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Catholic hospitals must determine how to 
justly distribute scarce resources so that the hos-
pital can continue the healing ministry of Jesus 
Christ. The United States Conference of Catholic 
Bishops and the Catholic Health Association each 
have published statements regarding the distribu-
tion of limited resources during the crisis.4 Using 
their insights as points of departure, this article 
explains the key Catholic values that should 
inform the rationing of treatment. Further, it 
articulates specific guidelines for the rationing of 
scarce medical resources in Catholic health facili-
ties during the COVID-19 crisis. Because Catholic 
values are always and truly human values, these 
guidelines can be applied to the provision of 
treatment in non-Catholic facilities. In addition, 
Catholic medical ethics can and should draw on 
secular sources of ethical insight during the pan-
demic. Considering that it is critically important 
to engage in dialogue with secular medical ethi-
cists during the pandemic, we begin by articulat-

ing the rationing recommendations  produced by 
a group of ethicists led by Ezekiel Emanuel.

SECULAR GUIDELINES FOR RATIONING 		
DURING COVID-19
In an article in the New England Journal of Medi-
cine, Emanuel and his colleagues produced guide-
lines for the allocation of scarce resources dur-
ing the COVID-19 crisis.5 The guidelines invite 
decision-makers to ration treatment ethically and 
consistently by drawing on four fundamental val-
ues: maximizing benefit, treating people equally, 
promoting and rewarding instrumental value, and 
giving priority to the worst off.

These values produce six specific recom-
mendations. First, the maximization of benefit 
requires hospitals to give priority to saving the 
most lives and the most years of life. Here the 
priority is given to the sick who are expected to 
recover. Second, medical facilities should priori-
tize frontline health workers and those essential 
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to operating critical infrastructure. These people 
are not more intrinsically valuable, but they are 
more instrumentally valuable during a pandemic. 
Third, equals should be treated equally. Two 
patients with the same prognosis and life-year 
expectations should be treated equally. If there is 
a scarce resource — for example, a ventilator — 
the resource should be distributed via a lottery 
for such patients. Fourth, in order to maximize the 
number of lives saved, each specific intervention 
should be rationed according to different factors. 
For example, a vaccine should be distributed to 
those most susceptible to COVID-19, including  
those over 60 years of age. Fifth, participants in 
COVID-19 research should receive priority for 
some interventions. Finally, the allocation of 
scarce resources should pertain to all patients, 
not just patients suffering from COVID-19. This 
means that a ventilator might be denied a patient 
with chronic obstructive pulmonary disorder 
(COPD) so that it can be given to a patient with 
COVID-19, or vice versa.6

Emanuel and his colleagues explicitly employ 
a utilitarian lens to make their recommendations. 
So, too, did the Institute of Medicine (now the 
National Academy of Medicine) in their 2009 
report on caring for patients during 
a large-scale disaster, Guidance for 
Establishing Crisis Standards of Care 
for Use in Disaster Situation: A Let-
ter Report.7 This is problematic for 
Catholic health care ethics, as Cath-
olic ethics has consistently rejected 
utilitarianism.8 A Catholic account of 
rationing during this crisis requires 
an authentically Catholic ethical lens, 
with specific recommendations flow-
ing from its fundamental values. As I 
argue below, Catholic guidelines for the ration-
ing of treatment overlap in certain places with the 
recommendations offered by Emanuel et al. How-
ever, the rationale for these guidelines is distinc-
tively Catholic.

CATHOLIC VALUES, PRINCIPLES AND VIRTUES
A Catholic approach to the rationing of medical 
resources should draw upon the values, virtues 
and principles of Catholic health care. The United 
States Conference of Catholic Bishops offers four 
guiding values and principles in the Ethical and 
Religious Directives for Catholic Health Care Ser-
vices (ERDs): human dignity; the preferential 

option for the poor; the common good; and the 
stewardship of resources.

The Catholic Health Association produced 
general guidelines for the rationing of treatment 
in their 1991 document, With Justice for All? The 
Ethics of Health Care Rationing. Their guide-
lines reflect the core values and principles of the 
ERDs. CHA identified eight general principles 
that should guide the rationing of treatment: the 
need for rationing must be demonstrable; ration-
ing must promote the common good; a basic level 
of health care should be provided for all; ration-
ing must apply to all; the process of determining 
principles of rationing should be open and par-
ticipatory; ethical priority should be given to the 
unmet needs of the poor and uninsured; rationing 
should be based on human dignity, free from any 
wrongful discrimination; the social and economic 
effects should be monitored by the government.9

Let us take a closer look at the core values and 
principles that should guide the rationing of treat-
ment during the COVID-19 crisis.

