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only other tradition to have done this, reli-
gious or secular, was Jewish medical ethics;
and that tradition, for reasons to which we
have already alluded, has had a lesser im-
pact on American secular medical ethics and
American law than has the Catholic tradi-
tion. Indeed, it is probable that the American
consensus would have been impossible had
these concepts not already been developed in
Catholic moral theology.

Ordinary and Extraordinary Treatment

The first pillar on which the current American
consensus is based is the general agreement
that not all medical treatment that prolongs
biological life is of human benefit to the pa-
tient. Thus, some life-sustaining treatment
can be forgone.

The ethical distinction between mandatory
and optional treatment has been provided by
the Catholic tradition in its centuries-old dis-
tinction between ordinary and extraordinary
means of preserving life, terms often used
even in secular conversation and policies. The
distinction goes back at least to the sixteenth
century, was included in the important work
of Alphonse Liguori in the eighteenth cen-
tury, and was emphasized and made popular
by the teaching of Pope Pius XII in the 1950s
(Paris 1986, 31-32; Pius XII 1958, 395-96). It
is essential to recognize that this is a moral
distinction, not a medical one, and it relies
on theological and philosophical understand-
ings of the meaning of human life of which
the practical implications, if not the theolog-
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ical bases, have largely been accepted in the
American consensus. It is mostly a question of
human benefit versus human burden.

There is no need to go into detail about
the history of the distinction. It is impor-
tant to note, however, that there have been
two different approaches among the moral-
ists who have proposed it (Shannon and Wal-
ter 1988, 638). The more restrictive approach
looked only to the burdens of the treatment
itself. A treatment was said to be extraordi-
nary if it was painful, caused great hardship,
or was expensive. But the likely outcome, that
is, the state of the patient after treatment,
was not considered. The other approach, most
often used today, weighs both the burdens
and benefits of treatment. Here, even if the
treatment itself may be inexpensive and not
cause any great discomfort, it is extraordi-
nary and therefore optional if the benefits it
promises are slight or nonexistent when seen
in the context of the patient’s overall condi-
tion. This second approach is the one used
by Gerald Kelly, arguably the most important
Catholic medical ethicist prior to the Second
Vatican Council (Kelly 1958, 129). His defini-
tion, quoted by others (McFadden 1961, 227),
is given clear approval in the Declaration on
Euthanasia, an official document issued by
the Vatican in 1980. The declaration states
that “a correct judgment can be made re-
garding means, if the type of treatment, its
degree of difficulty and danger, its expense,
and the possibility of applying it are weighed
against the results that can be expected, all
this in the light of the sick person’s condi-
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countered situations where a dying person’s
relatives insist that everything be done to
keep their loved one alive, perhaps out of guilt,
or fear of being left alone, or a belief that Jesus
may perform a miracle. In this last case, it
is often helpful to suggest, gently, that Jesus
—or God—does not need ventilators and de-
fibrillators for miracles, but there are persons
who are sure they have an obligation to keep
a dying loved one alive as long as possible to
give God time. No theological explanation that
God does not need more time, that the ven-
tilator and the defibrillator have already been
shown to be inadequate, and so on, seems to
help in these cases. We speak in detail of this
kind of case in chapter 20 on medical futility.

Catholic medical ethics has never consid-
ered this kind of prolongation of dying as
morally required or even as a particularly
good option. Theologically, Catholic faith in
the Resurrection has a good deal to do with
this. The present life is to be treasured, but it is
not all there is. Biological life need not be pro-
longed by extraordinary means.

Subjectivism

The other extreme position is a totally lax
subjectivism that permits cessation of treat-
ment, and even active killing, based only on
the subjective choice of an individual. Here
the idea that human life is of intrinsic value
is rejected. Life is of value only if the individ-
ual gives value to it. There is too much of this
in the United States, too much individualism,
too much insistence on absolute subjective
choice. This does not suggest a preference for
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gone. And the American consensus, including
American law, has come to agree with this.
There are times when enough is enough.

