> amily medicine as my
lifelong career. I hope what I shoa help readers understand
how the clinical team can help_patients make decisions about

treatment options.

Palliative care i he specialties in the medical field.

It “improves the qua e of patients and that of their families

'

who are facing  © lenges associated with life-threatening illness,

whether physical;

supported be%

disinterest; ity,” and so “it should be encouraged.”?

@ts in a hospice are all suffering from serious illnesses

t
su&cancer, we quite often have to face the issue of whether to

ological, social or spiritual.”? It is also

urch* and considered as “a special form of

EE)

4 Cf. John Paul I, Evangelium Vitae, 65.
5  CCC,2279.

N’Vozr{d Health Organization, Palliative Care (5 August 2020), https://www.who.
% int/news-room/fact-sheets/detail/palliative-care [accessed 29 Sep, 2024].
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withdraw a treatment. In fact, this is not a momentary decision, but &
a process over a period of time. When caring for these patients;,

we need to look at them from a holistic perspective. After a pa

is diagnosed with a serious disease, he may have undergg;l :.

of medical procedures and know that his last day of life>will"be

in the foreseeable future. In addition to physical pairwr feel
depressed and worried about his family and loved ones. He may
have stopped working for a period of time due t(@s and may
be facing financial strain in his family. There so0 ‘be spiritual
problems, such as unsettled relationships wit amily, with God,
and with oneself. In this emotional state,the p ient may not be able
to correctly decide on the best treatm %on for him. So the most

appropriate thing to do at this mo s to relieve his pain first.

Within the clinical tea rt from doctors and nurses,
we can also have health¢ar essionals from other disciplines,
for instance, pharmacists, clinieal psychologists, physiotherapists,

occupational thera@s%@tians, bereavement counselors, medical
social workers, pa@are colleagues, as well as other hospital
t

Y

supportive staf] % many volunteers dedicated to supporting
and caring « ts. We work with the entire team to provide
differeni@n modalities to relieve the patient’s pain and help
him reflect, reconcile and plan for the rest of his life. Gradually,

the patient will feel better and be more able to discuss his treatment
p%: . In addition, family members should also be involved.

4 a holistic perspective, all humans have their physical,
Psy ological, social and spiritual dimensions. As human beings

have their social dimension, they are not alone. They have a special

relationship with their families. Family members play an important
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role in the patient’s life, and the patient also plays an importaé&
role in the lives of his family members. Therefore, when t‘i&
will

suffers, his pain also becomes the pain of his family.

become of the patient means a lot to the family. The @ the
importance of taking care of the family cannot be ig%g. Each
family member should also be supported and coWand their

own ideas, concerns and expectations about th&\patient should be

explored. They should be involved in discussi ut the patient’s
treatment plan, especially so when the pati comes comatose,
as they should be the ones closest to the t and best aware of

the patient’s needs and wishes. o @
N

While the final treatment not be clear at first, it will
emerge sooner or later after iscussions within the clinical
team and between the tea dfthe patient and family. During the
discussion, everyone//me o rely on rational thinking, respect
the emotions of the others;/consider the limitations of the actual
situation, and gespect everyone’s own conscience. In addition,
different heglt% fessionals can provide opinions relevant to
their expertis% ers, whether patients, family members, or other

is a dynamic and interactive process that continues

team mem
like discernment as we seek God’s guidance in a

over
church ¢ unity. The outcome can be quite different from what

itially expect. The patient and the family may change their

\% d see things differently: Treatment that was once considered
@ ensome may not feel so burdensome now; the patient may want

o0 extend his life for the sake of his loved ones; or the patient may
be content with his life, and having an inner peace, he can now let

go and accept death as a part of human nature.
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Finally, I would like to say that when caring for patients and &
their families, we need moral principles and guidelines to help
live in accordance with the teachings of the Church. At the s
time, we still highly value a personalized and holisticQ ,
so that treatment plans can be made in the context of theliying
conditions of patients and their families, thus allowi ility
and avoiding rigidity. In fact, these two directions should be
complementary rather than mutually exclusiv reflection,
I found that while working in the hospice was i %&a vety valuable
experience, and what I have learnt has been t help to my later
career as a family physician. Althou%p @nm I serve are now
in the community rather than in a hospi ey are basically in the
same situation in that they also o deal with challenges and
difficulties in life. Life is a mys humans have their moments

t

of happiness, but pain is in metimes we can feel lost with

the questions of suffering. Despite this, in our daily work, if we
walk with our brothers and sisters in need and try our best to help
relieve their sufferﬁl%ﬂl find that the Holy Spirit is actually

with us, and the@n@ ey is a transcendent process toward God.

cy~on all patients and their families.
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