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Tfje Catholic Health 
Association and the 
Center for Health 
Care Ethics at the 
St. Louis University 
Health Sciences 
Center are collabo
rating to publish a 
series of articles on 
the Ediical and Reli
gious Directives for 
Catholic Health 
Care Services. This 
article is the first in 
the series, written by 
Sr. deBlois, CHA's 
senior associate for 
ethics, and Fr. 
O'Rourke, director 
of the Center for 
Health Care Ethics. 

INTRODUCING THE 
REVISED DIRECTIVES 
What Do They Mean for Catholic Healthcare? 

I
n November 1994, the Bishops of the 
United States approved a revised version 
of the Ethical and Religious Directives 
for Catholic Health Care Services (ERD) 
and recommended their implemcntion by 

diocesan bishops. The acceptance of the ERD 
brings to completion a consultative process that 
spanned seven years and included input from 
hundreds of persons involved in the Church's 
health ministry. 

The ERD are a set of principles that inform the 
provision of health services under Catholic spon
sorship. These standards are not a set of a priori 
rules. Rather, they are conclusions drawn from a 
faith-inspired vision of the human person and the 
experience gained from providing holistic health
care. Moreover, the ERD arc not to be followed 
blindly. They must be applied to individual cases. 
For example, the directives regarding ordinary and 
extraordinary means to prolong life (Directives 56, 
57) may not be applied until the physiological con
dition of the patient and die potential for recover
ing human function (i.e., the diagnosis and prog
nosis) are known. The value of the ERD is 
expressed in the statement of purpose contained in 
die preamble: "first, to reaffirm the ethical stan
dards of behavior in health care which flow from 
the church's teaching about the dignity of the 
human person; second, to provide authoritative 
guidance on certain moral issues which face 
Catholic health care today." Finally, the preamble 
notes tiiat die ERD are subject to periodical review 
by the National Conference of Bishops (NCCB) 
"in order to address new insights from theological 
and medical research or new requirements of public 
policy." 

It should be noted as well that, while the newly 
revised ERD are greatly expanded over previous 
versions, they remain only a part of the much 
b roader moral t rad i t ion of the C h u r c h . 

Moreover, die ERD focus on just a fraction of 
the issues that arise in the provision of health ser
vices today. Thus, when seeking to ensure the 
ethical integrity of Catholic-sponsored health
care, it is not sufficient to rely solely on the ERD 
for guidance. Other sources of moral wisdom 
must be consulted as well (for example, the social 
teaching of the Church on matters of justice and 
the common good and the preferential option for 
the poor, and other sources). 

The goal of the ERD, then, is to promote con
sistency between what is done under the auspices 
of Cadiolic sponsorship and Church teaching on 
moral matters as these relate to the provision of 
health services. Appropriate regard for the signifi
cance of the ERD in pursuing this goal depends 
on an adequate understanding of the foundation
al reality that both grounds and gives rise to die 
Church's health ministry. 

MISSION AND CATHOLIC HEALTH MINISTRY 
Ministry in the Church is a means toward an end, 
a vehicle for achieving God's purposes in cre
ation. The theological theme that expresses most 
adequately the content of those purposes, and 
thus the content of and manner in which ministry 
must be done, is MISSION ("MISSION" in cap
ital letters connotes the ontological reality that 
gives meaning to all the ministry's activities. It is 
distinct from "mission," which refers to how ser
vices are provided.) Further, since all ministry in 
the Christian tradition begins with Jesus,1 any 
consideration of ministry must begin with an 
exploration of Jesus' own ministry. 

Jesus is the one sent by God, the Missio Dei, 
who came to reestablish God's reign among all 
peoples. In Luke's account of the Gospel Jesus 
outlined what being God ' s MISSION in the 
world required of him by applying the words of 
the prophet Isaiah to himself: "The spirit of the 
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Lord has anointed me ~~^r~ validity of that procla-
and has sent me to pro- mat ion . Because the 
claim good news to the # ministry, like Jesus , 

poor, release to the I c S U S ' l lC3.1in£ he ld must engage those per-
captives, recovery of m © sons and structures on 
sight to the blind, lib- t^- behalf of the reign of 
erty to the oppressed, . I . God , the ERD offer 
to announce the year cLTl U T l p c l C t c H l C i l l T l D O r - guidance in this regard 
of the Lord 's favor" as well. Thus the ERD 
(Lk 4:18-19). offer an opportunity to 