The distinction between ordinary and ex-
traordinary means of preserving life, as we
have noted, goes back several centuries. Ac-
cording to this tradition, one is not obliged to
preserve one’s life by using measures that are
morally extraordinary. The terms “ordinary”
and “extraordinary” are useful and should
not be abandoned even in the face of some
recent criticism. Critics do have a point, how-
ever, when they argue that the words “ordi-
nary” and “extraordinary” are open to misin-
terpretation if the distinction is understood
as a medical one (CDF [1980] 1998, 653). It
is, rather, a moral distinction, and there are
no simple technical or statistical criteria for
determining the difference. Means that are
usually thought of as medically ordinary (no
longer experimental, normal hospital proce-
dures in some cases, not requiring Institu-
tional Review Board protocol approval) may
be morally extraordinary. Thus, what would
be an ordinary or reasonable means when
used in caring for a person whose chance of
renewed health is great would become extra-
ordinary in the care of a patient who has little
or no chance of recovery.

Other terms have been suggested and are
in general usage, but there is no pair that
exactly replaces the nuances of “ordinary”
and “extraordinary.” “Reasonable” and “un-
reasonable” work in some cases but not in
others. “Unreasonable” means that the treat-
ment is irrational. This implies that it should
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on the basis of what we discover objectively in
the actual clinical situation.

Illustrative Examples

Some examples will help clarify the claim that
the distinction between ordinary and extra-
ordinary is a moral one, not medical. When
one of this book’s authors (Kelly) gives a lec-
ture on this topic, he often asks his listeners
what they would do if right then and there
he should happen to grab his chest, groan,
and fall over on the floor. Sometimes there is
silence! But someone will finally say that she
or he would check for a pulse, and if there is
none, start CPR. And someone else will vol-
unteer to call 911 (or, if we are in a hospital,
to call a code). These are ordinary means of
prolonging life. In his present physical condi-
tion, Dr. Kelly would have a moral obligation
to accept this treatment, to go to the emer-
gency room and then the cardiac care unit, to
take the thrombolytic agents to dissolve the
blood clots, and so on. These are likely to be
of real benefit, and this seems objectively to
outweigh the burdens. On the other hand, if
Kelly and his listeners were all to come back
in fifty years for an anniversary of the lec-
ture, and he, at a very advanced age, with
a multitude of diseases and previous insults,
were to fall off his stretcher, gasp, and stop
breathing, it would be morally right of him to
have “DNR” (do not resuscitate) written on his
forehead. The treatment for the cardiac arrest
would be the same as before (or even more ad-
vanced), but humanly the circumstances have
changed. What was morally ordinary treat-
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ment for a person with a good chance for re-
covery has become morally extraordinary for
one with little chance. The (human) benefits
no longer outweigh the (human) burdens.

Another example is the use of antibiotics
for pneumonia, surely a medically ordinary
treatment. Yet they may be “morally extraor-
dinary” for a person dying of cancer or some
other similar condition. A person diagnosed
with terminal cancer with only a few weeks
to live might rightly see pneumonia as “the
old man’s friend.” Of course, the medication
might be morally ordinary, too—if, for exam-
ple, the dying person still had work to do to
help his or her family by preparing a will or
some similar task.

The criteria for distinguishing between
morally ordinary and morally extraordinary
means of prolonging life are not clean or pre-
cise. Though the distinction is an objective
one in the sense that it is based on real situ-
ations, on real conditions, real prognoses, and
so on, subjective elements come into play here
—not subjectivism but subjective elements.
For example, a person who truly is terrified of
surgery canrightly consider that fear in deter-
mining whether or not the burdens outweigh
the benefits. Here terror is a real burden.

There is, then, no moral obligation to pre-
serve life at all costs. Many factors must be
weighed in this decision: the chance of suc-
cess; the degree of invasiveness, pain, and
patient fear; the likely outcome; the social
cost (this can be quite risky, of course, and
demands caution, especially in a health care
system that refuses to recognize the right of
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all to basic care); the needs of others; the pa-
tient’s readiness for death; the patient’s likely
condition after successful treatment and after
partial success. And a person may rightly con-
sider financial costs among the burdens. The
Catholic tradition is quite clear about this. The
sick need not sacrifice the financial survival
of their families to prolong life, certainly not
when the treatment is of questionable bene-
fit and perhaps not even when the treatment
is almost surely a cure. In earlier centuries,
even the sense of shame or modesty a woman
might feel when being examined by a male
physician was sometimes said to be sufficient
reason for calling the treatment extraordi-
nary. Of course, in those days doctors were un-
likely to cure, so there was far less likelihood
that the treatment would do any good. The
point, however, is that the distinction, as de-
veloped in Catholic medical ethics, is a flexible
one.

