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ABOUT NORMALITY
Prof. R. Spaemann
In the context of the problem of life-prolonging
measures for dying or irreversibly comatose patients,
the distinction between ordinary and extraordinary
measures plays a decisive role. There is a broad consensus about the fact, that we owe all ordinary
measures to those human beings at all times and until
their death – unlike extraordinary measures.
There we have an area of discretion and the necessity
of an appreciation of values. The omission of extreme
effort is not the equivalent of "killing by omission". If
we neglect to bring a 90 year old, mortally ill patient
to a special hospital in the USA, to prolong his life for
2 months, it does not mean to kill him. The medical
duty to fight for life always ends with a capitulation.
Modern medicine makes it possible, to delay this capitulation continually. But dying is a part of life. And
we are not the masters of life and death. The physician has to capitolate early enough to make sure, that
he does not make a humane dying impossible. That
each omission of a possible prolonging of life is killing,
is especially pretended by supporters of euthanasia,
like Peter Singer and Ernst Tugendhat.
The motive is clear. Provided that each renouncement
of a prolonging of life is killing, we are killing permanently anyway, and the active killing is nothing else
but what we have already accepted. Peter Singer
means to impress on us, when he is writing, that it
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would not make any difference after all, whether a
mother let her child die of hunger or asphyxiated it
with a pillow. Yes, that makes no difference.
But it makes a difference, whether she lets her child
die of hunger or whether she renounces to give it antibiotics in the case of imminent death, which is definitively coming. That means, that it makes a decisive
difference, if she obtains something normal or abnormal / extra-normal. I have now replaced the term of
the "ordinary" by the term of the "normal". Because
what is to be challenged here, is the concept of normality. It depends on this concept, how we judge the
omission legally and morally.
Objections are raised against the concept of normality
from different sides, on the hand by utilitarians and
consequentialists like Peter Singer, on the other hand
by Habermas and his followers. Consequentialism
states a duty of the human being to optimise the
world. The only criterion for the moral judgement of
an action is, whether it contributes to the optimisation
more than each possible alternative action.
In the philosophical tradition God alone was in charge
of the bonum universi. It was not even allowed to human beings to usurp this prerogative of God. The human being is standing in an ordo amoris, which is
structured by finite relations of proximity and distance
and by professional duties. So according to Saint
Thomas it is the task of the magistrate to search for
an absconding criminal to punish him. It is the task of
the criminal's wife to help him, when he is hiding.
Namely the wife has to care for the bonum familiae
and the magistrate for the bonum civitatis. God's will
appears post factum, in the fact that the man is either
captured or not. But neither the wife nor the magisOn proportionality PAV 2008
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trate are let in these plans. Therefore they do not have
the right to hinder the other from the fulfilling of his
duty. The magistrate is not allowed to punish the wife
for her help and the wife is not allowed to become a
terrorist to save her husband.
Normality is the frame in which finite beings move and
have to move. However this is rejected by utilitarianism. When two children have been falling into the water and I can only save one, Peter Singer supposes,
that we should save the more worthy and not our own
child. That means that there is nothing like an ordo
amoris.
Habermas’ objection against the normative meaning of
normality is the breakdown of National Socialism. At
that time for Habermas and his friend Apel it was a
breakdown of what they had experienced as normality
in their youth. And their slogan became: "Normality,
never again!" Never again an application of norms,
that do not owe to a preceding universal discourse,
but build the frame for our actions unquestionably.
People like me, who grew up in a different milieu, experienced things totally differently. For them the NS
regime was a revolutionary break with any humane
ethos or civilisation and the year 1945 was the return
to normality. So normality is apparently no last and
unquestionable fundament of human acting. There can
be wrong and right normality. But normality is founding a precedent. This precedent is confutable.
However in the case of a conflict the duty to give justification is on the side of the one who believes that he
should act against this precedent. (I am just thinking
of the Constitution of the Sacred Liturgy of the 2nd
Vatican Council. It says that no change of the old liturgy is allowed, if it is not justified by a considerable
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and definitely foreseeable benefit for the church. The
old liturgy, the applicable normality, does not have to
justify itself. It is the reformer who has to justify each
innovation. Needless to say, that the reform of the
liturgy carried out later, did not follow this instruction
of the council).
Normality is a condition for all life on earth. It does not
have its paradigmatic place in the dimension of mind,
neither in the dimension of physical, inanimate nature.
For the mind there is only unconditioned truth and
there are only unconditionally applicable moral norms.
And in the physical dimension laws of nature, which
can be formulated in mathematical terms, do apply
without fail. Where a star drifts from its calculated
course, it is not the star which has made a mistake,
but we either have to take note of a fact so far unknown or we have to revise our theory. Furthermore
laws of nature do not have any normative meaning for
human acting. We have to allow for them, because
otherwise acting is not possible at all. However their
knowledge only has an instrumental meaning for our
acting. They always have the form of "if… then ..." and
do not commit us to anything. They only describe and
do not answer the question "why".
The laws that structure life are of quite a different nature / are quite different. They are not formulated in
mathematical terms, they do not apply without fail,
but they answer the question "why". They explain to
us, for example, why birds fly from the north to the
south in winter. It is because they usually find food
there. In contrast, that their voyage sometimes ends
up in the nets of Italian bird catchers is no explanation
for the flight. Normality is a teleological, not just a statistical category. Even if most of these birds actually
had such a sad end, this end would still be without any
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worth for an explanation of this end. For the theorist
of evolution only the supposition, that this once has
been different, is useful.
Normality is, as I said, not a purely statistical category. It rather has normative connotations. If 90% of a
population suffers from headaches, we will not be trying to adapt the other 10% to this condition; we will
do it the opposite way around. Chronic headaches will
never become ‘normal’. Though the "hos malista" of
Aristotle, and the "ut in plurimus" of Saint Thomas respectively, are deemed to be indications for the accordance between behaviour and essence. And for
non-human creatures this actually holds true. That it
also applies to human beings is a popular opinion.
Hence the corrupting impact of the "Così fan tutte".
When it appeared, the Kinsey-report had a corrupting
effect in the USA and far beyond, because it showed,
how the statistically normal sexual behaviour diverged
from what US-citizens called good and creditable. This
discrepancy between the real behaviour and the officially applicable and accepted moral standards is indeed characteristic for all High Cultures. Christianity is
able to explain this discrepancy by means of the theory of original sin.
You can also talk about hypocrisy in this context Then
you should add, however, that according to La Rochefoucauld, hypocrisy is the bow of vice to virtue and
according to Gomez Davila the disappearance of hypocrisy is the most certain indication for the moral
decadence of a civilisation. Though hypocrisy is parasitic. Where it increases, it smothers the moral, of that
it is living after all.
For two reasons the normality of behaviour is indispensable for human beings. First because it allows a
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stability of mutual expectations of behaviours. Without
such, acting would not be possible. Relating to the inanimate nature that surrounds us this reliability is
founded in the laws of nature. Rules of normality are
in accordance with the laws of nature, where life and
especially where free creatures are concerned. Secondly: rules of normality allow acting due to the fact
that they relieve of reflections. Who would have to reflect about the principles of morality and about utility
rootedly before any action, would never get acting. By
far most of the norms that lead our acting are long
ago determined by moral and custom. The orders of a
legitimate authority usually must be followed and their
legitimacy must be assumed. So the presumption of
legitimacy is on their side.
This is also the sense of the lex artis in medicine and
of the medical professional ethos. The physician must
not think about the functional and moral demands before each of his measures. Lex artis and professional
ethics unburden him. But those precedents are computable. There are situations, in which important reasons against prevailing normality are so exigent, that
we are obligated to deliberate autonomously. You
must not obey every military order. And when it became clear to Franz Jägerstätter, who recently was
beatified, that Hitler's war was an unjust war, he refused to become Hitler's soldier and incurred the execution. Everybody, his village, his priest, his bishop,
wanted him to comply with normality and not to think,
that he alone knew the Christian duty.
Normality is indispensable for our acting. Still, it is not
the last criterion of what is wrong and what is right.
There are cases, in which it abandons us. In the case,
that scientific civilisation causes such dramatic changes, that the traditional rules of the professional ethos
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do not function anymore. In the case occurring today,
that the capability to prolong human life endlessly with
various prosthesis is growing constantly. The traditional rule of the medical professional ethos, to save
life as long as possible in any case, cannot hold any
longer, if the possible becomes boundless. In such
cases, we have to rethink and redefine normality.
However here it shows now, that we have to deal with
a double normality of human: a natural and a sociocultural one. Both are antagonistic towards each other. It
is an essential part of the natural normality of human
beings to be concretised in a historical, sociocultural
normality. The human being is a speaking creature by
nature. However there is no natural language, but the
linguistic nature of man must be unfolded in a variety
of historical languages. The unity of humankind only
appears in the possibility to translate all human languages in other languages mutually, - even though
there is always a loss of information.
An example for the sociocultural reshape of natural
normality is the definition of the so-called "minimum
living wage". In the juridical practice in European
countries, the TV set is part of this minimum. It is not
allowed to seize the television of a defaulting debtor.
People like me, who do not own a TV set, show that
this is obviously not a natural normality.
This becomes even more evident in medicine. The
standards of normality change with the medical progress. What has been luxury once, is now belonging to
the indispensable repertoire of the physician and the
hospital. The question is, whether the cultural relativity of the standards of normality is unlimited, or
whether something like the human nature is also con-
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tinuing in civilisation to build postulates and set
boundaries.
To answer this question, we have to step towards a
third level, in addition to the other two levels of normality, from where something like an absolute norm, a
meta-norm can be constituted. This is the level of personality. It is not identical to human nature. There are
also non-human persons. Persons do not form an own
species. The word "person" has a normative connotation. It is used to characterise a creature as an end in
itself. All actions and omissions concerning a person
must be such, that the involved person is never just a
mean for the end of other persons, but that it is respected as "someone" to whom we are always accountable for the consequences of the actions that
concern him. This metanorm is indifferent against
normality and the abnormal. But normality is indispensable for the application of the norm. The person
namely just exists as an owner and bearer of a nature.
And the respect for a person as an end in itself can
only be operationalized, when, dealing with its nature,
it is respected it in its integrity.
Nature in itself has a teleological and therewith a normative structure. But as persons we surmount the
mere natural. Not because it is a nature, but because
it is the nature of a person, its final structure constitutes something like categorical duties. On the one
hand the duty, to unfold its cultural dimension, to let it
take part in a linguistic and a cultural community. On
the other hand however the duty, to make the cultural
normality compatible with the natural one. In the process of civilisation in Europe, since Plato, since Christianity and again in the age of enlightenment, "naturalness" becomes a cultural ideal. Thus, more and more
all the forms of presenting oneself, all forms of fashOn proportionality PAV 2008
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ion, that deform the natural body strongly, disappear
in the world, meanwhile undisciplined expressions of
physicalness are turned into a taboo.
But let us come to a conclusion. In how far do these
thoughts contribute to the consideration of the question, which live-prolonging measures for moribund
people are always demanded, which measures require
an apprecíation of values and which should not be allowed. The metanorm of human dignity demands a
primacy of the interest of the patient in the answering
of all three questions. Other interests must be strictly
subordinated. This especially holds true for the topic of
organ transplantation. It is not allowed to dispose of a
body in behalf of others, until the patient is unequivocally dead, according to indisputable criteria. And this
only applies if the patient has agreed in advance. It is
not allowed to do anything which amounts to killing
him. Still it is also not allowed, to let the answer to the
question, whether he should be kept alive artificially
and when the corresponding measures should be
abandoned, depend on the interest in a transplantation and to hinder him dying, because his organs are
needed some days later.
The second question is, which life-prolonging
measures are always demanded. Here the dualism between natural and cultural normality plays an important role. The possibilities of the prolonging of life
have dramatically increased by the medical progress.
Thus the standards of normality have changed. That
does not mean, that all that is possible already belongs to the standard. This is especially prevented by
the limitation of means, the limitation of disposable
organs, but also and particularly the limitation of financial means, of appliances and money. You have to
keep that in perspective. For economical reasons it is
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impossible to make all actual therapeutic options existing anywhere available to anybody at any time. A
selection is demanded and its criteria will not be independent from cultural normality. At the same time
human dignity demands to justify these criteria to the
concerned persons.
There is still the question: which are these criteria?
Firstly, you have to say, that the meta-norm of human
dignity demands to respect the wish for life of every
human being, if the technical means to fulfil this wish
are disposable. Admittedly, you have also to respect, if
a human being, whose end is not far off and whose
organism cannot perform the required activities for
living any longer, does not want to make use of the
means for prolonging his life. That does not have to do
anything with suicide. In light of the ambivalence of
natural normality between the pursuit of selfpreservation and the inevitability of death, it is the
right of the human being to welcome death and the
right of the Christian to wish with the apostle Paul: "to
depart, and to be with Christ", [Übers.: King James
Bible, Phil, 1.23,24].
Furthermore there are the following thoughts: nature
has tied the survival of the human species to free actions, namely eating, drinking and cohabitation. Not
breathing on the other hand, which is done involuntarily. Therefore it is a peccatum contra naturam, to
feed human beings artificially or to force a woman to
become pregnant by enforced cohabitation or enforced
in vitro fertilisation. The human person is not its nature, it has its nature and this having of a nature is its
being. The tendencies of this nature are given to freedom as a material and they constitute duties in dealing with them.
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But what about life-prolonging measures, interventions and medications for moribunds, who are enabled
to utter their will and whose presumptive will is not
accessible by any advance directive? We cannot communicate with them as persons any longer. We just
have to deal with their organisms. Only in this organism they are given to us. That means, that the natural
normality becomes the only guiding principle for us to
deal with them. This natural normality makes the distinction between "ordinary" and "extraordinary"
measures possible.
The human being in this last stage does still assert a
claim: a claim on the alleviation of his suffering, on
hygiene and above all on the degree of personal attention and care, from which we can suppose, that it
might still feel somehow pleasant for him. But when
the organism is not capable of the essential vital functions any longer and the person cannot impose its will
on the organism, then it is time, to let that human being go. Total parenteral nutrition, artificial respiration
and the administration of antibiotics should not belong
to the standards of normality in the professional ethics. Those measures should be reserved for extraordinary cases where the duties prima-facie must give
way to superior principles, like the principle of the
minimisation of suffering. However the avoidance of
suffering from starvation and suffocation must be
weight up against the suffering because of an agonising prolonging of the dying. The more so as the palliative care helps us here today. It is quite a different
matter, when suffering from starvation is caused by an
apnoea test, which serves for the diagnosis of death.
There is namely another way to achieve this diagnosis,
which is to wait for some hours. Hours, that are demanded by deference anyway. And if you do not want
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to wait, hoping for a transplantable organ, it means
that you accept the potential suffering from starvation,
in an interest, which is not that of the dying person.
But this should not become a part of our cultural normality and the medical professional ethos.
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ORDINARY AND EXTRAORDINARY
MEANS OF THE PRESERVATION OF
LIFE: THE TEACHING OF MORAL
TRADITION1
Paulina Taboada, MD, PhD
Adjunct Professor, Director of the Center for Bioethics,
Pontifical Catholic University of Chile
SUMMARY
This work undertakes two fundamental aspects:
1. The historical development and the essential content of the traditional distinction between the ‘ordinary’ and ‘extraordinary’ means of the conservation of
life.
2. Some inadequate forms of interpretation and application of the traditional teaching in the field of contemporary medical ethics.
The formal origin of the traditional distinction between
‘ordinary’ and ‘extraordinary’ means of preserving life
can be found in the great commentators of Saint
Thomas Aquinas of the XVI Century. The advances of
medicine during the Renaissance obliged the moralist
of the time to approach the question of the moral limits of preserving health and life. Thus the traditional
teaching arose which affirmed the existence of a ‘positive’ moral duty of preserving health and life by way of
using medical treatments that offer a reasonable hope
for beneficial results (spes salutis) and that does not
involve a physical or moral impossibility for the individual (quaedam imposibilitas). Both conditions must
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be met simultaneously for the means of the preservation of life to be considered ‘ordinary’ and, therefore,
morally obligatory. When at least one of these conditions is not fulfilled, the treatment is considered ‘extraordinary’ and its use is morally elective for the individual (relative norm).
The actual use of this teaching has been confirmed by
the Magisterium of the Church during the 20th century, before the complex ethical dilemmas that contemporary medical practices have presented. The magisterial documents stress the importance of understanding
and applying this classical doctrine in light of the unconditional respect that is due to all human life – from
conception to natural death – by reason of its ontological dignity (given as much by its origin as by its destiny). This anthropological concept offers the hermeneutical key for an adequate application of the traditional
teaching to particular cases. Outside of this context, it
is easy for the content of the traditional teaching to be
interpreted and applied in an inadequate way, as
demonstrated by a brief analysis of four forms of interpreting this doctrine in the field of contemporary
medical ethics.
I. INTRODUCTION 2,3
The moral tradition of the Catholic Church has made a
significant contribution to respond to the question of
the limits of the duty of preserving health and life by
proposing the distinction between means which are
‘ordinary’ and ‘extraordinary’. The organizers of this
Congress have asked me to offer a brief review of this
traditional teaching. In order to accomplish this review, a doctor with philosophical formation – like myself – cannot fail to ask himself about the way in which
this doctrine is presented, in light of the bioethical litOn proportionality PAV 2008
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erature and the medical practice of today. A quick
search of the principal medical databases (e.g. PubMed, MeSH, etc.) allows one to find close to a hundred
references.4 It could seem that the classic distinction
between ‘ordinary’ and ‘extraordinary’ means had
been incorporated into the language of contemporary
medical ethics.5 Nevertheless, the literature shows evidence of certain ambiguities and inconsistencies in the
interpretation and application of the traditional teaching, which goes to show that its content is not always
adequately understood. Therefore, in what follows I
will refer fundamentally to two aspects: 1. The historical development and the essential content of the classic distinction between ‘ordinary’ and ‘extraordinary’
means of preserving life. 2. Some forms of inadequate
interpretations and applications of this teaching in the
field of medical ethics today.
II. HISTORICAL DEVELOPMENT AND ESSENTIAL
CONTENT OF THE
TRADITIONAL DISTINCTION BETWEEN ‘ORDINARY’ AND
‘EXTRAORDINARY’ MEANS.
A historical and systematic review of the traditional
distinction between ‘ordinary’ and ‘extraordinary’
means does not need to depart de novo today. Fortunately, we counted on excellent contributions of authors like Mons. Daniel Cronin6 (Archbishop of Hartford, USA), North American Jesuit priests Gerard Kelly7
and Kevin Wildes8 and - more recently - Mons. Maurizio Calipari9. With the contributions of these authors
and others as the fundamental basis, I will briefly
summarize the historical development and the essential content of this traditional teaching.10
2. 1. Historical and systematic analysis of the
On proportionality PAV 2008