Human dignity has two interrelated mean-
ings.10 Inherent dignity pertains to the God-given, 
transcendent, immeasurable value of each person. 
The inherent dignity of each person determines 

that each person is of equal moral worth. Some 
are stronger, more intelligent or more virtuous — 
but none is more valuable than another. Wealth, 
health and one’s profession are irrelevant to inher-
ent human dignity. Normative dignity requires 
people and groups to treat each person as a tran-
scendently valuable person and not as only instru-
mentally valuable. Inherent dignity is inviolable, 
while normative dignity can fail to be respected. 
Because normative dignity is respected through 
providing access to health care, medical facilities 
should distribute treatment according to medi-
cal need and not based on other factors, such as 
wealth.

The inherent dignity of each person 
determines that each person is 
of equal moral worth. Some are 
stronger, more intelligent or more 
virtuous — but none is more valuable 
than another. 



The common good emerges in social situations 
in which each person is given access to the goods 
he or she needs to live a life befitting a human 
person. Put differently, the common good exists 
when a society respects and promotes the norma-
tive dignity of all of its members. The common 
good differs from utilitarianism insofar as the for-
mer emerges when a society promotes the good 
of its all members. In contrast, the lat-
ter directs agents to do the action that 
produces the greatest overall benefit 
for the individuals affected by the 
action. While utilitarianism permits 
certain people and groups to be “left 
out,” the common good does not.

Pope Francis notes that the prefer-
ential “option [for the poor] is in fact, 
an ethical imperative essential for 
effectively attaining the common good.”11 Gustavo 
Gutiérrez argues that the preferential option for 
the poor “implies a universal love that excludes 
no one, and at the same time a priority for the 
least ones of history, the oppressed and the insig-
nificant.”12 Directive 3 of the ERDs names those 
groups of people who count as the “oppressed and 
insignificant.”

Catholic health care should distinguish 
itself by service to and advocacy for those 
people whose social condition puts them at 
the margins of our society and makes them 
particularly vulnerable to discrimination: 
the poor; the uninsured and the underin-
sured; children and the unborn; single par-
ents; the elderly; those with incurable dis-
eases and chemical dependencies; racial 
minorities; immigrants and refugees.

In order to promote the common good, society 
must prioritize the well-being of these groups.

Crucially, for this study, the bishops pres-
ent responsible stewardship of available health 
resources as a central value: “Responsible stew-
ardship will be concerned both with promoting 
the … right of each person to basic health care … 
and with promoting the good health of all in the 
community.” Responsible stewardship “of limited 
health care resources” should “provide poor and 
vulnerable persons with more equitable access to 
basic care.” Thus, both the common good and the 
preferential option for the poor should guide the 
distribution of scarce health care resources.

There are two specific directives from the 
ERDs that are pertinent to this topic. Directives 
56 and 57 pertain to end-of-life decision making. 
They direct patients to consider the benefits and 
burdens of treatment when deciding which treat-
ments are morally obligatory and which are mor-
ally optional. Importantly, these directives also 
guide the patient to consider the burden that a 

medical treatment may impose “on the family or 
the community.”13 Here patients are guided to con-
sider the effects of their treatment plan on family 
members and the larger community.

In a situation of medical scarcity, the obligation 
to responsibly steward limited resources com-
mands the medical facility to determine which 
patients will be offered and which will be denied 
access to these resources. There is no moral obli-
gation to do what is impossible.14 In situations of 
limited ICU beds, ventilators and medical person-
nel, the medical facility is not obligated to offer 
care that it cannot provide.

Drawing on directives 56 and 57, Catholic med-
ical facilities should consider the medical ben-
efit that a treatment is expected to provide and 
weigh that against the burdens that the treatment 
imposes on the patient and the community. In 
general, patients who are expected to medically 
benefit from a treatment should be prioritized, 
while patients for whom a treatment is expected 
to be less medically beneficial should be depri-
oritized for treatment. However, patients who 
are denied therapeutic, life-sustaining treatment 
should never be abandoned. Normative dignity 
requires the provision of basic health care, typi-
cally including nutrition, hydration, cleanliness, 
warmth and palliative care.

