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The Catholic Tradition Offers Guidance for the
Treatment of Patients in a Persistent Vegetative State

he issue of withdrawing medically

assisted nutrition and hvdration

from patients in a persistent vegeta-

tive state (PVS) continues to be a

source of conflict for Carholics. This
was illustrated recently in the cases involving
Hugh Finn and Steven Becker, in which
Catholics of presumed goodwill came down on
both sides of the fence.! On one side were those
who argued that withdrawing medically assisted
nutrition and hydration from Finn and Becker
was morally acceptable in light of a holistic bene-
fit-burden analysis. On the other side were those
who argued that withdrawing medically assisted
nutrition and hydration from Finn and Becker
was equivalent to murder in that both men were
essentially starved to death when they could oth-
erwise have lived for several years.

One reason for the contlict among Catholics is
that the medical reality of PVS is often misunder-
stood. PVS is an eyes-open state of unconscious-
ness with sleep-wake cveles in which the patients
are completely unaware of themselves and their
surroundings.” PVS may be caused by a traumatic
brain injury or by a nontraumatic brain injury that
results in the loss of all higher brain functions with
cither complete or partial preservation of brain-
stem autonomic functions. Recovery of con-
sciousness is highly improbable after twelve
months for patients in a PVS caused by a traumat-
ic brain injury and after three months for patients
in a PVS caused by a nontraumatic brain injury.’
The life expectancy of patients in a PVS is greatly
reduced, with the average ranging from two to
five years. Death is usually brought on by an infec-
tion in the lungs or urinary tract, respiratory fail-
ure, or sudden death of unknown cause.® The
length of survival depends in part on how aggres-
sively such medical complications are treated.

Another reason for the conflict among

28 m NOVEMBER - DECEMBER 2001

Catholics is that the moral issuce of prolonging
the lives of patients in a PVS with medically
assisted nutrition and hydration has not been
resolved by the magisterium and thus is open for
discussion in the Catholic community.” Yet, even
though this issue has not been settled at the hier-
archical level and serious disagreement exists
among Catholics, three particular principles in
traditional Catholic teaching on prolonging life
suggest that withdrawing medically assisted nutri-
tion and hydration from patients who have been
accurately diagnosed in a PVS is morally justified
and is most in keeping with the teaching itself.

Human Lire Is o Basic Bur Limitep Gooo
Traditional Catholic teaching on prolonging lite
affirms that human life is a basic and precious
good that flows forth from God. The love that
God has for humanity is shown most enduringly
in the life of the human person who has been
made in God’s image. “Life as a sign of God’s
love and care is sacred, has meaning because of
God’s love and not because of personal merit,
and should be treated with dignity and respect at
every stage.”™ The good of human life is tied, not
to functional ability or social utility, but to the
very fact that it comes from God.

It is because human lifc is an urterly free and
unmerited gift from God that one has a duty to
prolong life. Fulfilling this duty in the course of
one’s existence may sometimes involve either
seeking or receiving medical care. However,
Carholic teaching on prolonging life has always
held that the duty to maintain life through medi-
cal means is limited. It ceases when medical treat-
ment cannot offer one a reasonable hope of bene-
fit in terms of pursuing the spiritual goods of life
(love of God and love of neighbor), or can only
offer one a physical condition in which the pur-
suit of the spiritual goods of life will be profound-
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v frustrated in the
mere cffort for sur-
vival.” This is exactly
what Pius XII means
when he states:

But normally one is
held ro use only
ordinary means—
according to cir-
cumstances of per-

God through loving

sons, places, rimes
and culture—thar is
to say, means that
do not involve any
grave burden ftor
oneselt or another.
A more strict oblig-
tion would be too burdensome for most
men and would render the attainment of
the higher, more important good too diffi-
cult. Lite, health, all temporal activities are
in fact subordinated to spiritual ends.®

The pursuit of the spiritual goods of life is inti-
mately connected with human life in that physical
existence atfords one the opportunity to love
God through loving others.” One is able to love
God in the context of human lite through loving
others as oneself. Yer human life is not itself an
absolute good. The good of life is a limited good
precisely because it is the basis tor pursuing the
higher, more important spiritual goods of life
(love of God and love of neighbor).