18

traditional teaching.
The existence of a ‘positive’ moral duty of caring for
health and life – one’s own and another’s – has been
recognized since the origins of Christianity. Already in
the writings of Saint Basil (329 – 379) we find paragraphs destined to praise the art of medicine as a divine gift that permits us to heal the sick.11 Nevertheless, having medicine in mind, Saint Basil condemned
“whatever requires an undue amount of thought or
trouble or involves a large expenditure of effort and
causes our whole life to revolve, as it were, around the
concern for the flesh.”12 This quote invites a theological reflection of the limits of the moral duty to preserve (physical) life, a reflection that the moralists of
the 16th Century would carry out, developing the traditional distinctions between ‘ordinary’ and ‘extraordinary’ means.
2.1.1. Discourse on suicide and the distinction
between ‘positive’ and ‘negative’
precepts.
For the development of this teaching, the moralists of
the tradition were fundamentally based on the previously expounded concepts of Saint Thomas Aquinas
(1225 – 1274) in his analysis of suicide and mutilation
(questions 64 and 65 of the Secundae Secundae).13
The analysis of the Angelic Doctor demonstrates that
not only a moral ‘negative’ obligation to not deprive
oneself voluntarily of one’s own life (through suicide)
exists, but there also exists a ‘positive’ obligation to
use the necessary means to preserve (physical) life.
This idea will give origin to the theological reflection on
the ‘positive’ duties related to the care and preservation of health and life (one’s own and another’s). Following Saint Thomas, the tradition has made the disOn proportionality PAV 2008
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tinction between the ‘affirmative’ precepts (bonum est
faciendum) and the ‘negative’ precepts (malum vitandi) of the natural law, proposing that the ‘negative’
prescriptions are always obligatory in every circumstance (semper et pro semper), while the ‘affirmative’
precepts always obligate, but not in every circumstance (semper sed non pro semper). The reason is
that the affirmative precepts (bonum est faciendum)
impel us to do everything that is possible in a determined situation, but this could be limited by proportionately grave causes that, therefore, justify it. On
the contrary, the ‘negative’ precepts (malum vitandi)
do not admit limits to their fulfillment. The prohibition
against doing a moral evil is always valid and obligatory in every circumstance, being that nothing could excuse us from the obligation to abstain from committing
a moral evil.14 This basic distinction between negative
and affirmative precepts also applies to the good of
human life and the moral duty to preserve it.15
2.1.2. Medical advances of the Renaissance and
the development of the traditional teaching.
The formal application of these concepts to the question about the limits of the moral obligation to preserve health and life by means of the use of medical
therapies began to materialize from the recent systematic approach of the 16th century, thanks to the
work of some famous commentators of Saint Thomas
Aquinas, such as Francisco de Vitoria, Domingo de Soto and Cardinal Juan de Lugo, to name just a few. The
medical advances of the Renaissance required the
moralists of the time to directly approach the question
of the causes that could exempt a Christian from the
moral duty of preserving health and life by means of
recourse to the new therapies that medicine was beginning to offer. One may recall that it was precisely in
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the 16th century that Vesalio (1514 – 1564) published
his book De humani corporis fabrica (1542), which
originated the study of anatomy as we understand it
today; Harvey (1578 – 1657) made the discoveries
that led him to propose the theory of the circulation of
blood; and Sydenham (1624 – 1689) published his
book Observationes medicae (1676), with a systematic
description of diseases, in that way, introducing the
method of scientific observation to clinical practice.
These discoveries made the development of new
treatments possible, as – for example – surgical amputation. Confronted with the medical advances of the
Renaissance, moralists were faced with the necessity
of exploring the limits of the moral obligation to preserve health and life through the use of these new
techniques. Thus, among the concrete problems that
presented themselves there was, for example, the
doubt as to the moral duty of subjecting oneself to a
surgical amputation in an age when asepsis and the
anesthetic technique were not known. Among the
commentators of Saint Thomas who approached the
‘new’ moral problems, Francisco de Vitoria (1483 –
1546) stands out and his writings set the basis for the
development of the traditional teaching that distinguishes between ‘ordinary’ and ‘extraordinary’ means.
In his famous Relectiones Theologiae, Vitoria treats
some moral problems linked to the preservation of life
through the ingestion of food. In agreement with
Aquinas, his arguments favoring the existence of a
moral obligation to receive nourishment is based on
the natural inclination of self-preservation, in the love
of oneself and the evil of suicide.16 In a famous passage, Vitoria affirms:
“that if a sick person is able to take nourishment with
the hope of life, he has the obligation to take it, just
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as he must be given it if he is not able to do so himself. […] if the decline of the spirit is so great and the
alteration of appetite is much, so much so that the
infirm is able to take nourishment only with great
trouble and almost a certain torment, than it can be
considered an impossibility and one is excused from
sin, at least mortal sin, especially when there is little
or no hope for life.”17
Therefore, in spite of affirming that a moral duty of
self-preservation through the taking of nourishment
exists, Vitoria holds that an infirm person could be excused from mortal sin if he is experiencing a moral
impossibility in fulfilling that duty, especially if his
hope for life is little or none. In agreement with the
mentality of that time, Vitoria centers his fundamental
analysis on the moral obligation of the infirm person.
This focus is characteristic of the moralists of the Renaissance, who were interested in identifying those
elements that could excuse a person of mortal sin in
the case that one did not draw upon the use of the
‘new’ means of preserving life that medicine put at
their disposal. From this perspective, centered on the
duties of the infirm, Vitoria contrasts the moral obligation of nourishing oneself with the obligation of using
medical treatment and he concludes that:
“…Medicine and nourishment are not the same. Nourishment is part of the
ordered means for animal and natural life, but not
medicine, and man does not
have the obligation to make use of all the possible
means of preserving life, but
only the means ordered towards life.
Second, it is one thing to die of the lack of nourishment, that which is ascribed to man [...] but it is another thing to die under the power of an illness that
has invaded the body naturally. In that way, to not eat
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would be to kill oneself; but to not take medicine is to
not impede the death that is already approaching […]
one thing is to not prolong life, but it is another thing
altogether to cut one’s life short. The second is always
illicit, but not the first. Thirdly, that if someone was to
have the moral certitude that through medicine their
health would recover and without it they would die, it
does not seem that they can be excused from mortal
sin.”18
The analogy of the moral duty to nourish oneself –
introduced by Vitoria in Relectio de Temperancia –
leads him to propose that the justification of the obligation to use medical treatments is founded on the
‘moral certainty’ of its eventual benefits, understood
as the possibility of recovering health and of preventing an inevitable death. On the other hand, in Relectio
de Homicidio, Vitoria holds that even in those cases in
which recourse to medicine could serve to prolong life
for a short while, a person could be exempt from the
moral duty to use it if the conditions exist that cause a
‘moral impossibility’ such as – for example – excessive
expense:
“[...] In the case that has been presented, I believe
that the person is not obligated to give all his patrimony to preserve life [...]. The result is that, if one becomes so sick as to have no hope for life, admitting
that a certain valuable medication might procure hours
or even days of life, he would not be obligated to buy
it, but it would be sufficient to utilize the common
remedies.”19
2.1.3. Nature of the ‘ordinary’ means.
In this way, in the writings of Francisco de Vitoria we
find the explicit recognition of the requisites that the
tradition has recognized as the foundation of the moral
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obligatory nature of ‘ordinary’ means of preserving
life:
1. the hope of a reasonable benefit (understood as
recuperation of health or the prevention of an avoidable death). The moralists of the tradition usually designate this requisite with the Latin expression, spes
salutis, which in contemporary medical literature could
respond to – the much debated – criteria of ‘benefit’ or
the scientific-technical ‘usefulness’ of the measure;20
and
2. the absence of a physical or moral impossibility in
its utilization on the part of the individual (designated
by the Latin expression quaedam impossibilitas). 21
Tradition holds that both conditions must be met simultaneously for a means to be defined as ‘ordinary’
and – therefore – morally obligatory.22 Thus, among
the expressions that the moralists of the tradition utilized to describe the nature of ‘ordinary means’ are:23
- “the hope of beneficial results” (spes salutis);
- “common means”(media communia);
- “in accordance with the proportion of one’s
state in life” (secundum proportionem status);
- “easy means” (media facilia); and
- “means that are not difficult to obtain or use”
(media non difficilia)
It is notable that, to describe the ‘ordinary’ means, in
the classical texts ‘negative’ formulations are frequently used, in the sense of defining as ordinary means
those whose use does not have the typical characteristics of the extraordinary means.24 Given that – as we
will see further on – the principal elements that connotate the ‘extraordinary’ character of a means of preserving life refer to different difficulties that are linked
to their use, a recourse that the moralists of the tradition utilize to describe the ‘ordinary’ character of a
means of preserving life was precisely the negation of
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grave difficulties (physical or moral).
2.1.4. Nature of the ‘extraordinary means’ and
causes of moral impossibility..
Developing this idea, the moralists of the Renaissance25 put forth important efforts to identify the diverse causes of physical and moral impossibility that a
person could experience in the utilization of means to
preserve life. Thus, for example, analyzing the problem of moral obligation of subjecting oneself to surgical amputation (in the preanesthesia era), Domingo de
Soto (1494 - 1570) concludes that the superiors of a
religious order could not obligate their subordinates –
interfering under the vow of obedience – to resort to
interventions that would cause an enormous pain (ingens dolor), so no one would be obligated to suffer
such torments (cruciatus) to preserve one’s life.26 In
this way, the identification of the diverse causes of
physical or moral impossibility that a person could experience in utilizing the ‘new’ medical treatments of
the Renaissance served so that the commentators of
St. Thomas would develop and necessitate progressively what is contained in the teaching of moral tradition regarding the limits of moral duty to preserve life
through the distinction within ‘ordinary’ and ‘extraordinary’ measures.
Among the possible causes of the physical impossibility, we can mention that the measurement is simply
not available or that it cannot be utilized; that the
physical conditions of the infirm are incompatible with
its use; etc.27 Among the expressions that the moralists of the tradition utilized to designate the causes of
the moral impossibility stand out:28
- “Ultimate effort” (sumus labor) and “extremely
difficult means” (media nimia dura);
- “Certain torment” (quidam cruciatus) y “enorOn proportionality PAV 2008
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mous pain” (ingens dolor);
- “Extraordinary cost” (sumptus extraordinarius), “valuable means” (media pretiosa) y “exquisite means” (media exquisita);
- “Severe horror” (vehemens horror).
It is like this that the traditional teaching originated
that holds that a means of preserving life that involves
at least one of the four elements of ‘moral impossibility’ for the individual or that is not capable of offering
a hope of beneficial results, should be considered ‘extraordinary’ and – therefore - morally non-obligatory
(facultative). On the contrary, those means which are
capable of offering the hope of beneficial results (spes
salutis) and that do not impose excessive burden on
the patient (summus labor), should be considered ‘ordinary’ and – as a consequence – morally obligatory.
As an anecdotal fact, I just mentioned that it was Domingo Bañez (1528 – 1604) who – in 1595 – introduced the terms ‘ordinary’ and ‘extraordinary’ in the
debate over the moral obligatory nature of the means
of preserving life.29 Therefore, it was just at the end of
the 16th Century when the moralists began to articulate their teachings through the expressions ‘ordinary
means’ and ‘extraordinary means’.30
2.1.5. Absolute norm vs. relative norm.
From what has been said so far it is clear that, in accordance with the teachings of tradition, the distinction between ‘ordinary’ and ‘extraordinary’ does not
refer primarily to the type of means in general, but
more so to the moral character that the utilization of
the means has for the person in particular. It has to do
with the distinction focused on the person of the infirm
and his moral obligation to care for his health and
life.31 Therefore, the elements that should be taken
into consideration to determine the grade of moral obOn proportionality PAV 2008
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ligation of a determined means of preserving life,
more than describing the technical aspects of the
means in question, tend to characterize the particular
situation for how it affects the infirm. It makes sense
to ask, then, if to define the ‘extraordinary’ (i.e. nonobligatory) character of a means of preservation of life
it would be enough in a concrete case to identify some
element that causes a physical or moral impossibility
for a person in particular (relative norm) or if it would
have to refer, more so, to those circumstances that
cause an impossibility for all human beings in general
(absolute norm). In accordance with the tradition, it
would be enough to adopt the ‘relative norm’ at the
hour of defining the ‘ordinary’ and ‘extraordinary’
means of preserving life. However, it is necessary to
make some clarifications. In a case where a physical
impossibility exists it is not difficult to conclude that
the person can be excused from the duty to preserve
life, in accordance with the classic aphorism ‘no one is
obligated to the impossible’ (nemo ad impossibilia tenetur).32 However, when it concerns a moral impossibility one should take into account the distinction between negative and affirmative precepts. Given that
the first is always obligatory and in every circumstance
(semper et pro semper), it would not fit to justify an
action that directly violates a negative precept, not
even by offering as proof a supposed moral impossibility to be able to do it in another way. But when we
refer to the positive duties related to the care and
preservation of life, the existence of a moral impossibility could exempt its fulfillment.33 It is, therefore, in
the area of the positive duties pertaining to the
preservation of life where it would be sufficient with
adopting the ‘relative norm’ to define the ‘ordinary’
character (i.e. morally obligatory) or ‘extraordinary’
(non-obligatory) character of a means.34 That is to
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say, what is ‘ordinary’ or ‘extraordinary’ for one patient in a determined clinical condition, could not be so
for another patient in a similar situation, including for
the same patient in other circumstances.35
2.1.6. Theological Foundation of the traditional
teaching.
Another question that we should analyze in relation to
the content of the traditional teaching refers to its
foundation. Following Saint Thomas, the moralists of
the tradition understood the moral duty of preserving
life in the context of the virtue of justice and, in particular, of commutative justice.36 As a matter of fact,
Aquinas approached the theme of suicide in his treatment of the virtue of justice.37 It should not surprise
us – therefore – that in analyzing the foundations of
the moral duty to preserve life, Cardinal Juan de Lugo,
S.J. (1583 – 1660) emphasizes the radical difference
that exists between the dominion that man has over
things and the dominion he has over his own life.
Thus, while a person can insist that things belong to
him, it would not be correct to insist that his life belongs to him in an equal way. Given that life is a gift,
the person does not have perfect dominion over it, but
is more its administrator.38
The (physical) life is recognized by the moralists of the
tradition as a fundamental and primary good of the
person, but not as an absolute good, therefore only
the eternal beatitude can be considered an absolute
good.39 The classic teaching that distinguishes between ‘ordinary’ and ‘extraordinary’ means affirms
that the positive duty to preserve and advance this
primary good (the physical life) admits some circumstancial limits (such as all the positive moral prescriptions). However, given the importance of the value
that is in play – the life of a person – it requests that
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every reasonable effort be made to safeguard it.
Therefore, only proportionately grave causes could
exempt one from the positive duties related to the
preservation of life. Health, in so far as the positive
quality of the physical life, also merits being conserved
and guarded. “There thus subsits the duty to cure
oneself and to be cured.”40 The traditional distinction
between ‘ordinary’ and ‘extraordinary’ means offers
the criteria to establish the limits of this positive moral
obligation, affirming that it is morally obligatory to use
‘ordinary’ treatments and that the use of ‘extraordinary’ treatments is morally facultative. Nevertheless,
an adequate understanding and application of the traditional teaching to particular cases is supported in the
premise that every human life merits an unconditional
respect – from conception to natural death – by reason of its ontological dignity. At the margin of this anthropological conception it is easy for the content of
this traditional teaching to be interpreted and applied
in an inadequate form, as it occurs with some frequency nowadays.
2. 2. Incorporation of the traditional teaching in
the documents of the Magisterium.
The traditional teaching, proposed by the moralists of
the 16th century, was transmitted during approximately five centuries without great variations. Its actual validity has been officially recognized by the
Catholic Church, that in the 20th century has incorporated this doctrine into some magisterial documents.
Given that the pronouncements of the Magisterium
have been analyzed in depth by Professor John Haas
(in this volume), I will limit myself to offer here a brief
enumeration of some of these documents, with the
proposition of emphasizing the confirmation that the
Church has given to the traditional teaching in the
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context of the advances in contemporary medicine,
advances which undoubtedly present ‘new’ and complex challenges to the question about the limits of the
moral duty to preserve life.
- It is well known that – in the year 1957 – Pope Pius
XII applied the classic distinction between ‘ordinary’
and extraordinary’ means in his speech to a group of
anesthesiologists, who he advised on the moral obligation of the use of the (then) ‘new’ techniques of cardiopulmonary resuscitation.41
- In the year 1981, the Sacred Congregation for the
Doctrine of the Faith promulgated the Declaration Iura
et Bona (on Euthanasia).42 In the fifth part of this document it refers to the distinction between ‘ordinary’
and ‘extraordinary’ means in the context of the decisions of limiting therapeutic efforts at the end of life,
proposing – for the first time in a magisterial document – the alternative use of the terms ‘proportionate’
and ‘disproportionate’ therapies (principle of therapeutic proportionality).43 It affirms that “it is licit to be
satisfied with the normal means that medicine can offer”44 and that “before the imminence of an inevitable
death [...] it is licit in conscience the decision to renounce some treatments that would solely procure a
precarious and painful prolongation of existence.”45 It
also emphasizes the duty to not interrupt the “normal
duties to the infirm in similar cases.”46
- A little later, in the same year 1981, the Pontifical
Counsel Cor Unum promulgates a document on “Ethical questions relative to the gravely ill and the dying”.47 In this document – known for its French name
Dans le Cadre – the distinction between ‘ordinary’ and
‘extraordinary’ means is also utilized and it specifies
that to search for the global efficacy of a means of
preserving life it should be taken into account as many
quantitative elements as qualitative. It insists on the
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moral obligation of utilizing the so-called ‘minimal’
care, defined as those means that in normal conditions
are destined to maintain the life of a person (as, for
example, nourishment).48
- In 1995, the Pontifical Council for the Pastoral Assistance of Health Care Workers, publishes the Charter
for Health Care Workers,49 in which is proposed –
among other things – that the distinction between ‘ordinary’ and ‘extraordinary’ means (or ‘proportionate’
and ‘disproportionate’ means) does not only apply to
decisions at the end of life, but also in whichever situation during the length of a person’s life in which the
question of the moral obligation of utilizing a medical
therapy is contemplated.50
- The same year 1995, His Holiness Pope John Paul II
publishes the encyclical Evangelium Vitae, which is
without a doubt the most important magisterial document that confirms the traditional teaching. This encyclical distinguishes the fundamental difference that
exists between euthanasia (“Euthanasia's terms of reference, therefore, are to be found in the intention of
the will and in the methods used 51”) and the rejection
of the so called ‘aggressive medical treatment’ (that is
to say, the recourse to “medical procedures which no
longer correspond to the real situation of the patient,
either because they are by now disproportionate to
any expected results or because they impose an excessive burden on the patient and his family”52). The
conclusion is that “to forego extraordinary or disproportionate means is not the equivalent of suicide or
euthanasia; it rather expresses acceptance of the human condition in the face of death.”53
- Another document – undoubtedly very important – is
the Catechism of the Catholic Church, which confirms
this doctrine by affirming that “it makes sense to evalOn proportionality PAV 2008