Everything that Je * - l i n r p hp\f/^nrl thxf* explore in greater 
sus d id , that is, his LdllV^V^ U V y V J I l U . U l t depth the meaning and 
ministry, was done as a goals of the Church's 
means of making the # health ministry in 

substance of this decla- O l l V S l C c U T C c l l l T l . today's environment, 
ration reality. While his •£ J To take advantage of 
actions focused often this opportunity, per-
on the physical needs sons associated with 
of persons, the effects of his activities in response the Catholic health ministry should read, study, 
to these needs had an impact and importance and discuss not only the specific directives but 
beyond mere intervention in the physical realm. also the broader theological context that gives 
When Jesus cured the woman suffering from rise to the directives. 
hemorrhage, for example, he did more than 
restore an individual to physical health. Through HISTORICAL DEVELOPMENT OF THE ERD 
his interaction with the woman and the manner Ethical norms for Catholic healthcare facilities in 
in which he healed her, Jesus declared to the the LInited States were originally developed in the 
community which had cast her out because of her 1940s and 1950s as an unauthorized collection 
affliction that the reign of God is inclusive of all offering guidance in "sound Catholic teaching" in 
persons without distinction. regard to the practice of medicine in Catholic hos-

In all that Jesus did, then, he announced and pitals.' Rev. Gerald Kelly, SJ, one of the pioneers 
described the characteristics of God's reign and in the field of medical ethics in the United States, 
worked tirelessly to break down any impediments wrote the first comprehensive set of ERD at the 
to its full realization. In its ministr)' today, the request of the Catholic Hospital Association 
Church is charged to do the same. Thus we read (CHA) in the early 1950s. CHA published these 
in the Decree on the Apostolate of the Laity of directives, which, however, had no canonical force 
the twofold activity of the Church in MISSION: until they were approved by a bishop for his dio-
proclaiming the message of Christ and penetrat- cese.4 Many dioceses with several Catholic hospi-
ing and perfecting the temporal sphere with the tals did in tact approve the CHA directives, 
spirit of the Gospel.-' Because the original ERD of the CHA were not 

The significance of the ERD can be under- an authorized version, and because they were sub-
stood only in light of what MISSION is and ject to various interpretations, they resulted in a sit-
requires. Thus, in setting forth the norms for uation called "geographical morality," meaning that 
behavior with regard to the way Catholic health something allowed in one diocese might be prohib-
services are provided, the ERD seek to proclaim itcd in another. The main issue leading to geo-
in contemporary terms those attitudes and behav- graphical morality was the definition of contracep-
iors which are most consistent with furthering rive sterilization. Specifically, there was disagree-
God's reign of love and justice (e.g., regard for merit among dieologians concerning the nature of 
the dignity of the person and the inviolability of sterilizations designed to avoid pathologies that 
innocent human life; respect for the meaning of might result from future pregnancies.5 For example, 
human sexuality and of the transmission of new was a tubal ligation performed to avoid predictable 
life; appropriate care of the dying and attention renal malfunction if the woman should become 
to the spiritual dimension of all persons). pregnant a contraceptive procedure? Or was it rea-

In addition, the revised ERD acknowledge that sonable medical therapy? Some dioceses followed 
current changes in the broader healthcare system the theological opinion that such surgical procc-
iiecessarily locate the Catholic health ministry durcs were not direct sterilizations and therefore 
within a social context where many persons and permitted diem; others did not. 
structures either do not or cannot accept the Because of geographical morality, the CHA 
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asked the N C C B to 
compose one set of 
directives for the entire 
country. In 1971 a new 
set or directives was 
approved by the 
NCCB. 6 Minor addi
t ions were added in 
1975. Ironically, the 
ERD of 1971 did not 
settle clearly the ethical 
issue concerning steril
izat ion to avoid the 
physiological patholo
gies predic tab le be
cause of pregnancy. In 

1975, the question was 
referred to the Vatican 
by the NCCB, and the Congregation for the 
Doctrine of the Faith (CDF) offered the theolog
ical opinion that sterilizations of this type were 
cont racept ive and therefore prohib i ted in 
Catholic healthcare facilities." 

REASONS FOR REVISION 
Many changes in the provision of healthcare have 
occurred since 1971—changes that predate the 
recent efforts of the federal government to revise 
the manner of providing and paying for healthcare. 
For example, there have been significant changes 
in the practice of medicine. When the most recent 
ERD were written in 1971, in vitro fertilization 
and reproductive technologies had not been devel
oped; and mechanical devices to prolong life, such 
as artificial hydration and nutrition and respirators, 
were not as advanced as diey are now. 

At the same time, a number of developments 
within the Catholic Church have affected the 
ecclesial mission of healthcare. For example, there 
are fewer members of the religious congregations 
that sponsor and staff Catholic healthcare facili
ties. The laity have a more dominant role in all 
phases of the healthcare ministry, and Catholic 
healthcare facilities have a greater need to cooper
ate with non-Catholic facilities. 