Drawing the Line

In this context, one can describe various treat-
ments as though they were located along a
spectrum. On one end are clearly ordinary
means of prolonging life, treatments such
as antibiotics for pneumonia in otherwise
healthy people, or appendectomies, or even
other behaviors such as eating habits, exer-
cise, sleep, and so on. Then there are means
that most would consider ordinary but that
might be extraordinary for some conditions
or for some persons. Then come morally ex-
traordinary treatments that people would be
likely to consider reasonable but not obliga-
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tory—a third round of chemotherapy, for ex-
ample, that might offer a small but still real
hope of remission for some months. A per-
son might choose it or reject it; it really is
morally optional. Then, further along on the
spectrum, there are some treatments most of
us would consider not only extraordinary but
also unreasonable, even silly or stupid. Feed-
ing tubes for the irreversibly comatose in this
category; yet some people, even some Catholic
bishops, claim they are morally required (as
many people did in the case of Terri Schiavo,
the Florida woman said to be in a persistent
vegetative state). We return to this in chapter
18. Finally, at the extreme end of the spec-
trum are those procedures that are “medically
futile” in the strict sense. We examine this in
detail in chapter 20.

With the exception of this last category,
medical futility, the lines between the oth-
ers cannot really be clearly drawn. There
are often conflicts among those involved—
patients, families, physicians, and others—a
topic to which we return in chapters 15, 16,
and 17, when we examine who has the au-
thority to make the decision. Supposedly we
might either try to avoid all risk of undertreat-
ment by imposing all possible life-extending
technologies on everyone, or try to avoid all
risk of overtreatment by doing nothing for
anyone seriously ill. But we cannot do both,
and in any case these options are each clearly
unacceptable. Thus, despite the difficulty of
drawing precise lines, the general agreement
that some treatments are morally obligatory
and others morally optional remains of great
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a totalitarian or authoritarian system where
government would ordain our values. But we
are, after all, social beings. We owe help to oth-
ers precisely because they are of value, even
if for some reason they have lost a sense of
this value themselves. And American law has
not moved all the way to the subjectivist ex-
treme. Attempted suicide, for example, while
not a crime, is still a reason for insisting on
treatment, even for involuntary commitment.
While this can in some cases be ill-advised,
even hurtful, it is good for us to maintain the
sense that human life is valuable even if an in-
dividual rejects that value. Human life, while
not of absolute value, is always intrinsically
valuable. American law does recognize that
the state has an interest in preserving life, an
interest in avoiding subjectivism.

Roman Catholic tradition has rejected both
vitalism and subjectivism. It has recognized
both the sanctity of life (life is sacred) and
the ethical import of at least some aspects
of the quality of life (life need not be pro-
longed under all circumstances). That is, at
some point a lack of the ability to carry out
humanly meaningful purposes, which some
would term a lack of quality of life, means
that life can be let go (Sulmasy 2011, 192-95).
This does not mean that a person’s life there-
fore loses its worth, that it ceases to be of in-
trinsic value. But it does mean that when, in
an individual case, the benefits of continued
living truly are outweighed by the burdens of
the kind of life that is likely to result from
life-sustaining treatment or by the burdens of
the treatment itself, the treatment may be for-
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significance in supporting the present con-
sensus. If the United States were basically vi-
talist, our laws would doubtless require that
no life-sustaining treatment ever be withheld
or withdrawn. If we were completely subjec-
tivist, our laws would put no restrictions of
any kind on decision making. Yet, as we see
in chapter 16, the law does restrict surrogate
decision making. Thus, this first pillar, “fuzzy”
as its lines may be, is an essential support for
the present American consensus on forgoing
treatment.

Summary and Conclusion

The distinction between ordinary and ex-
traordinary means as developed and applied
within the Catholic tradition is thus very wide
and very flexible. Ordinary means, which are
morally obligatory, are those that offer the
patient a significant human benefit without
imposing a disproportionate burden. Extraor-
dinary means, which are optional, are those
that promise little significant human benefit
or those that impose burdens disproportion-
ate to the likely benefit.