31

uate if the therapeutic means that are available are
objectively proportionate with respect to the perspective improvement”.54
III. INADEQUATE INTERPRETATIONS AND APPLICATIONS OF THE
TRADITIONAL TEACHING IN CONTEMPORARY
MEDICAL ETHICS.
If it seems that the distinction between ‘ordinary’ and
‘extraordinary’ means of preserving life has been incorporated into the language of contemporary medical
55
ethics and it is mentioned with some frequency in
biomedical literature as a criteria capable of orienting
decisions to limit therapeutic efforts, an updated review shows that this distinction is not always understood and applied adequately. In what follows I will
briefly summarize some of the forms in which – in my
opinion – the content of the traditional teaching is being inadequately interpreted and applied today, seeking to give evidence of the reasons that lie behind
these ambiguities.
3. 1. Inadequate interpretation of the significance of the terms ‘ordinary’ and
‘extraordinary’.
As the British moral theologian Dunstan56 affirms, in
an article published in the Dictionary of Medical Ethics,
the significance of the terms ‘ordinary’ and ‘extraordinary’ means has a different connotation for doctors
and moralists. Among health professionals it is frequent that the expression ‘ordinary means’ is equated
with the idea of ‘common’, ‘habitual’, or ‘nonexceptional’ therapies, while the term ‘extraordinary
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means’ refers to those therapies that are ‘uncommon’,
‘non-habitual’, ‘exceptional’ or that ‘that are still found
in an experimental stage’. As a matter of fact, this is
the interpretation of the terms that, for example, the
American Medical Association (AMA)57 and the President’s Commission for the Study of Ethical Problems
and Behavioral Research of USA propose.58 It is not
surprising, therefore, that the prevalent attitude
among doctors is to interpret the distinction between
ordinary/extraordinary as the difference between usual/unusual, equating the ‘ordinary’ measures with the
so called ‘standard therapies’ according to pathology.59
Although this interpretation has some relation with the
distinction between ‘ordinary’ and ‘extraordinary’ proposed by the moralists of the tradition, it seems evident that the simple reference to the ‘usual’, or to that
which is considered ‘standard therapy’ for a determined clinical condition, would not be enough to determine if that therapy is or is not morally obligatory
for a particular patient. Thus, for example, the antiretroviral therapy is actually the standard therapy for
the treatment of the HIV infection. Just the same, it
could happen that a particular patient could be physically or morally helpless to be able to undergo legitimate therapy (as it has in fact occurred in the hospi60
tal). In these circumstances, the utilization of that
therapy would not be morally required for that particular patient, though its use is what is habitually done in
those cases. Thus, despite being the standard therapy,
it would be treated as an ‘extraordinary’ measure for
that particular patient (relative norm).
Therefore, to equate the ordinary/extraordinary distinction with the duplicate usual/unusual supposes to
incur a logical error, as some contemporary authors
have shown.61 In fact, it would not be correct to infer a
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moral obligation based off the mere statistical frequency that an act occurs. To derive an ‘ordinary’
(morally obligatory) or ‘extraordinary’ character (facultative) of a therapy exclusively from the frequency of
its utilization in the clinic would be to incur in a ‘statistical’ version the naturalistic fallacy: to identify the
62
ethic with the statistic. We remember that the moralists of the tradition introduced the terms ‘ordinary’ and
‘extraordinary’ to refer to the moral character (obligatory vs. facultative) that the use of means of preserving life would have for the individual patient. In other
words, gathering the significance of their Latin roots
(ordo-ordinis), the expressions ‘ordinary’ and extraordinary’ denote the moral ‘order’ or ‘disorder’ that the
utilization of a medical therapy involves in the life of
63
the individual patient. This moral ‘order’ or ‘disorder’
refers to the place where it concedes to the moral obligation to ‘cure oneself and to be cured’64 in the wider
context of the other moral obligations and of the particular circumstances in the life of a person, taking into
account an adequate axiological scale. This moral
connotation of the terms ‘ordinary’ and extraordinary’
does not necessarily coincide with the idea of that
which is habitually done or which occurs occasionally
from a medical perspective, as I have previously attempted to demonstrate.
3.
2.
Interpretation
of
the
ordinary/extraordinary distinction centered on the
means.
Another inadequate interpretation of the distinction
between ‘ordinary’ and ‘extraordinary’ means – closely
linked to the matter of the previous point and also
prevalent in the medical area – consists in centering
the distinction on the ‘means’ and not on the person
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that utilizes those means. We intend, thus, to make a
list of those medical interventions that should always
be done to be considered ‘ordinary’, setting off this list
with the enumeration of those interventions that fall in
the area of the facultative, to be considered ‘extraordinary’.65 Those therapies of ‘common’ use in medicine
are numbered in the supposed list of ‘ordinary’ medical
interventions for being relatively simple, such as – for
example – antibiotics, steroids, blood transfusions,
66
etc. On the contrary, included in the enumeration of
the list of ‘extraordinary’ therapies are those interventions that are only exceptionally utilized, since they
are highly complex or they are still in an experimental
stage, as for example, extracorporeal circulation with
a hyperbaric camera, regenerative therapy with stem
cells extracted for the umbilical chord, certain forms of
genetic therapy, etc.
This way of understanding the distinction between ‘ordinary’ and ‘extraordinary’, centered more on the
‘means’ than on the moral duty of the person that utilizes those means, may lead one to fall into the similar
67
error of the previous point. If it is in fact true that
those medical interventions which are relatively simple
to implement are more likely to fall into the area of
what is morally obligatory for a patient, it would not
be correct to identify the simple with the ethically
binding.68 It could happen that a simple intervention,
which is in itself effective, would not be morally required for a patient in a particular situation. That could
be, for example, the case of a patient with an elevated
level of potassium in the blood (hyperkalemia) secondary to a renal insufficiency caused by the tumoral
infiltration of his ureters. Although, from the medical
point of view, simple and effective means for reducing
potassium in blood exist, to resort to these measures
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could be morally facultative for this particular patient,
who is the carrier of cancer in the terminal stage,
which implies that the cause of his hyperkalemia cannot be corrected.69
On the other hand, to hold that the inherent values of
the classification (that is to say, the morally obligatory
character of ‘ordinary’ means and the facultative character of ‘extraordinary’ means) are principally related
to the medical procedures in so far as this would suppose to accept that its moral character could be determined independently of the particular circumstances in which a therapy is going to be used, which does
not seem reasonable.70
Therefore, to identify the ethically obligatory therapies
(‘ordinary’ means) with a list of simple or commonly
used medical interventions (and vice-versa) seems
inadequate. In fact, the texts of the moralists never
intend to offer an exhaustive and complete list of ‘ordinary’ and ‘extraordinary’ means. The references to
concrete situations that appear in their writings merely
have the function of giving example that seeks to
show that the moral quality of ‘ordinary’ and ‘extraordinary’ cannot be evaluated in abstract, but it
must be judged here and now (hic et nunc), according
to the specific circumstances of
71
each patient.
3. 3. Confusion between ‘therapeutic proportionality’ and ‘proportionalism’.
A group of outstanding moral theologians of the 20th
century72 has proposed a way of ethical reasoning that
is known as ‘the theory of proportionality’. Ethical proportionalism – a variation of consequencialism – sustains that the moral goodness or evil of an action exOn proportionality PAV 2008
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clusively derives from the proportion of good or bad
consequences from which they continue or can continue, including in this balance some pre-moral or nonmoral goods.73 In the context of concrete situations in
which good and bad coexist, which creates an ethical
dilemma of difficult resolution, these authors propose
that the moral judgment centers on the recognized
proportion between good or bad effects, in view of the
‘greater good’ or the ‘lesser evil’, that are effectively
74
possible in a determined situation.
Basing their
thought on this current ethic, some contemporary bioethicists – such as Paul Schotsmans75 and Ludger
Honnefelder76 – criticize the classic distinction between
‘ordinary’ and ‘extraordinary’ means, because they
believe that these concepts solely operate in the context of the ethical model called ‘act deontology’77, for
which they do not agree. For Schotsmans, for example, the principal insufficiency of the classic model is
rooted in what is ‘static’ and – therefore – incapable of
dynamically integrating in its analysis the changing
perspectives that characterize the evolution of contemporary medicine.78 To overcome this supposed insufficiency of the traditional model, Schotsmans proposes to adopt a proportionalist theory79 that – according to this author – more than a ‘system’ or ‘methodology’ of analysis, it would consist in a way of seeing
human acts in terms of the relation between the ends
80
and the good. The morality of an act should be evaluated by a differentiated mode: on the one hand, it
would be necessary to consider its moral ‘goodness’,
that would be fundamentally based on the intention of
the subject (in as much as it refers to moral goods,
such as benevolence, justice, etc.); on the other hand,
it would be necessary to establish its ‘integrity’, which
would result from the proportion of the foreseeable
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effects and consequences of the action.
From the perspective, to speak of ‘ordinary’ and ‘extraordinary’ means would end up being ineffective and
so it would be preferable to utilize the terms ‘proportionate’ and ‘disproportionate means’.82 To justify the
proportionality of a therapy, the good of health – and
in extreme circumstances, including the good of life
itself – it should be balanced against other active values in an ‘actual system of values’ (for example, con83
tainment of costs, equity, solidarity, justice, etc.).
Therefore, the determination of what constitutes a
‘proportionate’ treatment (the ‘best’ care or ‘adequate
treatment’) for a patient would be the result of a dialogue between health professionals, the patient and
the insurance companies. In that way, the moral character of the therapeutic action (‘proportionate’ vs.
‘disproportionate’) would be founded on the balance of
its results, the ethically correct course being that
which would produce the greater good or the ‘lesser
evil’ possible of attaining in the given situation.84 If the
intention of the subject is directed toward the good
(charity, justice, etc.), that action would be morally
good (independant of the proper object of the act or
the moral ‘species’). In this way, the proportionalist
balance includes the possibility that some non-moral
responsibilities associated with the therapies or with
the particular circumstances of the patient could overcome the value of the life itself and justify acts which
– of themselves – could end the life of the patient. In
actuality, this type of ‘proportionalist’ interpretation of
the distinction between ‘ordinary’ and ‘extraordinary’
means is very wide-spread among moralists. It is
probable that its diffusion is seen as having been facilitated by the replacement of the terms ‘ordinary’
and ‘extraordinary’ means for ‘proportional’ and ‘disOn proportionality PAV 2008