Other changes that prompt the concern of the 
Catholic Church are social or legal in nature. 
Some examples: the number of people who do 
not have adequate access to healthcare; the 
increasing expense of healthcare; public health 
issues such as AIDS; the development of advance 
directives; and the desire on the part of some to 
legalize euthanasia. These medical, social, and 
legal changes present challenges for which 
Catholic healthcare must make practical provi
sions. The Catholic bishops addressed some of 
these contemporary ethical issues in healthcare in 

a 1981 pastoral letter, 
Health and Health 
Care, which presented 
"the theological princi
ples which guide the 
C h u r c h ' s vision of 
heal thcare and ex
pressed once again the 
full commitment of the 
Church in the United 
States to the health 
care ministry."8 This 
document is still opera
tive and explains the 
general vision of health
care offered in the 
name of Christ, but it 
does not contain spe

cifics implementing this vision for healthcare 
facilities. 

As the result of various changes mentioned 
above, several people in Catholic healthcare suggest
ed that it was time for a total revision of the ERD. 
In July 1988 a subcommittee of the Committee on 
Doctrine of the NCCB solicited the help of five 
agencies capable of assisting id the project: CHA, 
the Pope John XXIII Center, the Center for Health 
Care Ethics/Saint Louis University Health Sciences 
( e n t e r , the Medical-Moral Board of the 
Archdiocese of San Francisco, and the Kennedy 
Institute of Ethics at Georgetown University.9 As a 
result of extensive consultation, in May 1990 the 
subcommittee published a "Rationale for Revision," 
began the process of revision, and launched the 
rewriting of the ERD in earnest. 

The subcommittee charged with doing the 
groundwork for the revised ERD worked its 
way through five drafts. After each draft, the 
document was sent to the aforementioned five 
agencies for observations and suggested cor
r e c t i o n s . The s u b c o m m i t t e e ' s w o r k was 
assumed by the full Committee on Doctrine in 
1993. The committee edited at least five more 
drafts, each one being submitted for observa
tions to competent consultants. 

Finally, in fall 1994 the final revision of the 
directives was submitted to the NCCB after 
having been sent to the CDF for review. The 
ERD of 1994 sums up the revision process by 
stating: "During the process of revision, the 
Directives were refined through an extensive 
process of consultation with bishops, theolo
gians, sponsors, administrators, physicians and 
other health care providers."'" It goes on to 
say: "Because of the continued change in the 
health care field the document promises that 
the Directives will be reviewed periodically by 

1 \ ledicaL social, 

and legal changes have 

presented challenges 

to Catholic healthcare. 
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the NCCB to address • • ^ the goals that shape 
new insights from the human activity.'2 

theological and medi- I 
cal research or new Y\£* P / \ l ) r l T ^ 1T1 ^'1C d ia logue bc-
requirements of pub - ^ ^ ^ - tween medical science 
lie policy." and Christian faith has 

i • * i I for its primary purpose 
AUDIENCE OF THE REVISED a C C O l U W i t h t l l C gOcl lS the common good of 
cRu all human persons. It 
The general introduc- presupposes no contra-
tion to the document /-̂ -f-* \~\-t -1 fY\/St-\ \\-ff* d ic t ion be tween sci-

says: VI l l L U l l d l l 1LLC. e n c e and faith B o t h 
arc grounded in respect 

The ERDare pri- for truth and freedom, 
marily concerned with institutionally-based As new knowledge and new technologies expand, 
(!atholic health care services. They address each person must form a conscience based on the 
the sponsors , trustees, administrators, moral norms for proper healthcare." 
chaplains, physicians, health care person
nel, and patients or residents of these in- THE ERD AND ACCOUNTABILITY 
stitutions and services. Since they express While it is a fine point of Church law, documents 
the Church 's moral reaching, these such as the ERD do not have the force of Church 
Directives will also be helpful to Catholic law simply because they are approved by the 
professionals engaged in health care ser- NCCB.14 Because of the decentralized nature of 
vices in other settings." the Catholic Church, such documents do not 

become law for a particular diocese until they are 
The writing team of the ERD, and the bishops promulgated by the local bishop. 

who approved the final document, were aware Hence the ERD become fully operative only 
that many of the people serving as trustees, when approved and promulgated by a resident 
administrators, or healthcare professionals in bishop. Given the needs of the healthcare aposto-
Catholic facilities are not Catholic. But they call lates in the United States, the new ERD certainly 
on non-Catholics, as well as Catholics, to manage will be promulgated in each diocese. If they were 
and administer Catholic healthcare facilities in not promulgated in each diocese, it would open 
accord with the norms contained in this docu- the door for litigation. Litigants could assert that 
ment. This is not an unreasonable request. First, Catholic hospitals cannot refuse to perform abor-
non-Catho l ic administrat ive personnel and tions and contraceptive sterilizations because 
heal thcare professionals associated with a "there is no law in this diocese against it." For 
(latholic facility have freely chosen that associa- practical purposes, then, we can say that the ERD 
tion. They are always free to disaffiliate from the will be promulgated and will be the discipline for 
Catholic institution if they think their consciences all healthcare facilities in the United States that 
would be violated. are affiliated with the Catholic Church. 