Applying this understanding of human life to
patients in a PVS suggests thar the duty to pro-
long their lives has ceased. Because these patients
have reached a point where their ability to pursue
the spiritual goods of life has been totally eclipsed,
the best rreatment is no treatment. They are
beyond the reach of medical treatment (including
medically assisted nutrition and hydration) and
should be provided only supportive nursing care
so that they may be allowed to die in relative
peace, without having their physical lives pro-
longed by unreasonable medical means.

To be clear, though, the decision to allow
patients in a PVS to die does not imply thart their
lives are less valuable than others. In truth, “every

human being, regardless of age or condition, is of

"y

incalculable worth.”" Rather, the decision is
based on the fact that physiological existence no
longer ofters these patients any hope at all of pur-
suing those goods for which human life is the
fundamental condition.

This understanding of human life as a limited
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ife gives us an

good subordinated to
the spiritual goods of
lite has not been
embraced by everyone,
Some authors argue
that certain goods can-
not be weighed one
against the other; such
goods are “incommen-
surable” because they
are necessary for inte-
gral human fulfillment."

Aesthetic experience,
human life, knowledge,
play, practical reason-
ableness, religion, and
sociability are all exam-
ples of incommensu-
rable goods.” These goods should be recognized
and respected in the context of human life.
Haowever, it is not always possible to promote all
of these goods in a particular situation; thus a rea-
sonable selection of one or another good to be
more fully realized is morally acceptable. Still, no
reasonable grounds sufhice for sacrificing one good
for another. It is never right under any circum-
stance whatsoever to attack one of these goods.
Incommensurable goods must all be accepted as
moral realities and appreciated in every situation.
This concept of goods is problematic for two
reasons. First, it fails to recognize that goods must
often be weighed one against the other. Because of
the limits of temporal existence, a choice of one
good automatically rules out a choice of others. By
choosing to spend the morning plaving a round of
golf, for example, one closes the door on other
possible options, at least while engaged in the
activity of golfing. During the round of golf, one is
unable to pursue such other goods of life as fur-
thering one’s knowledge of the arts or strengthen-
ing onc’s faith commitment through attending a
liturgy. Though not attacking these other goods,
one is making a value choice for one good over the
others. This is a weighing of goods and suggests
that goods are not incommensurable in reality.
Second, this concept of goods tends toward vital-
ism. If the good of human life cannot be weighed
against other goods, then lite has to be prolonged
insotar as doing so is a physical possibility. One can
never attack the good of life by subordinating it to
other goods. Does this, however, scem prudent?
Are there na limits to lite? Do we exist simply so that
our vital physiological functions can be maintained?
Or do we exist so that we can experience life,
engage loved ones, interact with others, participate
in society, pursue personal interests, at least ar a
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minimal level? Tt would
be devastating to accept
human life as an incom-
mensurable good that
cannot be compared to
other goods in reaching
medical-moral decisions.
Doing so would negate
the rights of patients to
make autonomous deci-
sions on limiting medi-
cal care; would lead to
overtreatment, whereby
some lives would be
prolonged far bevond
what is reasonable; and
would impose a major
burden on families to
meet the demands and absorb the costs associated
with caring for patients whose lives are prolonged
unnecessarily. Human life is indeed always a good,
as some of the supparters of the incommensurable
goods theory point out, but it is a good that need
not and should not be made absolute,

TREATMENT MusT OrreR A ReasoNaBLE HoPE oF
BENEFIT

Traditional Catholic teaching on prolonging life
asserts that for a medical means to be considered
morally obligatory it must offer one a reasonable
hope of benefit. Yet how does one determine
whether a medical means is beneficial? In assess-
ing the potential benefit of medical treatment,
one must consider several criteria. As the
Congregation for the Doctrine of the Faith notes
in its “Declaration on Euthanasia,” one can
determine whether a medical means is propor-
tionate or beneficial by “studying the type of
treatment to be used, its degree of complexity or
risk, its cost and the possibilities of using it, and
comparing these elements with the result that can
be expected, taking into account the state of the
sick person and his or her physical and moral
resources.” All of these criteria coalesce in deter-
mining whether a particular medical means offers
one a reasonable hope of benefit.