38

proportional’ therapies in the last decades. On the
other hand, there is no doubt that – as John Paul II
indicates in Veritatis Splendor – the consequencialist
and proportionalist ethical theories “can gain a certain
persuasive force from their affinity to the scientific
mentality, which is rightly concerned with ordering
technical and economic activities on the basis of a calculation of resources and profits, procedures and their
85
effects.”
Though, - continues the quotation of John
Paul II - “such theories, however, are not faithful to
the Church's teaching, when they believe they can justify as morally good deliberate choices of kinds of behavior contrary to the commandments of the divine
86
and natural law.”
In this way, when it is proposed in the traditional
teaching and in the most recent ecclesial documents of
the Magisterium to apply the ‘principle of therapeutic
proportionality’ to the decisions to limit the therapeutic
efforts,87 the ‘proportionality’ is conceived from a mode
that is organically integrated with the concepts of clas88
sic morals. As Sulmasy affirms, an adequate interpretation and application of therapeutic proportionality
demands that both the benefits and the responsibilities
associated with a treatment be evaluated as a whole
and weighed against the practical reasonableness of
implementing the said therapy, with the understanding
that the existence of a moral duty to preserve health
and (physical) life is accepted.89 In other words, to
justify the ‘proportionality’ (a moral obligation) of a
therapy, it does not seem adequate to place a set of
moral and pre-moral values before the good of health
and life– as proportionalism proposes – but, rather, it
should be established whether elements that constitute a ‘proportionally grave’ inconvenience (a ‘moral
impossibility) exist or not so that a person can comply
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with the ‘positive’ duty of preserving his health and his
life, assuming that life itself is an ‘indispensable’ good.
From this perspective, based on the premise that
(physical) life is a primary and fundamental good over
which we do not have perfect dominion, the conclusion
is that the value can never be placed before a set of
non-moral goods, however adverse the circumstances
are. According to the negative precept, the moral duty
to not commit an act that could directly violate the life
and health of a human person is always and in every
circumstance obligatory (semper et pro semper). This
duty includes the obligation to maintain a certain level
of minimal care or medical treatments (understood in
a wide sense) that are directly related with the preser90
vation of the (physical) life and that – in principle –
could never be considered ‘disproportionate’ or ‘extraordinary’. In other words, these measures will always be ‘ordinary’, for it would never be licit to omit
them if the life and the ontological dignity of all human
91
persons wants to be respected.
3. 4. Interpretation centered on the ‘quality of
life’.
92
To bestow a superior value to the ‘quality of life’ as
the criteria that would permit the distinguishing of the
morally obligatory therapies from those that are not, is
another very wide-spread form of interpreting the distinction between ‘ordinary’ and ‘extraordinary’
93
measures nowadays. Beauchamp and Childress, for
example, suggest that it would be better to replace
the distinction between ‘ordinary’ and ‘extraordinary’
treatments with the distinction between “morally obligatory’ and ‘optional’ treatments, in accordance with
a balance between the benefits and the responsibilities
of the patient in which the quality of life plays a cenOn proportionality PAV 2008
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tral role. For these authors, the principle criterion
that allows the determination of whether a treatment
is morally obligatory or ‘excessive’ is the consideration
of the probability and magnitude of its benefits,
weighed against the probable burdens. In this way,
the conditions that could justify violating the prima
facie obligation that we have to treat, would be the
‘futility’ of the treatment or that for which the burdens
exceed the benefits.
In accordance with this perspective, the distinction
between ‘obligatory’ and ‘optional’ treatments admits
that conditions can exist in which the value of actual
living could not be adequately counterbalanced by
those goods – such as happiness and pleasure – that
in reality make life worth living. Therefore, the principle of non-malfeasance does not imply the obligation
of maintaining the biological life, or the duty of initiating or continuing treatments in the condition of pain,
suffering and discomfort for the patient. In this way,
when the ‘quality of life’ is very bad, it could be considered that the treatment is imposing more burdens
than benefits on the patient. In other words, life would
not have an intrinsic value, if it were not by virtue of
the goods that it permits us to experience and, especially, the happiness and pleasure that can be experienced. On this point, the argument agrees with the
utilitarian position.
As a matter of fact, the utilitarian criteria of maximizing happiness for the majority of persons has found
wide acceptance today, especially among Anglo-Saxon
moralists and bioethicists. In the debate over the limits of the obligation to preserve life, the utilitarian argument has been manifested in the form of a strong
rejection of the idea that a moral
obligation to maintain hydration and nutrition in severely demented patients or patients in
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a persistent vegetative state exists.
It becomes evident that this interpretation of the distinction between ‘ordinary’ and ‘extraordinary’ means
contains profound deviations from the traditional
teaching. Among the most important deviations, they
draft a proposition of maximizing certain non-moral
goods and the idea that life would only have value if it
is a source of pleasure. The great acceptance that the
‘quality of life’ has encountered in contemporary biomedical literature as the predominant criteria in the
decisions about limiting therapeutic efforts gives evidence that our societies are loosing the sense of the
value of human life and the significance of being a part
96
of the human community.
IV. FINAL REFLECTIONS
Recapitulating, we can say that the formal origin of
the traditional moral teaching that distinguishes between ‘ordinary’ and ‘extraordinary’ means of preserving life is found in the great commentators of Saint
Thomas Aquinas of the 16th century. The advances of
medicine during the Renaissance obligated the moralists of the time to directly approach the question of
the limits of the moral duty to preserve health and life.
In that way, the traditional teaching emerged that affirmed the existence of a ‘positive’ moral duty to preserve health and life through the utilization of available medical therapies when they offer a reasonable
hope for beneficial results (spes salutis) and when
their utilization does not cause a physical or moral impossibility for the individual patient (quaedam impossibilitas).97 Both conditions must be simultaneously
fulfilled for a means of preserving life to be considered
‘ordinary’ and, therefore, morally obligatory. When at
least one of these conditions is not met, the therapy is
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considered ‘extraordinary’ and its use becomes morally facultative for the individual (relative norm). However, the tradition also affirms that the utilization of an
‘extraordinary’ means could be morally required per
accidens in particular circumstance, such as – for example – when its use represents the only way a patient has to be able to comply with other superior duties, “such as those of mercy, charity and justice (to
98
God, society and family, etc.).” The actual validity of
the traditional teaching has been confirmed by the
Magisterium of the Church during the 20th century, in
the context of the complex moral dilemmas presented
by the practice of contemporary medicine. The magisterial documents emphasize the importance of understanding and applying this doctrine in light of the unconditional respect that all human life merits – from
conception to natural death – by reason of its ontological dignity (given as much by its origin as by its destiny). This anthropological conception offers the hermeneutical key for an adequate prudential application of
the traditional teaching to particular cases. Outside of
this context, it is easy for the content of this traditional teaching to be interpreted and applied in an inadequate way, of which the brief analysis that we have
made of some of the forms of interpretation of this
doctrine in the area of contemporary medical ethics
has given evidence.
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1 Conference dictated during the International
Scientific Congress:“Accanto al malato
inguaribile e al morente: aspetti scientifici ed
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etici”. XIV General Assembly, Pontifical Academy
for Life (Roma, 25-27 Febrero 2008)
I am sincerely grateful to the President and the
Board of Directors of the Pontifical Academy for
Life for the invitation to participate in this International Congress, dedicated to analyzing the
scientific and ethical aspects related to the care
for the dying. This opportunity to put my academic work at the service of the Church and the
Gospel of Life constitutes for me reason for
great joy, for which I am profoundly grateful.
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THERAPEUTIC PROPORTIONALITY AND
THERAPEUTIC OBSTINACY
John M. Haas
President, The National Catholic Bioethics Center,
Philadelphia