The values and principles presented above are 
not self-applying. In order to implement these 
values and principles in the rationing of medi-
cal treatment, decision-makers also should con-
sider the following virtues. Charity is the virtue 
by which a person loves God and all those whom 

The common good emerges in social 
situations in which each person is 
given access to the goods he or she 
needs to live a life befitting a human 
person.
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God loves, including all of one’s neighbors.15 Dur-
ing a pandemic, this love of God and neighbor 
works through three key virtues: prudence, mercy 
and solidarity. These virtues guide the agent to 
ration medical treatment rightly. Prudence is the 
virtue that guides practical reasoning. Through 
prudence, the agent considers the intended end 
and then chooses the actions that rightly attain 
the end. The prudential person necessarily under-
stands the circumstances of a situation and then 
recommends the action that realizes the intended 
goal given those circumstances. Mercy orients 
us to the poor, the vulnerable and the sick. It is 
the virtue of “being affected with sorrow at the 
misery of another as though it were his own,” and 
“endeavor[ing] to dispel the misery of this other, 
as if it were his.”16 The works of mercy, such as car-
ing for the sick, enact the virtue of mercy. Solidar-
ity orients us to the common good. It is the virtue 
by which a person works with others, especially 
the vulnerable, to promote the well-being of the 
vulnerable and, as a result, the common good.17

To summarize, a Catholic health care facility 
should:

1. Respect the inherent and normative dignity 
of all patients;

2. Provide access to medical care for all in a 
community;

3. Dedicate itself to advocating for and serving 
the medical needs of the poor and vulnerable of a 
community;

4. Responsibly steward limited medical 
resources by accounting for the medical benefits 
and burdens to a patient, as well as the 
burdens imposed on the community.

CATHOLIC GUIDELINES FOR RATIONING 		
DURING COVID-19
Seven specific guidelines for the 
rationing of limited medical resources 
during the COVID-19 crisis emerge 
from the ethical values, principles 
and virtues presented above. While 
these guidelines reflect many of the 
insights of the CHA’s 1991 document 
on rationing, they address the unique 
challenges that have emerged from 
the COVID-19 pandemic.

1. Catholic medical facilities should focus on 
the Christian mission of showing mercy to and 
providing care for the sick. All patients should 
receive merciful care. Catholic facilities should 
recall the words of Pope Francis, that “even if 

we know that we cannot always guarantee heal-
ing or a cure, we can and must always care for the 
living.”18

2. The common good directs Catholic medi-
cal facilities to prioritize treatments for medical 
professionals.

3. The preferential option for the poor demands 
that medical facilities provide special attention 
and care for poor and vulnerable persons, who 
often have been excluded from receiving care. 
This applies to the vulnerable groups mentioned 
in directive 3 of the ERDs, such as persons who are 
undocumented, persons suffering from homeless-
ness, members of racial minorities and persons 
with physical and mental disabilities. These per-
sons will receive a just ration of care and treat-
ment during the COVID-19 crisis only if hospitals 
intentionally and explicitly follow the bishops’ 
directive to provide special service and advocacy 
for these people.

4. Scarce resources should be distributed 
according to the expected medical benefit to 
the patient. Patients who are most likely to ben-
efit medically from an intervention should be 
prioritized for that treatment. Non-medical fac-
tors, such as age, physical or mental (dis)ability, 
nationality, race, ethnicity, criminal history and 
medical insurance status should not be accounted 
for in the distributional analysis.

5. In situations in which patients are expected 
to realize the same qualitative benefit from an 
intervention, the medical facility can consider the 
expected duration of the benefit. In such cases, 

the patient with the longest duration of expected 
benefit from an intervention should receive prior-
ity. For example, if patient A is expected to survive 
for a few weeks on a ventilator, and patient B is 
expected to survive indefinitely, then the ventila-

The works of mercy, such as caring 
for the sick, enact the virtue of 
mercy. Solidarity orients us to the 
common good. It is the virtue by 
which a person works with others, 
especially the vulnerable, to promote 
the well-being of the vulnerable and, 
as a result, the common good.