Although it is clear that a medical treatment
must be beneficial to be considered morally obliga-
tory, it is less clear what constitutes a “benefit.” In
the medical context, a treatment is considered ben-
eficial if it restores one’s health, relieves one’s pain,
improves one’s physical mobility, returns one to
consciousness, enables one to communicate with
others, and so on. Catholic teaching on prolong-
ing life recognizes all of these improvements in
one’s condition as benefits; but it specifies that, to
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uman life 1s

be truly beneficial,
treatment must im-
prove one’s condition
to the point that one is
able to pursue the spiri-
tual goods of life, at
least at a minimal level,
without experiencing
signiticant burdens.”
Bishop William H.
Bullock, DD, EDS, of
the Diocese of Madi-
son, WI, describes this
well:

God has given life
to carry out human
activities that make
us better persons, serve the community and
lead to eternal life with Him. Therefore,
the benefit of care or treatment to prolong
life of a dving person, or of a person tor
whom these human activitics have become
very difficult or even no longer possible,
diminishes in proportion to what remains
possible for them.”

This more holistic understanding of benefit,
expressed in Catholic teaching on prolonging lite
and summarized eloquently by Bishop Bullock, 1s
profoundly connected to the Catholic view of the
human person as a physical, psychological, social,
and spiritual being whose ultimate goal in life is
to love God through loving others as oneself.

Applyving this understanding of benefit to
patients in a PVS suggests that medical treatment
is not morally obligatory because it provides no
reasonable hope of benefit to such patients.
Although medically assisted nutrition and hydra-
tion provide the sustenance necessary to prolong
the lives of patients in a PVS, it is not considered
a beneficial medical treatment in the Catholic
moral tradition because it does not restore such
patients to a relative state of health. No matter
how long medically assisted nutrition and hydra-
tion prolongs the lives of patients in a PVS, it will
never improve their overall medical condition to
the point where they can again pursue the spiritu-
al goods of life. The tragic reality is that these
patients are no longer capable of receiving any
meaningful benefit from medicine’s efforts to
keep them alive.

Not everyvone has embraced this understanding
of benefit. Some authors contend that the mere
fact that human life can be prolonged is itself a
benefit sufficient to justify continued medical
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treatment. William E. May, in an article he wrote
with several colleagues, arguces that feeding and
hydrating patients in a PVS “by means of tubes is
not useless in the strict sense because it doces
bring to these patients a great benefit, namely,
the preservation of their lives and the prevention
of their death through malnutrition and dehvdra-
tion.”" May and his coauthors do not say as
much, but it is clear that his concepr of benefit
presupposes that human life is a good that cannot
be weighed against other goods. The criticisms
concerning the incommensurable goods theory
relate to the argument of May, et al., as well.

Still, the question remains: Why is the mere
prolongation of life itself a “great benefit™ How
do patients who cannot experience life, engage
loved ones, interact with others, participate in
society, pursue personal interests, at least at a
minimal level, benetit from having their lives pro-
longed? These are questions that May and his
coauthors are unable to answer because they fail
to recognize that “what is truly beneficial to us as
human persons is a broad human judgment™
encompassing more than life’s physiological
dimension.” Traditional Catholic teaching on
prolonging life has never accepted so narrow a
concept of benetit as the one proposed by May
and his colleagues. To do so would be an idoliza-
tion of human life and an abandonment of the
fundamental Christian conviction that human life
is not the final end of the person. The late Rev.
Richard A. McCormick, SJ, STD, once sketched
a “fanciful scenario” speaking to this point:
“Imagine a 300-bed Catholic hospital with all
beds supporting PVS patients maintained for
months, even years by gastrostomy tubes. . . . An
observer of the scenario would eventually be led
to ask: ‘Is it true that those who operate this facil-
ity actually believe in eternal life?”™"