One of the most complex areas of morality concerns
decisions taken at the end of life. Every case is unique
of course, not only because every human life itself is
thoroughly unique but also because the circumstances
surrounding that person’s final days or hours will also
be distinctive. It is precisely that complexity which requires the development of concepts that clarify as
much as possible the application of universal principles
to each unique situation of approaching death. Two of
those concepts are known as “Therapeutic Proportionality” and “Therapeutic Obstinacy”. But these terms
must of course be seen within the larger context of
medical ethics in particular and Catholic moral thought
generally.
It is noteworthy that so many of the very words used
in our discussions of end of life questions betray the
natural law tradition so characteristic of Catholic moral
thought. “Proportionate”, “disproportionate”, “suitable”, “appropriate”, “ordinary”, “extraordinary” all
speak to reasonableness and balance and order as
these have been enshrined in Catholic moral thought.
Long ago Plato asked in the Euthyphro whether certain
actions were wrong because the gods had forbidden
them or whether they were forbidden by the gods because they were wrong. There is no question that the
Catholic tradition adopts the latter understanding of
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the role and place of the moral law. God has not arbitrarily forbidden certain actions but rather has prohibited those that are wrong, those that would, if you will,
violate in some way human dignity.
It must never be forgotten that the decisions taken at
the end of life are on behalf of a person of incomparable worth, someone who is the very image of the Triune God, someone for whom Christ shed his own
blood. But this person on behalf of whom we make
decisions is someone most probably loved and cherished by others, someone who is a wife or husband,
brother or sister, son or daughter, best friend or colleague. Moral theology and moral philosophy are practical sciences applied to the living reality of a human
person. The decisions taken at the end of life must be
ones that are seen ultimately as ones that are most
reasonably ordered to the good of the dying person.
St. Thomas refers to law as an ordinatio rationis, an
ordinance of the reason directive of behavior toward
some good end.1 We cannot even speak of a directive
being a law if it is unreasonable. Catholic moral reflection on decision-making at the end of life seeks to find
and to choose moral actions that would be judged to
be appropriate to the end desired by any reasonable
person not simply by Cathoics. To reflect on the concept of “therapeutic proportionality” in the texts of the
recent magisterium one would of course begin with
Pius XII and his address to physicians in 1957. Here
the Pope uses the word “ordinary” to refer to those
interventions to prolong life that one ought to consider
morally obligatory. “But normally one is held to use
only ordinary means – according to circumstances of
persons, places, times, and culture – that is to say,
means that do not involve any grave burden for oneOn proportionality PAV 2008
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self or another. A more strict obligation would be too
burdensome for most men and would render the attainment of the higher, more important good too difficult.”2 That higher good is of course the attainment of
eternal life with God, or as it is stated in the health
care directives of the American bishops, “our common
destiny to share a life with God beyond all corrup3
tion”. Those means of prolonging life that one would
consider to be not obligatory, that is, those that would
be seen as morally optional, came to be known as extraordinary. “Ordinary” and “extraordinary” then came
to be the standard terms used by Catholic ethicists to
judge the morality of medical decisions with respect to
prolonging life. “Ordinary” means of conserving life
were morally obligatory, and “extra-ordinary” means
were morally optional.
The response of Pius XII became the locus classicus,
indeed the starting point, for contemporary discussions on the morality of decisions taken at the end of
life. And it has been pointed out that in this allocution
there was a greater emphasis placed upon the subjective or relative factors that determined the morality of
the act rather than the anticipated results of any par4
ticular medical intervention.
However, over the years health care professionals
tended to understand ordinary and extraordinary more
in medical terms rather than moral ones. “Ordinary”
was seen as what was standard medical practice, what
was statistically predictable, and what was easily accessible over against what was “extraordinary”, that
is, what was experimental and not yet standard medical practice. Consequently there developed the practice of using other terms to convey the meaning of
ordinary and extraordinary as employed by Pius XII.
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The terms “proportionate” and
“disproportionate”
have come to be seen and understood by many as
synonymous with the moral meaning of “ordinary” and
“extraordinary”. These terms “proportionate” and “disproportionate” first made their way into the formal
teaching of the Church through the Declaration on Euthanasia (Iura et Bona) issued by the Congregation for
the Doctrine of the Faith in 1980. The shift in terminology is addressed quite directly:
In the past, moralists replied that one is never obliged
to use "extraordinary" means. This reply, which as a
principle still holds good, is perhaps less clear today,
by reason of the imprecision of the term and the rapid
progress made in the treatment of sickness. Thus
some people prefer to speak of "proportionate" and
"disproportionate" means. In any case, it will be possible to make a correct judgment as to the means 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.5
The language of reasonableness and proportion permeates the Declaration on Euthanasia. It speaks of the
“reasonable wishes of the patient”. It points out that
the investment in resources and personnel have to be
proportionate to the foreseen results. It speaks of the
legitimacy of wanting “to avoid the application of a
medical procedure disproportionate to the results that
can be expected”. Medical procedures proportionate to
the results expected are to be understood in terms of
clinical or therapeutic proportionality.
It is interesting to note that the Declaration gives
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quite significant weight to the medical assessment of
the patient’s condition and the judgment with regard
to treatment made by the medical professional while
the Allocution of Pius XII placed the emphasis on factors relative to the situation of the patient, or more
subjective considerations. The Declaration on Euthanasia does speak of the “reasonable wishes of the patient”, to be sure, but these are to be formed in their
reasonableness by “the advice of the doctors who are
specially competent in the matter”. In fact, the Declaration states that the physicians “in particular” may
judge that “the investment in instruments and personnel is disproportionate to the results foreseen; [the
physicians] may also judge that the techniques applied
impose on the patient strain or suffering out of proportion with the benefits he or she may gain from such
techniques”.
What the patient may be able to endure, what the patient may indeed consider to be disproportionate in
terms of burden in the light of anticipated benefit, is
certainly taken into account. But the Declaration appears to place even greater emphasis on the judgment
of medical professionals with respect to the anticipated
therapeutic proportionality of the intervention. The
physician is the one best able to assess objectively the
probable effects of the medical intervention in light of
the prognosis based on the patient’s condition and the
proposed treatment. The physician determines what
would be therapeutically proportionate.
The year after Iura et Bona was issued, the Pontifical
Council Cor Unum issued a document “Some Ethical
Questions Related to the Gravely Ill and the Dying”.6
Although the document was published after Jura et
Bona, it had actually been prepared four years earlier
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as the result of a working group convened by Cor Unum to deal with ethical decision making at the end of
life. It acknowledged that the terms “ordinary” and
“extraordinary” “are becoming somewhat outmoded in
scientific terminology and medical practice”.7 However,
it does not want to discard the terms because in theology they are “indispensable”. This judgment is probably made because of the long use of those terms in
the Catholic tradition, particularly since the modern
discussion of these questions begun by Pius XII. It
does suggest equivalent terms such as “care suited to
the real needs” of the patient. That phrase would assuredly be seen as addressing the judgment of therapeutic proportionality.
The document from Cor Unum also seems to be the
first one from the Holy See which makes an explicit
distinction between the “subjective” and “objective”
criteria that must be used in making a medical moral
judgment. This document spoke to the legitimacy of
trying to ascertain the concrete conditions of a person’s health after undergoing a medical intervention.
This, too, was regarded as appropriate matter to be
subjected to the scientific judgment of health care professionals. However, the concrete conditions assessed
by the physician included indeed the disposition and
moral resources of the subject, the patient himself or
herself. “The principle to follow is . . . that no moral
obligation to have recourse to extraordinary measures
exists; and that, incidentally, a doctor must follow the
wishes of a sick person who refuses the measures.”8
Maurizio Calipari draws attention to the fact that the
Cor Unum document introduces the concept of “quality
of life” into the objective criteria included in the judgment of whether an intervention would constitute
therapeutic proportionality. Calipari thinks that “qualiOn proportionality PAV 2008
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ty of life” must fall under the heading of objective criteria because the report of the Working Group differentiates it from subjective considerations. “But the
criterion of the quality of life is not the only one to be
taken into account . . . subjective considerations must
enter into a properly cautious judgment as to what
therapy to undertake and what therapy not.”
The Ethical and Religious Directives of the U. S. Bishops Aware of the fact that the Declaration on Euthanasia had suggested an equivalency between the terms
ordinary/extraordinary
and
proportionate/disproportionate, the Catholic bishops of the United States incorporated this language into their Ethical
and Religious Directives for Catholic Health Care Services. The Directives are obligatory for all those engaged in the vast Catholic health care ministry in the
United States. It should be noted in passing that this
document issued by the United States Conference of
Catholic Bishops has no magisterial weight itself.
Nonetheless, it obviously intends to articulate and apply magisterial teaching and shows at least how the
bishops in the United States read and understand the
magisterial texts. Furthermore, the Ethical and Religious Directives were reviewed by the Congregation
for the Doctrine of the Faith without any suggestion
that the terminology was incorrectly used.
Part V of the Ethical and Religious Directives addresses
“Issues in Care for the Dying”. Within that section Directive 56 reads: “A person has a moral obligation to
use ordinary or proportionate means of preserving his
or her life. Proportionate means are those that in the
judgment of the patient offer a reasonable hope of
benefit and do not entail an excessive burden or impose excessive expense on the family or the communiOn proportionality PAV 2008
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ty.”

It is interesting to note that in the document of the U.
S. bishops the emphasis is placed principally on the
disposition and judgment of the patient rather than
the medical judgment of the physician. In fact, in this
Directive there is no reference at all to the judgment
of medical personnel. Of course, the patient could not
possibly make a judgment about whether the intervention in question posed a reasonable hope of benefit
and did not entail an excessive burden without the expert medical advice of a physician. Furthermore, it is
clear that the United States bishops see an equivalency between the terms “ordinary” and “proportionate”
as well as between “extraordinary” and “disproportionate”. Indeed, “proportionate means” are defined in
terms of “a reasonable hope of benefit” (therapeutic
proportionality) and their burdensomeness on the patient and the family.
The previous directive, Directive 55, speaks of the factors the patient needs to take into account in order to
make an informed decision about his health care. It
states, in part, “[Patients] should be offered the appropriate medical information that would make it possible to address the morally legitimate choices available to them.” But again, the emphasis is placed more
on the choices of the patient than the objective character of the prognosis and the evaluation of treatment
from the physician’s perspective. There appears to be
more moral weight given to the decision of the patient
as to what he can bear than to what might be seen,
objectively, as a therapeutically proportionate intervention.
There is one Directive of the United States bishops
that might be seen as containing an oblique reference
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to the morally binding character of the objective
judgment of the physician with respect to therapeutic
proportionality. If the proposed therapy is indeed proportionate to the desired outcome in the judgment of
the physician, taking due consideration of the subjective condition of the patient, then it may be morally
obligatory for the physician to proceed with the treatment regardless of what the patient wants. Directive
59 is concerned again with the one who receives medical care and addresses principally the importance of
respecting the patient’s judgment. Nonetheless the
physician’s judgment is taken into account. “The free
and informed judgment made by a competent adult
patient concerning the use or withdrawal of lifesustaining procedures should always be respected and
normally complied with, unless it is contrary to Catholic moral teaching.”
The emphasis is again placed on the patient until one
encounters the subordinate clause that begins with
“unless”. The kinds of actions that would obviously be
contrary to Catholic moral teaching would be, for example, a choice for euthanasia or physician assisted
suicide. However, one would also have to conclude
that a Catholic physician or health care institution
could come to the conclusion, based on medical evidence and a certain prognosis, that the proposed medical intervention would provide the patient with a reasonable hope of benefit without an excessive burden
and would therefore be morally obligatory in terms of
being therapeutically proportionate.
Here the presumably more objective medical assessment and judgment of the physician could appear to
be in conflict with the subjective judgment of the patient. In other words, the competent adult patient
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might subjectively judge an intervention to be extraordinary and therefore morally optional while the
physician may judge it, using the more objective criteria of therapeutic proportionality, as morally obligatory
because the intervention holds out a reasonable hope
of benefit without excessive burden. Directive 59 suggests at least that the physician’s scientific and medical judgment may trump or supersede that of the patient’s more subjective assessment of the proposed
treatment. The presumption is that the physician’s assessment would be more objective because of his or
her specific professional competencies. If such a conflict situation arose, the physician might be morally
obliged to arrange for the transfer of the patient to
another physician who could in conscience follow the
direction of the patient.
The U. S. bishops place a greater emphasis on the
subjective considerations of the patient than is seen in
the documents of the Holy See and they appear to use
the qualifiers “ordinary/extraordinary” and “proportionate/disproportionate” synonymously. We now return to the teaching of the papal magisterium.
John Paul II
In his encyclical Evangelium vitae, Pope John Paul II
addresses the topic under consideration in section 65
and draws a clear distinction between what might be
considered medically appropriate, for which he uses
the term “proportionate”, and what would be understood as more subjective in terms of an “excessive
burden”, even though he does not use the qualifier
“extraordinary” with respect to the burden. He writes
of “medical procedures which no longer correspond to
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the real situation of the patient, either because they
are by now disproportionate to any expected results or
because they impose an excessive burden on the patient and his family.”
The Pontiff goes on, “It needs to be determined
whether the means of treatment available are proportionate to the prospects for improvement.” This clearly
speaks to the matter of “therapeutic proportionality”.
He concludes then, “To forego extraordinary or disproportionate means is not the equivalent of suicide or
euthanasia; it rather is the acceptance of the human
condition in the face of death.”
Here it is not clear if the qualifiers “extraordinary” and
“disproportionate” were being used synonymously or
whether John Paul II was saying that continued treatment could be curtailed either because it was burdensome to the patient or because it held out little or no
hope for improvement of the patient’s medical condition. An Attempt to Ascribe More Precise Meanings to
Terms An awareness of both the subjective and objective elements in making a conscientious medical decision can certainly be found in the magisterial documents, but there have been attempts to address these
element more directly than perhaps the magisterial
documents themselves have. Some authors have attempted to appropriate the terms “ordinary” and “extra-ordinary” for the subjective dimension of a medical
moral choice and have tried to appropriate the terms
“proportionate” and “disproportionate” for the more
10
objective, clinical dimension of the moral decision.
While this appropriation and use of the terms might
provide greater terminological consistency in moral
analysis, there seems to be no explicit justification for
such a designation in the magisterial documents
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themselves. Without question, the terms proportionate
and disproportionate do seem to be used more often
with respect to the objective medical assessment of
the treatment. However, in the magisterial documents
one does not seem to find “ordinary” and “extraordinary” being used to refer more specifically to the subjective aspect of the dynamic process of medical moral
decision-making.
Furthermore, such a use of the terms “ordinary/extraordinary” for the subjective aspect of making a medical moral decision and “proportionate/disproportionate” for the objective aspect seems
to divide up the decision-making process too neatly
into stages and into subjective and objective components. There is a very complex interplay between objective and subjective considerations on the part of
both the physician and the patient as well as a dynamic back and forth of judgments and considerations
without it settling into any kind of preordained chronology.
“Proportionate” has generally been applied to a medical intervention to designate it as morally obligatory
after due reflection on both the therapeutic potential
of the intervention as well as the resultant effects for
the life of the patient showing that it holds out a reasonable hope of benefit without an excessive burden.
Rather than stages, it would seem the “objective” aspect (therapeutic proportionality, if you will) and the
“subjective” aspect (or “global efficacy” in the language of some authors) of the proposed medical intervention ought to be seen as two distinguishable but
inseparable dimensions of the one decision taken. As
the hylomorphic theory does not allow for a separation
of form and matter but rather a distinguishing of the
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two, so, too, must the objective and subjective aspects of the moral choice remain inseparable while to
a certain degree distinguishable.
Although one seems to find no magisterial text explicitly ascribing the subjective dimension of the decisionmaking process to the terms “ordinary/extraordinary”
and the ascribing the objective dimension to “proportionate/disproportionate”, one does certainly find evidence of the distinction. Although it is not explicit, the
basis for the distinction might be found in the Catechism of the Catholic Church in No. 2278.
“Discontinuing medical procedures that are burdensome, dangerous, extraordinary or disproportionate to the expected outcome can be legitimate; it is the refusal of ‘over-zealous’
treatment.”11 One might interpret this brief passage from the Catechism as indicating a difference between the qualifiers “extraordinary” and
“disproportionate” by virtue of the “or” which is
placed between the two terms. “Disproportionate” would seem to refer to the more objective
medical judgment with reference “to the expected outcome” of the medical procedure and
“extraordinary” might be seen as referring to
the more subjective element of the decision
along with the qualifier “burdensome”.
Such a distinction might also be found in John Paul II’s
famous address of April 2004 on the topic of the provision of hydration and nutrition to patients in a persistent vegetative state. He speaks of the provision of
hydration and nutrition as “ordinary” and “proportionate” and therefore morally obligatory. “I . . . underline
how the administration of water and food, even when
provided by artificial means, always represents a natuOn proportionality PAV 2008
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ral means of preserving life, not a medical act. Its use,
furthermore, should be considered, in principle, ordinary and proportionate, and as such morally obligatory
insofar as and until it is seen to have attained its
proper finality, which in the present case consists in
providing nourishment to the patient and alleviation of
12
his suffering.”
We also see this use of the terms in the most recent
document of the magisterium on medical moral questions. On August 1, 2007, the Congregation for the
Doctrine of the Faith responded to a Dubium submitted by the United States Conference of Catholic Bishops on the necessity of artificially administering hydration and nutrition to patients in a persistent vegetative
state. Granted, this question raised by the Dubium
deals more with the issue of care than of treatment.
Nonetheless the terms carry the same meaning as
they would if applied to treatment.
The Congregation wrote, “The administration of food
and water even by artificial means is, in principle, an
ordinary and proportionate means of preserving life. It
is therefore obligatory to the extent to which, and for
as long as, it is shown to accomplish its proper finality,
which is the hydration and nourishment of the patient.
In this way suffering and death by starvation and dehydration are prevented.”
It is difficult to know if the qualifiers “ordinary” and
“proportionate” are used synonymously in the original
address of John Paul II and subsequently in the Dubium as a way of indicating continuity between the
teaching of Pius XII and the introduction of the qualifier “proportionate” in the Declaration on Euthanasia or
whether “ordinary” was used to refer to the subjective
element of burdensomeness and “proportionate” was
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used to refer to the element of an objective judgment
of the intervention achieving its desired therapeutic
end.
In any case, it must be said that in the address of
Pope John Paul II on April 2004, the decision for the
continuation of hydration and nutrition is fundamentally based on a consideration of therapeutic proportionality. Here the patient is making no subjective judgment at all with regard to his overall wellbeing in light
of his own choice of values. Instead the judgment is
being made by the caregivers, by the medical professionals. “We know,” they say, “using our best medical
judgment, that this intervention with nutrients and
fluids will preserve the life of this patient and is in his
best interest and is therefore obligatory. It constitutes
therapeutic proportionality. The intervention is proportionate to the desired outcome”. If anything, the concurrence of the patient in receiving this intervention is
merely presumed.
Concept of Therapeutic Proportionality Imbedded in Tradition
This language of the objectivity of therapeutic proportionality certainly reflects what has been contained in
the ethical tradition of the Church for centuries. Although the moralists of the sixteenth and seventeenth
centuries would refer to obligatory means of prolonging life as those that one can obtain and utilize with
some ease,13 they must also be means that would
have an anticipated beneficial effect. The tradition applied this reasonableness not only to the effectiveness
of the means employed (the more objective factors of
therapeutic proportionality) but also to the disposition
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and capacity of the patient. In other words, there was
both an objective and a subjective component that
went into the decision about what the morally obligatory course of action was. Food might indeed provide
some nourishment but the consumption of that food
might require heroic measures depending on the nature of the illness. Francisco de Vitoria, writing in the
16th century, addressed the physical impossibility of
undertaking some treatments or even care: “. . . if the
depression of the spirit is so low and there is present
such consternation of spirit in the appetitive power
that only with the greatest of effort and as though by
means of a certain torture, can the sick man take
food, right away that is reckoned a certain impossibil14
ity and therefore he is excused.”
The authors also spoke of a certain moral impossibility
rendering a medical intervention optional or nonobligatory. Daniel A. Cronin did a thorough review of
the tradition in terms of conditions that would render
medical interventions not obligatory. Among those
posing moral circumstances excusing one from the
obligation of intervention even if the intervention
might constitute what we have been calling therapeutic proportionality, Cronin lists harsh and severe remedies (summus labor and media nimis dura), such as
an extraordinary effort even to get to a physician, extraordinary pain (quidam cruciatus and ingens dolor),
such as the amputation of a limb in a day without anesthesia, great expense (sumptus extraordinarius,
media pretiosa and media exquisita)and overwhelming
repugnance or fear (vehemens horror).15
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“Therapeutic Obstinacy”
The tradition held that not only these subjective factors may render certain interventions optional but also
the anticipated medical effects of the interventions
themselves. The moralists of the 16th and 17th centuries were clear about the unreasonableness of using
medical interventions that held out little or no hope for
the patient. Here one encounters the notion of “therapeutic obstinacy” or “accanimento terapeutico”.
It must be said that there are real difficulties with the
translation of “accanimento terapeutico”. Frankly, the
expression “therapeutic obstinacy” is almost never
used in English. Indeed, the expression seems to be a
contradiction in terms. If a medical intervention is truly obstinate, unreasonable, it cannot really be therapeutic.
Usually this term is translated in the English as “aggressive medical treatment”. However, even this term
does not seem to do justice to the reality lying behind
“accanimento terapeutico”, for there can be times
when an aggressive medical treatment might actually
be quite appropriate in one circumstance while not in
another. An aggressive chemo-therapy regimen, for
example, might be called for in the treatment of a 32
year old mother of four young children while it might
not be appropriate for a frail 87 year old widow. Furthermore, the expression “therapeutic obstinacy”
seems to imply that the actions of the physician would
indeed go beyond even futile medical interventions.
First of all, futility is not a moral category but rather a
medical one. It is simply a judgment about the suitability of the means employed for the attainment of the
desired end. In this case, it is a judgment about the
On proportionality PAV 2008