tor should be given to patient B.
6. Medical facilities can withdraw a treatment 

from a patient in order to reallocate a limited 
resource to a different patient who is expected to 
realize a more significant medical benefit from 
the treatment. This applies even if the cessation of 
the treatment is expected to result in the death of 
the patient. In such an instance, Catholic teaching 
holds that medical facilities that withdraw life-
sustaining treatment have allowed the patient to 
die of her underlying condition; the facility has 
not killed or euthanized the patient.19

7. The rationing of care should be done on a 
case-by-case basis, accounting for the expected 
medical benefit of a treatment to individual 
patients. A case-by-case method is far superior 
to an abstract or “blanket” method of rationing, 
which categorizes individuals into groups, such as 
those over 65 years old.20 A facility’s ethics com-
mittee should be engaged in rationing decisions 
to the degree that this is possible. Due to potential 
conflicts of interest and the potential for moral 
distress, physicians and nurses who provide 
direct treatment and care for patients should not 
be involved in rationing decisions.

Catholic facilities must reject the “quality of 
life” of a patient as a criterion for the allocation of 
scarce medical resources. Because of their equal 
inherent dignity, the physically and mentally dis-
abled should have equal access to scarce medi-
cal resources as do the non-disabled. 
Facilities should employ the same 
analysis for this patient population as 
with all other patient populations. In 
practice, patients with comorbidities 
will be deprioritized in the rationing 
of certain interventions, such as ven-
tilators, because such patients typi-
cally will not be expected to receive 
substantial and lasting benefit from such inter-
ventions. However, this deprioritization would 
result from the patient’s inability to derive benefit 
from the intervention and not from the fact that 
the patient suffers from an alleged low “quality of 
life” or has a physical or mental disability.

As noted above, Catholic facilities should not 
disadvantage patients for treatment based on 
age. Such blanket exclusions violate normative 
dignity. Catholic hospitals should ration scarce 
resources based on expected medical benefit, not 
non-medical factors, such as age.

Guideline #5 above recognizes that medical 
facilities may rightly account for the expected 

duration of a benefit in the distribution of a scarce 
resource. In situations in which two patients are 
expected to benefit from an intervention and 
are expected to be discharged from the hospital 
post-intervention, the scarce resource should be 
offered to the patient who is expected to enjoy the 
benefit for the longer duration. If all other health 
factors are equal between the patients, medical 
facilities should offer the resource to the younger 
patient. This decision responsibly stewards the 
resource because the younger patient is expected 
to enjoy the benefit of the intervention for the lon-
ger duration.

For example, imagine a case in which two 
patients, one 40 years old, and the other 80 years 
old, are expected to be discharged from the 
hospital after mechanical ventilation. Neither 
patient has a comorbidity. In such an instance, 
the ventilator should be offered to the 40-year-
old, because the duration of the medical ben-
efit to the 40-year-old is expected to be longer 
than the benefit to the 80-year-old. In this case, 
age indirectly guides the distribution of a scarce 
resource. An alternative scenario demonstrates 
that age is not the determining factor. Imagine a 
scenario in which two patients, an 80-year-old 
patient with no comorbidities and a 40-year-
old patient with COPD, require a ventilator. The 
medical team determines that the ventilator pro-
vides the 80-year-old with a reasonable hope of 

survival and eventual discharge from the hospi-
tal. The medical team is doubtful that, given his 
lung condition and the acuity of his COVID-19, 
the 40-year-old can be weaned from the ventila-
tor. In this case, the ventilator should be offered 
to the 80-year-old, as he is expected to realize a 
more significant medical benefit from the venti-
lator than the 40-year-old.

CONCLUSION
The above analysis supports the general principle 
that Catholic facilities should prioritize life-sus-
taining treatment for those patients for whom the 
treatment provides the most significant medical 

Catholic facilities must reject the 
“quality of life” of a patient as a 
criterion for the allocation of scarce 
medical resources. 
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benefit. In a time of scarcity, this principle enables 
Catholic facilities to withhold, withdraw and real-
locate life-sustaining treatment as needed. How-
ever, as this analysis has demonstrated, Catholic 
health care is about more than medical treatment: 
it is a continuation of the ministry of healing and 
mercy of Jesus Christ. During the COVID-19 cri-
sis, Catholic health care should continue to pro-
vide care for all, because all are God-loved.21

DANIEL J. DALY is associate professor of moral 
theology at Boston College School of Theology 
and Ministry.
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