Some authors, attempting to circumvent the
argument that the mere prolongation of life is not
a meaningful benefit, maintain that medically
assisted nutrition and hydration is a basic element
of care, rather than medical treatment, and as
such should always be provided to a patient.
Robert Barry argues that medically assisted nutri-
tion and hydration is not on the same moral plane
as medical treatment because, whereas medical
treatment aims at curing a clinically diagnosable
condition, medically assisted nutrition and hydra-
tion meets “the basic needs of organisms to func-
tion and grow, and they are not remedies of dis-
cases in and of themselves.™" But this argument is
seriously flawed because it misrepresents the
nature of the therapy, No significant moral ditter-
ence exists between medically assisted nutrition
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and hydration and other medical interventions
such as mechanical ventilation, which most
experts agree is a medical treatment. Both are
administered and supervised by medical profes-
sionals, and both are geared toward restoring a
viral physiological funcrion. As Albert Mora-
czewski remarks:

The situation is similar to a patient who
cannot breathe unaided because some part
of the respiratory system is not functioning
properly. Oxygen, water, and food are all
necessary clements for maintaining life. If
because of some current pathology, the
person requires that these be supplied by
technological means, then it would seem
that the same moral principles can be
applied to determine the respective moral
obligations to initiate or continue life con-
serving procedures. By technological
means we are circumventing an obstacle
that prevents food and water (or oxygen)
from entering the body in the normal man-
ner. Hence when we cease by-passing the
obstacle, the person dies from a combina-
tion of his pathology and the lack of nutri-
tion and hydration (or oxygen).”

Even if it were determined that medically
assisted nutrition and hydration is a basic form of
care, decisions to initiate or continue it would
still hinge on the moral norms articulated in tra-
ditional Catholic teaching on prolonging lite.”
Even the great 16th- and 17th-century moral the-
ologians held that the taking of food could be
considered extraordinary or morally optional,
given one’s condition and circumstances. These
theologians were talking about food in its natural
state. How much more would their comments
apply to the use of medically assisted nutrition
and hydration supplied cither through creating a
surgical opening in the gastrointestinal tract or
through an intravenous line?

TreATMENT MusT Nor Impose AN EXCESSIVE BURDEN
Traditional Catholic teaching on prolonging life
holds that for a medical means to be considered
morally obligatory it must, first, offer a reasonable
hope of benefit, and, second, impose neither an
excessive burden on the patient nor an excessive
expense on the patient’s family or community.*
Given the fact that medically assisted nutrition and
hydration provides no reasonable hope of benefit to
patients in a PVS, and thus is not medically required,
it might seem that a discussion of burdens is unnec-
essary. This may be true on some level. Nevertheless,
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burden factors are given
considerable weight in
Catholic teaching on
prolonging life; it is
therefore important to
sce how they come into
play in cases involving
patients in a PVS,

The excessive-burden

principle is frequently sct
aside in discussions con-
cerning the prolonga-
tion of life for patients in
a PVS. Most commen-
tators assume that such
patients cannot experi-
ence pain and suffering
because of the profound
devastation to their brains.” This conclusion is
apparently accurate in the light of positron-emission
tomography studies that show, in the cortical and
subcortical areas of the cerebral hemispheres of PVS
patients, severely depressed energy metabolism fev-
els comparable to that found in “brain-healthy”
patients under general anesthesia.® Still, just as a
talling trec makes a noise even if no one hears it,
burdens remain even for patients who do not, in the
proper sense, experience them. Patents in a PVS are
susceptible to a host of problems that qualify as bur-
dens—tfeeding-tube site infections, incontinence and
other bowel and bladder disorders, bedsores, and
deformities caused by muscle deterioration and con-
tracture, among others.