78

suitability of medical interventions to restore health so
far as possible or to provide comfort to those dying.
One speaks of futility in the strict sense when the
medical intervention is completely ineffective towards
ameliorating the pathological condition of the patient.16 There is no question of course that a judgment
with respect to medical futility will be a significant factor in formulating a moral response to patient care.
The moral agent must first assess the medical facts
before being able to discern whether or not the intervention would constitute proportionate treatment, and
therefore be obligatory, or a disproportionate intervention, and therefore be morally optional once the subjective factors of the patient are taken into account.
However, one should consider that the medical intervention could be futile without necessarily being hurtful to the patient.
“Accanimento terapeutico” on the other hand seems to
imply an intervention that is not only not obligatory
but actually an intervention that one would even be
obliged not to undertake. Therapeutic obstinacy would
seem to imply almost a kind of battery, an assault upon the patient in the guise of medical treatment which
is not only not therapeutic but actually harmful.
Another example of this concept can be found in the
1981 statement of the Pontifical Council Cor Unum
discussed earlier. The document quotes a letter that
Cardinal Villot had sent to the Congress of the International Federation of Catholic Medical Associations in
which he refers to an abuse of the patient in the name
of medicine: “A physician is [not] under obligation to
use all and every one of the life-maintaining techniques offered him by the indefatigable creativity of
science. Would it not be a useless torture, in many
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cases, to impose vegetative reanimation during the
last phase of an incurable disease?”17
“Useless torture” is very strong language and would
seem to describe what is referred to by “accanimento
terapeutico”. Yet in other places, the term “accanimento terapeutico” almost seems to correspond to
what has traditionally been termed extraordinary or
disproportionate means of prolonging life and is therefore seen as morally optional.
In the Gospel of Life, 65, Pope John Paul II differentiates the refusal of “accanimento terapeutico”, which is
morally licit, from euthanasia which can never be licit.
He writes, “Euthanasia must be distinguished from the
decision to forego so-called ‘aggressive medical treatment’, in other words, medical procedures which no
longer correspond to the real situation of the patient,
either because they are by now disproportionate to
any expected results or because they impose an excessive burden on the patient and his family.” In this
context the pope quotes the 1980 Declaration on Euthanasia (Bona et Jura). The Supreme Pontiff continued: “In such situations, when death is clearly imminent and inevitable, one can in conscience ‘refuse
forms of treatment that would only secure a precarious and burdensome prolongation of life, so long as
the normal care due to the sick person in similar cases
18
is not interrupted’.”
Indeed, it seems that if an intervention would “only
secure a precarious and burdensome prolongation of
life”, it would actually be harmful to the patient. If this
is the case, it ought not truly to be referred to as a
“treatment”. A more neutral kind of word might be
more appropriate, such as “medical intervention”. The
words of John Paul II in Evangelium vitae, before he
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quotes the Declaration on Euthanasia, would seem to
correspond to extraordinary means of prolonging life
which are not obligatory but which may be chosen depending on the circumstances. For example, the patient might have a moral obligation to repay a debt or
to receive the sacrament of reconciliation before death
and would therefore be morally obliged “to secure a
precarious and burdensome prolongation of life” in
order to fulfill those other obligations.
However, the term “accanimento terapeutico” usually
appears to have the connotation of actually being
harmful to the patient. This connotation seems to be
employed in an address by John Paul II to Members of
the Pontifical Academy for Life on 27 February, 1999.
He told them that they ought to reject “those forms of
‘aggressive medical treatment’ which do not really
maintain the life and dignity of the dying person.” (4)
Now, if these interventions truly do not maintain the
life of the dying person and constitute an assault upon
his or her dignity they can hardly be referred to a
“medical treatment”, aggressive or otherwise. And the
Pope does not refer to such “forms of ‘aggressive
medical treatment’” being used occasionally but insists
that they are to be rejected.
On 2 Feb 2003 Pope John Paul II addressed the participants in the World Day of the Sick and reiterated established Catholic teaching. “And while palliative
treatment in the final stage of life can be encouraged,
avoiding ‘accanimento terapeutico’, it will never be
permissible to resort to actions or omissions which by
their nature or in the intention of the person acting are
designed to bring about death.”19 This was translated
in English as “a treatment at all costs mentality” but it
is the same concept of therapeutic obstinancy. A year
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earlier Pope John Paul II addressed the World Organization of Gastro-Enterology in 2002 and employed
again the term “accanimento terapeutico”. It is interesting to look through the various translations of this
text provided by the Vatican. It seems to me that the
only one which most accurately speaks to the reality
under consideration is the German. The passage
reads:
The complexity of the human being requires
that, in providing him with the necessary treatment, the spirit as well as the body be taken into account. It would therefore be foolhardy to
count on technology alone. From this point of
view, an exasperated and overzealous treatment [esasperato accanimento terapeutico]
[ensañamiento terapéutico exasperado][ übertriebene
lebensverlängernde
Maßnahmen][
acharnement thérapeutique exagéré], even if
done with the best of intentions, would definitely be shown to be, not just useless, but lacking
in respect for the sick person who is already in a
terminal condition. (23 March 2002)
Here one sees the term referring to an intervention
which is not simply disproportionate or extraordinary
or even futile or useless. In this passage the term “accanimento terapeutico” clearly refers to an intervention which is actually lacking in respect for the sick or
dying person. Therefore, it would seem that one ought
never to undertake, under any circumstances, “accanimento terapeutico” in the sense in which it is used in
this context. This would have “accanimento terapeutico” differing in kind from “disproportionate treatment”
and one might even ask if therapeutic obstinacy is not
a misnomer in terms of the reality to which it refers.
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Again, if it is obstinate it cannot be truly therapeutic.
As the Catholic moral tradition continues to develop in
its reflection on end of life decisions there must be
continued refinement of the terms used to allow a
greater precision in ethical judgment. Even though
ordinary/extraordinary
and
proportionate/disproportionate are often used synonymously in
official church teaching, the terms proportionate/disproportionate do seem to be applied more directly to the assessment of medical interventions and
the judgment as to whether or not they will achieve
their
desired
objectives.
The
terms
“ordinary/extraordinary” seem generally to have a more
broad and hence less clear application. Finally, it
seems that the reality which is often addressed by the
terms “accanimento terapeutico” or “therapeutic obstinancy” might more accurately be referred to as excessive measures to prolong life or even abusive
measures to prolong life rather than aggressive medical treatment or therapeutic obstinacy. Again, this is
because the interventions cannot be “therapeutic” if
they are excessive or tyrannical and actually militate
against the good of the patient.
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THE PRINCIPLE OF ETHICAL ADEQUACY
IN THE USE OF MEANS OF PRESERVING
LIFE: BETWEEN THERAPEUTIC EXCESS
AND ABANDONMENT OF THE PATIENT
MAURIZIO CALIPARI

Introduction
Reports in our day continually recount, at times dramatically at the center of attention and as much by
individuals as in the forum of public opinion, the problem of administering therapeutic interventions and life
support in relation to the dignity of the patient and
with respect to authentically human values. The new
and ever-growing technical possibilities of medical intervention that in fact go beyond ensuring the maximum number of chances for life and/or the best conditions of health for the greatest number of people, at
times may involve a further burden of personal suffering for the same patient, without which burden, on the
other hand, there might be real opportunity for benefit. What is to be done in these cases? Which criteria
should be adopted in order to be able to express an
ethical and operative judgment that is wellgrounded
and justifiable concerning the use of means of preserving life?
The present text represents an attempt to find a concrete response to these questions by way of proposing
a new plan of valuational dynamism, to be able to help
medical praxis, whether on the part of health care
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workers or that of the patient, to make operative decisions that are at times difficult and controversial but
always oriented toward ensuring the integral good of
the suffering person in need of care.1
1. Anthropological-Theological Premises
At the beginning of my itinerary, I consider it necessary to recall some essential premises of an anthropological and theological nature, without then allowing
myself then in this venue to justify them; given the
global context of the proposal of this Congress, I believe that one in fact may agree to adopting an anthropological formulation of a personalistic nature
(with an ontological foundation), from which derive the
axiological criteria of each ethical evaluation.
In this point of view, individual physical life -- among
the relative goods of the person (and not only for the
person) – without a doubt represents what precedes
and grounds all other goods as the first condition of
2
possibility for their subsistence and development.
As part of the effort to evaluate ethical correctness
concerning the use of means of preserving life, fundamental and irremissable reference always must be
made to the recognition of the inalienable dignity –
that is, the value – of the person 3 that each human
being possesses from the first instant of his existence.
Such dignity belongs to each man by nature and has
its ultimate foundation within the free and personal act
of love with which God creates each human being “in
His image and likeness”4. For this reason, this dignity
is not susceptible to any quantitative or qualitative
variations, and it cannot depend neither upon different
existential circumstances nor upon the personal
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recognition or concession of other people. Our personal dignity begins with us and is implied until the moment of our death.
During the earthly phase of life, the distinctive dignity
of each human being manifests and expresses itself
first and foremost in the primary good of physical life,
that is, through the fact of existing as “living” beings,
called to give glory to God with our existence, in view
of the completion of our journey that is fulfilled in
eternal life.5 Remaining on the horizon of the argument
that serves as the object of our reflection, consequently the problem to confront – in the eyes of the moralist, and likewise of each person entitled to undertake
responsibility for concrete choices – is not, in the first
instance, that of establishing the obligatoriness or not
of a determined means of preserving life, but rather
that of recognizing and respecting the dignity of the
person in need of care and/or life support, trying to
characterize hic et nunc, that is, within the given situation, the best manner by which to promote his integral good (which includes also the good of physical
life) by way of the decision to employ or not a particular means of preserving life.
Personally, I think that such a difference in perspective
in confronting the moral problem at hand may not represent purely a question of “words”, but on the contrary, a matter totally substantial, so that only by turning
attention to the person of the patient in its objective
and integral truth (which includes also his subjectivity), he will be able to find the response that is most
adequate to his real and current needs, whether he
finds himself in conditions of good health or experiences the difficulty of illness or of nearing death.
Naturally, the underscoring of such a perspective of
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ethical approach certainly does not mean denying the
just requirement concerning the fact that moral reflection, in order to be able to work out concretely a
judgment of ethical evaluation on the use of a particular medical procedure, or more generally the use of a
means of preserving life, it is necessary to identify the
most objective and clear criteria possible.
2. A valuational dynamism in three “phases”
Looking through the various texts of the moral Tradition and of the Magisterium concerning the use of
means of preserving life6, one may notice the prevalent use of two terminological dyads, in order to connote them from the point of view of the probable moral obligation to have recourse to them: traditionally,
the “ordinary/extraordinary” dyad, and of more recent
use, the “proportionate/disproportionate” dyad. At
times, these terminological pairs are utilized as simple
synonyms, while at other times they seem to be used
7
with different meanings between them. Therefore, I
put forward this question: Is it possible to arrive at a
conceptual clarification that might take into account
the specificity of each of these two expressions, without necessarily having to consider them in terms simply of “equivalence” or “alternative”?
Personally, after long study and repeated reflection, I
gradually have arrived at the firm conviction that the
response should be in the affirmative, and from this
my point of view, I thus set about to offer an argued
justification.
In discussing the formulation of an ethical judgment
concerning the use of means of preserving life, I necessarily consider first and foremost to underscore the
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fact that the “ethical evaluation” in question comes to
be referred more strictly to the use in situation of the
means, and not to the means in itself as such. In fact,
the “things”, or the material objects, if considered in
themselves do not possess ethical quality; rather, only
free and knowledgeable human actions can have it.
Such an evaluation, then, will have to be worked out
in light of many factors8, some of which being of prevalently objective character, and others of a nature
more distinctly subjective.
Generally for this reason, in a given clinical situation,
the formulation of such a moral judgment should be a
gradual process that depicts the result of a progressive
and attentive evaluation of numerous elements, in an
atmosphere of sincere and constant dialogue between
the patient (or his legitimate representatives) and
those who assist him. In this continued confrontation,
it is necessary on the part of doctors that every care
be taken to avoid the risk of falling into a kind of excessive and arrogant medical paternalism, in which
they regard the patient as a “minor”, to manage to
leave out the patient’s personal participation. On the
other side, the patient has the duty to shun any form
of misunderstood “autonomism” in confrontations with
the doctor, that is to say, an attitude that tends to
consider the same doctor by the same standard to be
a mere “instrument” to use, in the name of one’s own
autonomy, in order to fulfill his own desires regarding
the care of health or life.
In any case, it is necessary to recognize that the first
and final responsibility for the ethical judgment to be
formulated belongs in the final analysis to the patient
(or who legitimately represents him), as far as he is
the first proprietor of the personal good of life. NatuOn proportionality PAV 2008
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rally then, even the doctor must obey the dictates of
his own moral and professional conscience without ever violating that of the patient. In the case, therefore,
of an onset of unhealthy conflict between the conscience of the patient and that of the doctor, as to the
ethical evaluation of carrying out a particular intervention of life support, the best solution is without a doubt
the interruption of the established therapeutic covenant between the two at the initial moment of the care
relationship. Returning back to our argument, what I
definitively would like to propose is a dynamic valuational process that may be described through the articulation of three phases. By logic, this process initially must examine elements of a medical-technical
scope or, more generally, all those factors that lend
themselves to a predominantly objective evaluation
(first phase); successively, it must take into consideration those factors more strictly connected to the subjectivity of the patient (second phase); and finally, it
must yield a conclusive ethical judgment that takes
well into account the previous phases of evaluation
and expresses itself in a morally adequate operative
decision (third phase).
2.1 First phase: Evaluation of “Proportionality”
My proposal is that of reserving the qualification of
“proportionate” or “disproportionate” to the use of a
means of preserving life (it matters not whether it is
diagnostic, therapeutic, palliative, assisting, natural,
artificial, etc.) considered in the first phase of this valuational dynamism, during which what must be analyzed prevalently are elements of a technical-medical
character, among which the majority lend themselves
to an objective evaluation substantially independent
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from the subjectivity of the patient.
In this point of view, the proportionality or disproportionality of a means of preserving life will indicate the
“medical-technical” adequacy or inadequacy of its use,
in relation to the attainment of a particular objective
concerning health or life support for the patient.
Let us consider, for example, the use of a natural
means for preservation of life, that being the consumption (or the provision) of food and liquids. We
may declare that, in a given clinical situation and for a
determined subject, it always will be retained to be
“proportionate” to the degree (and up to the moment)
in which it preserves the actual ability to achieve its
specific finality, that being to nourish the person,
providing the substances necessary for life maintenance.
The same reasoning, also with an technically more
complex evaluation, counts in the case of a medical
intervention (diagnostic, therapeutic, or of life support). In order to clarify the application of the concept
of “proportionality” to medical acts in general, it
seems useful to me to state beforehand the reference
to some foundational principles held in common between moral theology and medical deontology.
In the choice of means of intervention, each conscientious doctor has the duty to follow several fundamental criteria. He must always use those means that,
within the limits of their actual availability and according to the most up-to-date scientific acquisitions,
prove to be: the most efficacious for the pathology to
be diagnosed or treated, the most suited to the particular physio-pathological conditions of the patient in
question, the least risky for his health/life, and the
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most free from grave or damaging collateral effects.

