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Euthanasia and Assisted Suicide 
Elements of Church Teaching 

BY REV. JAMES J. McCARTNEY, OSA, PhD 

T
I he popularity of Derek Humphry 's 
I book Final Exit,1 which explains how 
| to assist in someone's suicide, indi-

cues the need to review, from a num­
ber ot" perspectives, issues related to euthanasia. 
In the December issue of Health Progress, 
Stephen G. Post analyzed changing American 
attitudes toward the idea of a "good death" (see 
"American Culture and Euthanasia," pp. 32-37). 
In this column I briefly review elements of cur­
rent Roman Catholic ethical analyses of assisted 
suicide and mercy killing, focusing mainly on offi­
cial Church teaching while touching on revision­
ist perspectives where appropriate. 

BASIC POSITIONS 
Although the Catholic Church hopes and prays 
that ail people will experience a "good death" 
(the Greek meaning of "euthanasia") and docs 
not sec biological life as an absolute value that 
must be maintained at all costs, nevertheless it 
rejects assisted suicide and mercy killing because 
it considers these actions intrinsically opposed to 
the reverence for personal life that Christians arc 
called on to manifest and express. Church teach­
ing, in agreement with the teaching of Orthodox 
Judaism, interprets the Book of Genesis as hold­
ing that God is the source and author of life, that 
life is God's precious gift to us, that we are stew­
ards, not masters, of our lives, and that therefore 
the direct intention of taking innocent life, cither 
by active or passive means, is always objectively 
wrong. According to the Church, in performing 
euthanasia we make a decision (to end life) that is 
solely God's to make. This is the primary basis for 
the Church's absolute opposition to assisted sui­
cide and mercy killing, no matter how compas­
sionate and caring the motives. 

Revisionist moral theologians within the 
Roman Catholic tradition and some non-Catholic 
Christian cthicists would approach these issues 
differently.' Although they hold that biological life 
is an extremely important value, they would argue 
that life is not so much a gift of God as a manifes-
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tation of divinely originated loving activity in the 
world, an activity that should be supported and 
preserved by others manifesting their creative 
love, unless doing so causes such evil (suffering 
and death) that loving activity would be better 
manifested by other means. Revisionist thinkers 
such as Lawrence J. Nelson3would consider assist 
ed suicide and euthanasia acceptable only in situa­
tions in which serious harm would occur if the 
person were not killed or assisted in suicide and 
no other way exists to avert the evil. In this 
approach, the model of God as loving and creative 
ground of being is much more operative than the 
model of God as all-knowing lawgiver and judge. 

Sometimes, opposition to assisted suicide ami 
mercy killing is grounded on the "slippery slope" 
or "wedge" principle. According to this argu­
ment, once society grants healthcare professionals 
the right to kill a patient who requests death, it 
will be impossible to prevent them from perform 
ing euthanasia on anyone whose life they consider 
"not worth living." A major weakness of this 
argument is that the law can clearly distinguish 
between voluntary and involuntary assisted sui­
cide and mercy killing. 

Much more persuasive is the utilitarian philo­
sophical argument that, whatever we may think of 
assisted suicide or mercy killing, healthcare profes­
sionals should be prohibited from these activities. 
According to this argument, allowing physicians 
or nurses to participate in assisted suicide or mercy 
killing would erode public trust in these important 
professions because it would encourage the per­
ception that healthcare professionals simply do 
whatever patients want, even when these requests 
conflict with traditional canons of professional 
ethics. People who hold this position would argue 
that a breakdown of trust in healthcare profession­
als would be detrimental to society as a whole. 

REASONABLE EXCEPTIONS 
Although official Church teaching strongly 
opposes assisted suicide and mercy killing, it docs 
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munity service organizat ion . For 
example, when an explicit chanty pol­
icy is in place —one that everyone 
from the chief executive officer to the 
billing clerk understands—the hospi­
tal is more charitable. It treats poor 
people who cannot pay in a much 
kinder and more caring way than 
does a hospital with less clear charity 
policies. 