The moral obligation to which this princi-
ple speaks is, of course, that of the patient.
The patient is morally obliged to use ordinary
or reasonable means of preserving life and is
not morally obliged to use extraordinary ones.
But it clearly has implications for hospital pol-
icy and for the law. If a patient is not obliged
to use every possible means of preserving life,
then hospitals and health care practitioners
may not impose them on patients. The fact
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CHAPTER 13
FORGOING TREATMENT, PILLAR ONE

Ordinary and Extraordinary Means

THE ISSUE OF FORGOING life-sustaining treat-
ment constitutes perhaps the central ethical
issue for American hospitals, nursing homes,
and health care providers. It occupies our
attention for the next eight chapters.l Five
chapters (13-17) present and discuss the
three main ideas that provide the basic “pil-
lars” of support for what has become the gen-
eral American agreement on this issue. The
next three chapters (18-20) defend each in
turn from certain attacks.

The American Consensus

From the 1960s to the 1980s, Americans were
unable to reach a consensus on the morality
and legality of forgoing medical treatment.
Scholars disagreed about many of the issues—
this continues today, as we will see—the basic
stance of American law had not been deter-
mined, the medical profession was largely un-
sure of what to do, and hospital policies varied
widely. To the degree that there was a general
approach, it was usually that the physician
decided what to do in each individual case,
and often that choice would be to insist on on-
going aggressive treatment even when there
was little human benefit. In the 1960s and
1970s, the growing field of bioethics in Amer-
ica reacted against this approach, against
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are humanly beneficial to the patient. In the
Catholic tradition, this concept is expressed in
the distinction between ordinary and extraor-
dinary means of preserving life, which is the
topic of this chapter. The attack against this
pillar comes mainly from those who insist
that medical nutrition is obligatory even for
those who would seem not to benefit from it.
That issue is the subject of chapter 18.

The second pillar is the agreement that
there is a moral difference—and that there
ought to be a legal difference—between killing
(active euthanasia) and allowing to die. This
is the topic of chapter 14. The attack against
this pillar comes from those who support
euthanasia and physician-assisted suicide,
which is the topic of chapter 19.

In the US legal system, these two ethical
bases have been combined with a basis in law,
the legal concept of the right to autonomy, pri-
vacy, and liberty to decide for oneself. This is
the third pillar, which is developed in chapters
15,16,and 17. Attacks against this pillar come
in part from those who would expand physi-
cian authority by expanding the notion of
medical futility, which is the topic of chapter
20. Taken together, these three pillars provide
the foundation on which the present consen-
sus concerning the moral and legal rightness
of forgoing treatment has been built.

The first two of these pillars are well
established within the Roman Catholic tra-
dition, which had already developed prior to
the arrival of the so-called American bioethics
in the 1960s and 1970s, a detailed and com-
plexly argued system of medical ethics. The
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what came to be called “medical paternal-
ism” (Veatch 1973b). This criticism and other
factors resulted in a radical change, so that
by the beginning of the 1990s it was possible
to speak, at least in some sense, of an Ameri-
can consensus. This consensus emerged from
bioethical scholarship and showed itself in
a number of significant court cases, starting
with the Quinlan case in 1976 and contin-
uing through the US Supreme Court cases
on physician-assisted suicide (PAS) in 1997;
it was also the result of a number of im-
portant decisions reached by governmental
committees and commissions. It is true, of
course, that the consensus has never achieved
universal agreement. Today it is under at-
tack from those who would insist that cer-
tain treatments, especially medically assisted
nutrition and hydration, are obligatory; from
those who would legalize euthanasia or physi-
cian-assisted suicide; and to a lesser extent
from those who would use “medical futility”
to reduce the decision-making authority of
patients and surrogates and return it in some
degree to physicians. Yet despite these areas
of controversy, it is possible to speak of a gen-
eral agreement or consensus in American law,
medicine, and ethics about the legal and ethi-
cal rightness of forgoing life-sustaining treat-
ment.

The Three Pillars of the Consensus

The best way to understand the current con-
sensus is to see it as based on three pillars
of support. The first is the recognition that
not all treatments that prolong biological life
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