9

With regard to the parameter “efficacy”, I would like
moreover to state precisely that its evaluation may be
carried out only in relation to achieving a definite diagnostic or therapeutic objective (healing, prevention
of relapses, prolonging of life, alleviation of suffering,
physical rehabilitation, etc.). Such an objective, within
the given clinical situation, comes to be characterized
beforehand by way of a dialogic confrontation between
doctor and patient, as a synthesis of the “technical”
objectives of the first (doctor) and of the legitimate
and reasonable expectations of the second (patient),
based upon the value recognized by the latter concerning the anticipated benefits of the proposed
treatment.
In this sense, I propose to utilize the term “medical
efficacy” in order to point out the objective health effects that the use of a means of preserving life yields,
in relation to a precise medical objective, and the term
“global efficacy” in reference to the attainment of
health effects that may prove to be truly significant for
the life of the patient, according to his personal evaluation, within the complex context of his existence and
on the basis of the axiological scale he has adopted.10
Within clinical practice, therefore, a situation may
come to pass in which a given remedy may promise or
may show to have a certain “medical efficacy”, technically speaking, but not a “global efficacy” for the patient. On the basis of his personal judgment, in fact,
the true results obtainable (or obtained) by way of a
certain medical intervention might not hold vital significance so as to render it obligatory, or merely to justify the use of such means. Obviously, the minimal presupposition such that a patient might experience the
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global efficacy of a therapeutic intervention is to show
it to have a sufficient medical efficacy in relation to his
actual health conditions. In the ethical assessment of a
therapeutic intervention, medical efficacy definitively is
a necessary but not always sufficient element to guarantee global efficacy for the person who is subjected
to it.
Therefore, it may be stated that a medical intervention
is considered “proportionate” to the degree (and up to
the moment) in which it demonstrates itself as adequate, within the given clinical situation, toward the
achievement of a precise preordained medical objective, with respect to the fundamental criteria recalled
above. Such a judgment of proportionality, being of a
predominantly medical-technical nature, is the concern
of the caring doctor and of the équipe that eventually
collaborates with him; it must spring from the evaluation likened to various aspects bound to the medical
intervention in question:
a) The concrete or plausible availability of the
means: The first and obviously necessary condition such that a diagnostic, therapeutic, or life
support means might prove proportionate is
that it be, hic et nunc, concretely available for
use or “reasonably” available. The reasonableness of its availability must be assessed on the
basis of the efforts (distance, facilities, time,
etc.) necessary to obtain it, in relation to the
gravity and/or urgency of the clinical situation
to be confronted. For this reason, a medical
means that, in the absolute, prove to be the
best and most recommended in addressing a
certain clinical condition within the given situation, also could prove to be disproportionate to
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the degree that such a means is available or
reasonably available.
b) The actual technical possibility of using the
means adequately: Beyond the concrete availability of the means, it is necessary that there also be someone who may utilize it with sufficient
skillfulness and competency, at the most opportune moment. To use a remedy or medical instrument in an inadequate way, in fact, may
cause a significant lessening of its efficacy, but
above all a notable increase of risks for the patient, rendering the use of this same means disproportionate.
c) The reasonable expectations of real “medical
efficacy” of the means: Beyond examining the
two aforementioned elements, which represent
nearly a prior condition for the use of a particular means of preserving life, one of the principal
factors for determining its proportionality is the
reasonable prediction of beneficial effects that it
can procure for a particular patient, within the
specific clinical situation and in rapport with a
preordered medical objective. Such measurement comes to be verified constantly throughout the duration of the medical intervention,
where the concrete conditions of the patient
may vary in time. Let us remember also that
the element of medical efficacy comes to be
composed by that of global efficacy, which we
will examine further on among factors of a “subjective” kind.
d) The eventual damaging collateral effects upon the patient that the use of the means bears:
Nearly all medical interventions, along with the
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researched beneficial effects, also bear collateral
effects that are more or less negative for the
patient. Sometimes, they may cause significant
damage to the health of the person. For this
reason, in parity with medical efficacy, it will be
necessary to consider as the more proportionate
use that therapeutic means which, in the given
clinical situation, involves fewer damaging collateral effects for the patient.
e) Foreseeable risks to the health/life of the patient, eventually involved in the use of the
means: Many medical interventions involve a
certain percentage of risk to the health of the
patient. The greater the degree (in terms of
11
probability or gravity) of such risks , the greater the percentage of expected medical efficacy
must be concerning the use of the means in
question so that it might be considered proportionate. The importance of such risks also is related to the degree of severity of the pathology
to be ascertained or treated as well as to the
urgency of the requested intervention within the
clinical situation to examine. The more the patient slips into critical conditions, so much higher will be the threshold of acceptable risk. In
any case, the quantification of the threshold of
acceptable risk in the use of a means of preserving life, in relation to a particular pathology,
should be established according to clinical
standards that are shared extensively within the
medical community.
f) The actual possibility of recourse to therapeutic alternatives of equal or greater efficacy: The
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tic alternatives, with respect to the hypothesized means in confronting a certain clinical situation, constitutes a further element for the
doctor to take in consideration in the assessment of therapeutic proportionality. Obviously,
the condition sine qua non for such a comparison is that the possible alternatives of intervention offer a foreseeably equal or greater medical
efficacy to that means being evaluated.
g) The quantification of health resources (technical, economic, etc.) necessary for the utilization of the means: This assessment factor concerning the proportionality of means of preserving life always acquires increasing weight,
above all in the management of present models
concerning the public allocation of present
health services in the majority of Western countries.
The often very elevated costs of modern medicine and
of sophisticated technologies that support it point out,
in fact, the crucial problem within the correct administration of available health resources that obviously
are not unlimited. Within a social scheme of public
administration of health resources, therefore, it is necessary to bear well in mind the fact that, having a limited quantity of available resources, it is necessary to
rationalize their use as best as possible in order to
avoid harmful waste or injustices that would penalize
other needy subjects12. Therefore, the costs – technical, economic, etc. – required for the utilization of a
means of preserving life must be evaluated in relation
to the gravity of the pathology to be treated, to the
urgency of the intervention, and to real possibilities for
therapeutic success. One derives from these considerOn proportionality PAV 2008