F o u r t h , we learned that many 
important programs are not necessar­
ily costly. For example, health pro­
motion and screening programs may 
be low cost but provide terribly 
important benefits to all populations 
in our communities. 

Finally, we learned that in spite of 
fiscal constra ints , we can protect 
important community services and 
services to the poor , and even 
enhance them, by including them in 
strategic plans and budgets. Members 
of our communities, especially the 
poor, the uninsured, and other spe­
cial populations, need us as much 
now as at any time in our history, and 
we can serve them if we plan to meet 
their needs. 

REINFORCING THE TRADITION 
I believe that we can and must 
address pressing healthcare needs in 
our communities. If we maintain and 
reinforce this tradition of community 
service and response to the poor, the 
results will be rewarding: 

• Through CHA's Social Account­
ability Hudjjet and other planning 
processes, we can sustain and increase 
our commitment to providing com­
munity benefits in response to needs. 

• We will be seen as part of the 
solution to the current healthcare cri­
sis, allowing us to take a leadership 
role in the design of policy solutions. 

• We will maintain our tax exempt 
status and the public trust exemption 
represents. 

• We will relieve some of the 
human distress inherent in a health­
care system that denies service to 
people in need. 

• We will preserve the tradition, 
started years ago by those who estab­
lished our tine institutions, by galva­
nizing communi ty resources t o 
respond to community needs. D 
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T Ihe Catholic tradition docs not 
insist on the prolongation of dying. 

not hold that all means must be 
employed to prolong and preserve bio­
logical life. Assisted suicide and rnercy 
killing are prohibited by a negative 
command (Thou shalt not kill), which 
binds absolutely. The command to 
prolong and preserve biological life, on 
the other hand, is a type of affirmative 
command that always allows for rca 
sonable exceptions (similar to the com­
mand to par t ic ipate at mass on 
Sundays). Thus the Catholic Church 
teaches that people arc only obliged to 
use reasonable means to prolong and 
preserve life and health, but not even-
means available in this age of high-
technology medicine. 

Specifically, papal teachings4 and 
other official Church documents" make 
ii clear that medical interventions may 
be refused or removed when the per­
son (or if the person is incompetent, 
the family or authorized surrogate) 
considers them unusual, burdensome, 
or futile. A treatment is unusual when 
the person believes that it does not tit 
well in the context of his or her life 
tight now. For example, a Third World 
missionary who gets seriously ill might 
legitimately choose not to return home 
for more advanced medical care, even 
though this decision might seriously 
shorten life or impair health. Burden­
some treatment is any that causes dis­
proportionate pain, suffering, psycho­
logical duress, economic hardship, or 
other dislocation. A treatment is con­
sidered futile when it will not restore 
well being within a reasonable amount 
of time. 

Persons may refuse or remove these 
kinds of interventions because they are 
extraordinary or disproportionate, even 
if natural death occurs more quickly as 
a result of this decision. Thus the 
Catholic tradition does not insist on 
the prolongation of dying, but does 
teach that the compassion and care we 
render to dying persons should not 
include the willingness to assist in the 

direct ending of their lives. Revisionist 
theologians generally accept this line of 
reasoning, although they would, as 
mentioned earlier, accept assisted sui­
cide and mercy killing in some limited 
situations. 

NEED FOR PERSPECTIVE 
Whatever their own position, those 
who wish to contribute to the debate 
on euthanasia should be familiar with 
changing attitudes on the issue, as well 
as the principles on which persons base 
their views. Persons familiar with 
Church teaching on euthanasia will 
have a valuable perspective on ^m issue 
that often creates tension between the 
dictates of compassion and a funda­
mental commitment to the sanctity of 
life. D 

For a more detailed analysis of euthanasia, 
see Principled and Virtuous Care of the Dying: 
A Catholic Response to Kuthanasia, by Rev. 
Richard M. Gula. SS—available for S3 from 
the Catholic Health Association of the United 
States, 4455 Woodson Road, St. Louis, MO 
63134-3797, or call 314-427-2500, txt. 258. 
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