Second , t h o u g h the ERD seek to apply Taken whole, therefore, the revised ERD have 
Christ 's teaching to contemporary healthcare, their binding force because of their approval by 
they are also in accord with the goals of human the NCCB and through promulgation by a local 
life as discerned by reason, and they seek to pro- bishop. It is worthwhile noting, however, that 
mote the dignity of every person. Seeking to some of the individual directives are more impor-
explain this viewpoint, the bishops state: tant than others. Indeed, some of them would be 

mandatory even if they were not contained in the 
Throughout the centuries, with the aid of ERD, because they are contained in the teaching 
other sciences, a body of moral principles of the universal Church.'" For example, because it 
has emerged that expresses the Church's reflects a more important teaching of the universal 
teaching on medical and moral matters. The Church, the directive that prohibits performing 
moral teaching we profess here flows from abortions in Catholic health facilities (Directive 
the natural law, understood in the light of 45) is more significant than the directive con-
the revelation Christ has entrusted to his cerned with appointing people to the pastoral care 
Church, From this source, the Church has staff (Directive 21). Moreover, some directives 
derived its understanding of the nature of will be more difficult to apply than others. It is 
the human person, of human acts, and of much easier to determine which surgical proce-
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durcs constitute direct abortions, and thus follow 
Directive 45, than it is to determine what amount 
of money constitutes "just compensation and 
benefits for employees" in following Directive 7. 
The application of the ERD in difficult cases will 
ultimately be the responsibility of the local bishop. 
He will, however, be guided in such circum
stances by healthcare professionals, moral theolo
gians, ethicists, and ethics committees. 

If a Catholic healthcare facility were to fail to 
adhere to the ERD, it might lose its identification 
as Cathol ic . That is, if the ERD were not 
observed, affiliation with the Catholic Church in a 
particular diocese could be withdrawn by the local 
bishop.16 Because some Catholic healthcare facili
ties are actually owned by a diocese or a religious 
congregation, the loss of Catholic identification 
could also result in the closing of the facility. In 
other cases, when the facility is owned by a board 
of trustees, the trustees might decide to continue 
to manage the facility even though it would no 
longer be affiliated with the Catholic Church. 

To date, few Catholic healthcare facilities have 
been deprived of official Catholic identity because 
they have not followed the ERD. Catholic hospi
tals have on occasion lost their ident i ty as 
Catholic through mergers or as the result of 
being sold to for-profit healthcare corporations. 
Rut this is a different basis for yielding Catholic 
identity than by not following the ERD. 

OVERVIEW OF THE ERD 
The ERD do not present a complete scriptural 
and theological explanation of Catholic teaching 
in regard to all topics mentioned in the docu
ment. But the ERD are not merely a codex; that 
is, they contain more than mere behavioral pre
scriptions. The ERD, insofar as possible in a doc
ument of this nature, seek to present theological 
reasons for the behavior they mandate. This is a 
significant improvement over the ERD of 1971. 
To understand fully the teaching supporting the 
ERD, one would need to study more extensively 
other documents and books of Catholic theology 
and healthcare ethics textbooks.1" 

In sum, "the Directives begin with a general 
introduction that presents a theological basis for 
the Catholic health care ministry. Each of the parts 
that follow is divided into two sections. The first 
section provides the context in which concrete 
issues can be discussed from the perspective of the 
Catholic faith. The second section is in prescriptive 
form, stating directives which protect the truths of 
the Catholic faith as those truths are brought to 
bear upon concrete issues in health care."18 

Following a general introduction that presents 
the various parts and a brief scriptural and theo

logical explanation of the healing mission of Jesus 
and its implications for contemporary healthcare, 
the text of the ERD is divided into parts: 

1. The Social Responsibi l i ty of Catholic-
Health Care Services 

2. The Pastoral and Spiritual Responsibility of 
Catholic Health Care 

3. The Professional-Patient Relationship 
4. Issues in Care for the Beginning of Life 
5. Issues in Care for the Dying 
6. Forming New Partnerships with Health 

Care Organizations and Providers 
In forthcoming issues of Hospital Progress, we 

shall consider the content of each section and 
offer practical observations in regard to the 
implementation of the various directives. D 
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