97

ations that, in parity with efficacy, connected risks,
and damaging collateral effects, it is only right and fair
to orient oneself toward the use of that means of preserving life which bears the least social cost, based on
the principles of distributive justice and solidarity.
In order to avoid equivocal interpretations, therefore,
it is reconfirmed strongly here that the fundamental
good of human life is not disposed to be quantified
merely in economic terms, neither can it be measured
in relation to other goods that are either inferior or
lacking in homogeneity. In the same manner, no person may decide without committing a grave act of arbitrary arrogance that the life of a person may be
worth, based on the quality of his health, the utilization of a certain quantity of health resources and nothing more.
Consequently, one may conclude that when recourse
to a given medical intervention may be the only way
to save a human life, if it demonstrates that it verifies
all of the criteria of proportionality previously indicated, its use will prove to be “proportionate”, independent of its cost.
2.2 Second phase: Evaluation of “Ordinariness”
During the first phase of the predominantly technicalmedical evaluation of a means of preserving life, one
that yields a judgment of proportionality or disproportionality concerning its use within a given clinical situation, a second phase should follow that takes into
consideration much more subjective aspects of the
medical intervention, those that are more strictly dependent upon the subjectivity of the patient. I propose
to reserve the qualification of “ordinary” or “extraordiOn proportionality PAV 2008
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nary” to the use of a means of preserving life (it matters not whether it be diagnostic, therapeutic, palliative, assisting, etc.) considered in this second phase of
the dynamism of its assessment, whose formulation
pertains principally to the patient.
Which will be, therefore, the objective criteria that the
interested person is obliged to adopt in order to yield
such a judgment? What are the elements to consider,
in order to evaluate the ordinariness or extraordinariness of the use of a means of preserving life in an ethically correct manner?
I am convinced of the fact that, on this point in particular, moral Tradition may have developed an ethical
analysis that is truly profound, one which today represents a point of comparison that is absolutely indispensible for any further reflection. For this reason, I
draw upon several useful elements from the patrimony
of the classical authors to integrate within the present
proposal -- modifying them wherever necessary – on
the basis of the global context of what I will be saying.
Toward such a purpose, I prefer to focus attention upon the indication of those factors that may connote,
for the patient, the “extraordinariness” of the use of
certain means of preserving life, and in absence of
which one might presuppose the “ordinariness” of the
same means. In fact, given the importance of the value at stake, that being the primary good of physical
human life, it seems justified to me to employ a conceptual formulation that departs from the presumption
of ordinariness of the means used with the aim of saving the same life, up to the eventual moment in which
its concrete use within the given clinical situation may
not demonstrate the involvement of aspects that may
involve a real factor of extraordinariness for the paOn proportionality PAV 2008
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tient. In such a manner, one then may confirm that a
means of preserving life always must be considered
ordinary, or at least that its situational use may not
bear for the patient at least a significant element connoting its extraordinariness, according to that patient’s
prudent judgment.
What, then, are the factors that may render the use of
a means of preserving life extraordinary?
Referring ourselves to what for centuries has been reflected by the Moralists of the Tradition, we may confirm that one of the principal elements, connoting the
eventual extraordinariness of a means, is represented
by the fact that the patient experiences, subjectively
and within the concrete situation, a certain impossibility (“quaedam impossibilitas”), physical or moral, concerning its use. Naturally, this impossibility must assume such an extent so as to constitute an excessive
burden for the same patient with respect to his actual
human resources. Which factors may cause a similar
impossibility? It appears to me that, in substantial
terms, they might be reestablished into the following
traditional categories:
a) An excessive effort to procure and/or use the
means: This eventual effort may be requested
of the patient in relation to places, procedures,
times, etc. demanded in order for the means to
come to fruition. It is well also to underscore
how such an effort, because it might constitute
a real factor of extraordinariness, must come to
represent a particularly grave obstacle for the
person according to his subjective evaluation. It
is reasonable to presuppose, in fact, that the
procurement and use of a means of preserving
life always demand some form of “strain” on the
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patient. Nevertheless, such strain frequently
presents itself to an acceptable and wellmanageable degree to the interested subject,
representing only an ordinary burden in such a
case;
b) Experiencing, in connection to the use of the
means, enormous or unbearable physical pain
that cannot be soothed sufficiently: Despite the
enormous progress that analgesia has achieved
during the last decades, it is always possible
that the use of a certain means of preserving
life might bring at times a high degree of physical pain to the patient. It is well-known to all
how the threshold of enduring pain may be a
strongly subjective element, and variable for
another person in relation to other factors (biological, psychological, environmental, etc.),
even within the same individual. Only the subject, therefore, can assess if the eventual physical pain, experienced as a consequence of the
use of a certain means, may reach such a degree as to condition heavily his global personal
equilibrium. In such a case, the use of that
means for him surely will be extraordinary.
c) Economic costs, connected to the use of the
means, that may be very grave for the patient
or for his relatives: We already have considered,
with regard to the factors of proportionality of a
means of preserving life, the question of economic costs necessary for the procurement and
use of the same means for the purpose of correctly managing health resources in a government of public health assistance, in light of the
principle of distributive justice. Here, let us conOn proportionality PAV 2008
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sider this factor from the point of view of the
subjective burden (personal or familial) that it
eventually may involve for the patient, in relation to his actual economic status. If the costs
involved in the procurement and/or use of a
certain means prove untenable or heavily conditioned for the patient and/or his family, also in
relation to their future sustenance, the utilization of such means acquires a characteristic of
extraordinariness. I hold that even for this element of ethical assessment, even if the application be suitable concerning the relative13 norm -which allows the subject to calibrate his own
judgment in a realistic and circumstantial way
based on his own conditions of life – on the contrary, it does not seem morally sustainable to
establish a “maximum ceiling” for expenses
(who would decide and with which criteria?)
above which, for whichever person and in whatever economic status he may find himself, the
use of a certain means of preserving life then
would prove to be extraordinary.
d) Experiencing a tremendous fear or a strong
repugnance in relation to the use of the means:
Concerning the determination of a similar eventuality, diverse subjective factors of a psychological, emotive, cultural, environmental, etc.
type may converge. When the mechanisms of
the subject’s self-dominion are not sufficient to
handle and compensate for the emotions of fear
and/or repugnance eventually stirred up by the
use of a means of preserving life, these mechanisms may reach such a degree as to cause a
certain impossibility for the person to resort to
the use of that means, which for the subject will
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prove then to be extraordinary.
Near to these factors that potentially trigger a certain
subjective impossibility concerning the use of a particular means of preserving life, three other important
elements also may be listed that may weigh substantially on the judgment of the eventual extraordinariness of the means, though not necessarily representing a cause of “quaedam impossibilitas” for the patient
concerning its use:
e) A reasonably high probability of grave risks
to the patient’s life or health, connected to the
use of the means, evaluated by himself in relation to the gravity of his actual clinical condition: Even this element already had been confronted, in treating the criteria of proportionality. We want here to consider among them the
genuinely subjective dimension. There exists in
fact a technical evaluation, of an objective nature, concerning the eventual risks connected to
a medical intervention, based upon statistics
provided by the medical literature on the standards adopted by the scientific community and
verified in clinical experience. Nevertheless,
once the doctor has evaluated the acceptability
of reasonably foreseeable risks, from the technical point of view, that a certain means bears
for the patient in relation to his clinical condition, it still remains to be verified whether or
not the patient, who may have received from
the doctor the information necessary for him to
work out a worthwhile choice, might hold it subjectively to be acceptable to subject himself to
the rate of predicted risk in relation to the benefits reasonably expected within the concrete
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clinical situation. A level of risk to the life or
health of the patient, reasonably assessed by
him to be excessive (in terms of probability
and/or importance), would render the utilization
of such means to be extraordinary.
f) A low rate of “global efficacy”, in relation to
the benefits reasonably expected by the patient,
according to the axiological scale adopted by
him: After having listed medical efficacy among
the criteria of proportionality, let us refer ourselves here to the already cited “global efficacy”
as an important factor of possible extraordinariness. We have, in fact, already underscored
how the importance of an objective health
benefit, obtainable by way of recourse to a
means of preserving life, arrives de facto at representing such an advantage for the patient that
it justifies the utilization of the same means,
taking also into account what it eventually
brings with it in terms of a burden for him
and/or for his family. This criterion brings to
mind the classical moral adage of “moraliter parum pro nihilo reputatur”14, in reference to those
benefits that are truly obtainable but of such little importance as to be nearly tantamount in
fact to nothing. In this sense, the use of a
means of preserving life that were to offer similar benefits would prove to be extraordinary for
the patient. Naturally, such an assessment can
be executed only by the same patient, in light of
the real significance that the obtainable benefits
cover in the field of his global value outline and
within his actual clinical conditions.
g) The permanence, consequent to use of the
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means, of such clinical conditions so as to impede the patient’s fulfillment of his gravest and
most non-deferrable moral duties: This final important factor of possible extraordinariness concerning the use of a means of preserving life,
makes reference to cases in which the mechanism of action, or the consequences of the
means to utilize, place the patient within a clinical condition that, in the given situation, may be
an obstacle or impediment to the fulfillment of
grave moral duties (of love or of justice) that
cannot be put off without serious negative consequences for himself or for others. In this category of means also may be numbered, in certain circumstances, even the induction within
the patient of a state of total or partial unconsciousness (anaesthesia, pharmacologically induced coma, analgesia, etc.) for medical reasons.
Among the factors that have the greatest influence in
the subjective evaluation of this element of extraordinariness, there is surely the “duration of time” of the
unfavorable clinical condition connected to the use of
the means, placed in rapport with the gravity and urgency of the duties to be fulfilled, that it impedes.
2.3 Third phase: Classifying Synthesis
Having clarified the principle points that characterize
the second phase of the valuational dynamism we are
proposing, one whose end is that of determining the
ordinariness/extraordinariness of the use of a certain
means of preserving life from the point of view of the
subjectivity of the patient, it remains to be delineated
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briefly the third and final phase of this process.
In reality, this phase shows itself to be more simple
and immediate with respect to the first two, anticipating the formulation of a synthetic judgment that may
connote the use of a given means, based upon its proportionality/ disproportionality and its ordinariness/extraordinariness, as we previously have defined
and described them as such.
Crossing together these descriptive variables, we may
deduce the following theoretical classification of means
of preserving life:
a) Proportionate and ordinary means;
b) Proportionate and extraordinary means;
c) Disproportionate and ordinary means;
d) Disproportionate and extraordinary means.
In each clinical situation, therefore, by way of the valuational dynamism that I have sought to delineate,
the utilization of a certain means of preserving life
may be ascribed to one of the four categories just recalled.
For each of these descriptive categories, then, it is
necessary to characterize in a foundational and consequential manner, the corresponding levels of moral
dutifulness that may guide the adoption of concrete
operative decisions, with regard to the use or not of
the hypothesized means in a given clinical situation. I
would like to dedicate the following paragraph to this
consideration.
First, then, it seems important to me to make a final
observation concerning the first two phases of the valuational process just described. For the greatest exOn proportionality PAV 2008
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planatory efficacy and systematic clarity, I have spoken of these phases as two wholly distinct and temporally successive stages of judgment. In actuality, within the concreteness of clinical practice, daily experience demonstrates how these two phases often intersect and superimpose themselves in their implementation, above all when the dialogue of confrontation between patient and health care personnel reaches a
good level. This “mixing” of valuational moments,
above all justified and acceptable, usually does not
invalidate the judgment process in its totality, provided that they respect the proper criteria and competencies examined above.
3. The Judgment of “Ethical Adequacy” concerning the Use of a Means of Preserving Life
In order to complete my proposal of reviewing moral
doctrine concerning the use of means of preserving
life, it is necessary to concentrate our attention on one
specific aspect of the problem: that of moral dutifulness. Until now, in fact, we have sought to examine
the valuational dynamisms of a “descriptive” type, in
order to connote the use of a given means, situationally, from the point of view of its proportionality and its
ordinariness. It then remains for the crucial question
to be addressed concerning ethical duties within the
order of action (to utilize the proposed means or not)
corresponding to each of the categories of classification indicated above. The moral dutifulness of the use
of whatever means of preserving life may be implied
on the basis of three classical moral paradigms: obligatoriness, optionality, and illicity. Each of these paradigms, obviously, makes an interior appeal to the person (patient, doctor, relatives, etc.) so that he may
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respond in an adequate manner according to the responsibility that is proper to him, to the grave moral
duty of preserving the fundamental good of life.
What balance might we characterize among the four
descriptive categories first listed as these three moral
paradigms?
First of all, let us examine the case of utilizing a
means of preserving life that, in following the assessment performed during the first phase of the dynamism that we described before, may prove to be “proportionate”, that is, medically adequate (according to
the criteria previously indicated) in the clinical situation to be confronted for a particular patient. There is
no doubt that the use of such a means will never be
able to be considered illicit (if not for extrinsic reasons) when it represents a therapeutic means adequate for the realization of a good end, being that of
sustaining life or health; consequently, it will prove to
be ethically obligatory or optional for the patient. That
which will determine the circumstance of one or the
other degree of moral dutifulness is, fundamentally,
the emerging judgment from the second valuational
phase, that being characterized by an examination of
more subjective elements (and these already have
been indicated) and, for this reason, of pertinence to
the same patient. Whenever the utilization of a certain
means of preserving life, appraised as proportionate,
may prove to be “ordinary” for the patient, recourse to
such a means is to be held as obligatory for him.
Whenever the same means proves instead to be “extraordinary” for the patient, recourse to it will be optional for him, at least in principle. Particular circumstances, in fact, may come to pass in which, in order
to be able to fulfill more grave duties (of love or of
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justice, towards God or towards neighbor), even the
use of a proportionate and extraordinary means could
prove to be obligatory for the patient.
What should be said, instead, of the employment of a
means of preserving life that were to prove “disproportionate”, that being not adequate from the medical
point of view (always according to the previously indicated criteria), based upon the judgment having surfaced from the first phase of the valuational dynamism?
It seems to me to have to conclude that the choice of
seeking recourse to the use of such a means should be
considered, in principle, as a morally illicit act whose
gravity takes on different degrees according to the
real effects that the utilization of the means causes in
the patient. When, in fact, we assess as “disproportionate” (that being medically not adequate) a means
of preserving life, we may refer ourselves to three diverse eventualities (3 types) in relation to the effects
that it causes on the patient’s health: 1) It may concern an intervention that procures a certain benefit for
the patient, but to a degree that is insufficient to surpass the eventual harmful collateral effects connected
to it; 2) it may concern a means not capable of procuring any benefit for the patient; and 3) it may concern a means in which its concrete use demonstrates
itself only as harmful to the patient’s health.
It is clear, therefore, that the moral illicity of the use
of a disproportionate means will result in increasing
gravity from the first to the third type.
Such illicity, in my opinion, would not cease to subsist
even when the utilization of a similar means were to
have to prove itself to be “ordinary” for the patient (in
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reference to the second valuational phase), in the
sense of not bearing any particular element of extraordinariness for him.
Nevertheless, I retain at least in theory that only one
exception to this evaluation may be foreseen: It concerns the case in which the use of a disproportionate
means of the first type (objectively beneficial, but in
an insufficient way) may represent, hic et nunc, the
only manner that the patient has at his disposal in order to be able to fulfill the most grave and indeferrable
moral duties (of love or of justice). Only in this eventuality, in my way of seeing it, recourse to a means of
preserving life assessed as “disproportionate” (but only if of the first type) may be considered morally licit
for the patient, according to the twofold possibility already described concerning the use of proportionate
means: ethical obligation to seek recourse whenever
the means were to prove also “ordinary”, based upon
assessment by the same patient; optionality of its use
whenever, instead, its use were to bear elements of
extraordinariness. Naturally, concerning disproportionate means, two elements come to be verified in any
case: The prior condition of their effective availability
and the acquisition of reasonable certainty that their
use may not constitute, within the given situation, a
serious violation of the principle of distributive justice,
taking away from other more needy patients a good
part of the health resources actually available, in
terms of gravity and urgency of treatment,.
4. Ethical Dutifulness on the Part of the Doctor
The perspective adopted by the moralists of the Tradition in treating the moral question of the use of means
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of preserving life has been, in wide preponderance,
that of duties on the part of the patient; it is necessary
to wait several centuries, within the studies of some
modern moralists15, for a progressive expansion of the
perspective to be noticed, up to including even a more
thorough analysis of the moral duties on the part of
the doctor.
Within the area of my newly synthetic proposal on the
subject of the use of means of preserving life, I already have underscored the importance and the specificity of the general role of doctors and health care
personnel in the assessment of the first phase of the
valuational dynamism we have delineated. It now remains for us to characterize with greater precision
what the moral duties may be that correspond to the
doctor, and to whomever eventually collaborates with
his professional work, with regard to the utilization of
a particular means of preserving life within a given
clinical situation.
The respond appears consequential with respect to the
premises that I have posed until now: The doctor who
freely accepts the burden of a patient’s care, establishing in this way that which often comes to be defined as “therapeutic covenant”, has the duty first and
foremost to fulfill the same moral obligations of the
patient in order to preserve his life and to care for his
health.
This fact signifies that the doctor has the ethical duty
to ensure first and foremost the fruition of “proportionate” and “ordinary” means for the patient, those so
assessed according to the criteria previously indicated,
in the measure of their real availability within a given
clinical situation.
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Additionally, then, the doctor also has the obligation of
securing for the patient, within the limits of possibility,
the fruition of “proportionate” and “extraordinary”
means of what he eventually were to choose to make
recourse, in a licit and reasonable manner.
Based on the same ethical logic, the doctor has the
precise duty to seek no recourse to the use of means
of preserving life that would prove to be “disproportionate” (with the exception of the case already described regarding disproportionate means of the first
type), not even after the explicit request of the patient.16
Obviously, within the assessment and election of
means of intervention, the doctor has the right/duty to
preserve full autonomy of conscience, be it at the ethical level or that of the professional, as how he has the
duty fully to respect the moral conscience of the person entrusted to his care. I already have pointed out
earlier how substantial and unhealthy discord of conscience between patient and doctor eventually may
transpire concerning the election of a given means,
and it may constitute a valid reason to break off that
medical covenant previously established between
them.
Conclusion
I have reached the conclusion of my journey. Introducing this work, I had declared the principal objective
that would pre-establish it: To arrive at proposing a
new synthesis of moral doctrine concerning the use of
means of preserving life, in continuity with the teachings of centuries of Tradition, but also setting our attention upon the new ethical demands placed by the
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incessant development of the medical sciences and of
technologies applied to it.
Believing, then, that we must not lose the richness
contained within the materials of the moral reflection
of the past, nor lose the more recent intuitions of
moral thought stimulated by continual medical progress, I have attempted to delineate a new systematic
outline of assessment that dynamically would join together both conceptual pairs of “proportionality/disproportionality” (chronologically more recent)
and “ordinariness/extraordinariness” (more traditional), without depriving them all the same of their differences and specificity.
From this valuational dynamism, I finally have tried to
derive a corresponding normative schema that may
represent a precise reference point for concrete choices concerning the election and recourse to various
means of preserving life. The result of my effort of
new systematization, in its entirety, could be named
the “principle of ethical adequacy concerning the use
of means of preserving life”.
I am well aware of the fact that the proposal emerging
from this study, although it seems to me to be well
founded and coherently developed, represents only
“one” route – certainly not the only possible one – in
addressing in a systematic manner the moral question
concerning the use of means of preserving life. The
same observation counts also for the terminology that
I conventionally have chosen to adopt in the present
proposal, having thus taken care to remain most faithful to the concepts and perspectives already developed
by the centuries-old way of moral Tradition.
Still, it seems important to me to underscore how the
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perspective chosen in formulating the new proposal
may have been eminently of a theoretical nature. The
“principle of ethical adequacy concerning the use of
means of preserving life” that I have designed limits
itself to providing general norms that intentionally,
along the route of these pages, have not been applied
in a systematic manner to particular clinical cases.
This “categorial” development, so to say, certainly represents a final task to unfold in other successive studies that I sincerely wish may be stimulated by the present work.
Finally, I would like to recall how what has constantly
kept my attention, during all of the reflection on the
theme under study, may have been the trouble of
maintaining in evidence the “centrality” of the human
person, of his authentic good and of his particular dignity, considered within their integral truth – according
to the anthropological and theological vision here
adopted – as a first and ultimate reference point for
every moral reasoning on the theme of preserving life
and caring for health.
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