What is more, the element of burden can be par-
ticularly real for the families of patients in a PVS,
Providing medical care to such patients can be cost-
ly, especially if their lives are prolonged for many
years, and take a heavy toll physically, emotionally,
and spiritually on family caregivers. Anyone familiar
with the stories of Karen Ann Quinlan and Nancy
Cruzan can attest to this point. But the broader
burdens that accumulate for such families are, for
various reasons, cither overlooked or denied by
those who insist that withdrawing medically assist-
ed nutrition and hydration from PVS patients is
morally wrong; these writers seem to think such
burdens are unimportant.” This is not the tradi-
tional viewpoint, however. In Catholic teaching on
prolonging life, burdens have always been under-
stood broadly, to include not just those borne by
the patient but also those borne by the family and

the community at large. This broader notion of

burden has its roots in a theological anthropology
that views the person as a social being with deep
tamilial and communal ties. Burdens that affect
others are, in this view, morally relevant considera-
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atients in a PVS

tions in decisions about
prolonging lite.

Ideally, a patient
should be able to evalu-
ate the benehits and bur-
dens of treatment, espe-
cially those likely to
affect others. But this is
not always possible.
When patients are no
longer able to make
decisions for themselves,
because their ability to
do so is diminished or
absent, someone ¢lse
must make them; who-
ever assumes the role of
surrogate should base
such decisions primarily on the patients’ best inter-
ests, even when the consequences strongly affect
others, family and /or community, for example.
However, these other people should not be exclud-
ed from the assessment altogether. We should, while
being mindtul of our commitments to the most vul-
nerable among us, consider the burdens that fami-
lies and communities endure in caring tor PVS
patients, all the while guarding against “utilitarian
perspectives so deeply sunk into the consciousness
of the contemporary world.”™ This is a harrowing
choice, to be sure, but one that we must neverthe-
less undertake as social beings confronted by
medicine’s virtually unlimited power to prolong life.

Are burdens ever decisive in PVS cases? The
truth is, probably not. Still, burdens are objec-
tively discernible, morally significant factors that
merge with other factors, thus reinforcing the
argument that life-prolonging measures, includ-
ing medically assisted nutrition and hydration, are
not obligatory for persons in a PVS.

Respecting LiFe's Limits

It is understandable that Catholics are concerned
about how patients are treated as they approach
the mystery of death, especially in a time when
cuthanasia and physician-assisted suicide are gain-
ing popular support. However, this concern is
misplaced when it comes to decisions to with-
draw medically assisted nutrition and hydration
from patients who have been accurately diag-
nosed as being in a PVS.

Such concern is misplaced because these deci-
sions are morally justified according to traditional
Catholic teaching on prolonging life and indeed
scem most consonant with the basic principles of
the teaching itself. Decisions to withdraw nutrition
and hydration in such cases will, without question,
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be emotionally difticult for both family members
and the medical professionals involved.
Nevertheless, moral issues should not be reduced
to emotional responses.”” One may feel that one is
killing the patient by withdrawing medically assist-
ed nutrition and hydration, but the ultimate cause
of death is the underlying pathology that made the
nutrition and hydration necessary in the first place.

In cases of PVS, a decision to withdraw medi-
cally assisted nutrition and hydration is not the

moral equivalent of murder but an acceptance of

the limits of life, a faith-filled affirmation “that
the person has come to the end of his or her pil-
grimage and should not be impeded trom taking
the final step.”™ As Catholics, we are often quick
to witness to the value of lite, but we should be
cqually quick to witness to the limits of life. A
recognition of life’s limits would be as clear a
statement as any that we believe and trust in God
who has been most fully revealed in the life,
death, and resurrection of Jesus Christ. o
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