
DefenDing the Dignity of the human Person in health Care anD the life sCienCes sinCe 1972

A few years ago, I visited the bedside of a hundred-
year-old woman who had been under my care for  
nearly eighteen years. She was a woman of great 

faith, and her family had requested that we follow Catholic 
teaching on end-of-life care when the time came. In the 
months prior to this visit, she had suffered what clinicians 
refer to as failure to thrive. Progressive weakness, weight 
loss, malnutrition, confusion, and loss of bodily control are 
hallmarks of this syndrome. It may be a manifestation of 
extreme old age, or it may be caused by multiple pathophysi-
ological interactions, including disorders of the endocrine 
and immune systems as well as the metabolic pathways.1 

The clinician must look for reversible causes. If none 
are found, the prognosis is poor. For this woman, no such 
causes were found, and I had counseled the family on how 
we would handle her final days. Comfort would be para-
mount. They were clear that their mother would not consent 
to a feeding tube, and we agreed to offer her fluid and food 
by mouth for as long as possible. I told them that reversible 
diseases would be treated, but the overall syndrome was 
not able to be cured.  

On the day of this visit, their mother was near death and 
had received medications (including morphine) to reduce 
discomfort. The family and I embraced as we thanked God 
for the faithful life she had lived and the faith she had passed 
on to her children.

Shortly after she died, while we were still at the bedside, 
her daughter offered me a stunning piece of art depicting 
the Virgin Mary. I was reminded at that moment of the great 
grace it had been to be her physician, but I also experienced 
a sense of gratitude for the teachings of our shared faith. The 
Church’s wisdom in the area of palliative care had provided 
a sure guide to all of us as we accompanied her in her final 
illness and her entrance into a new and eternal life.

 The Western Medical Tradition

The Catholic Church has a long history of providing 
health care, particularly for the dying, as an extension 

of Christ’s command of charity to one’s neighbor. As early 
as the fourth century, a hospice was recognized as a place of 
rest for travelers. The Knights Hospitaller, an early Catholic 
military order, was formed in the early eleventh century to 
care for poor and sick pilgrims in the Holy Land. It survives 
today as the Order of Malta. Numerous other religious 
orders and institutes claim their charism as the care of the 
sick. Even today, the Alexian Brothers is an active lay order 
with a special ministry dedicated to health care. One has to 
look no further than to Jesus Christ himself to see the model 
of the Divine Physician, providing healing and comfort 
to the sick. Thus, grounded in a sound anthropology and 
understanding of the human person, in the religious dimen-
sion and Christian character of Christ’s call to serve others, 
the relief of suffering of brothers and sisters at the end of 
life is nothing short of a divine command. 

The Western medical tradition has in most ways 
adopted this approach. My own experience has born this 
out in multiple ways in my twenty-five years of practice. 
However, such an approach is clearly under assault in 
an increasing secular medical world view dominated by 
utilitarian ethics and an idea of autonomy that recognizes 
no moral boundaries. The support for physician-assisted 
suicide and euthanasia, as well as threats at the beginning 
of life, can be understood as a logical conclusion to this 
expansive view, which puts man at the center of all exis-
tence. The Christian health profession must answer this 
movement with reason animated by love.

The kind of suffering one encounters in health care 
occurs in all three classical human spheres—body, mind, 
and spirit. As an internist, I am most comfortable speaking 
the language of the body, but I am mindful not to fall into 
the trap of a dualist mentality that separates the human 
person’s physical existence from his or her spiritual reality. 
Such dualism has led to much of the moral confusion in 
medical ethics today. In fact, I find it almost impossible to 
treat a physical symptom without addressing its psychologi-
cal and spiritual dimensions. 

It is important to recognize that the health care profes-
sional is also an embodied spirit—united and not divisible. 
There can be a tendency to view a surgeon as a mere provider 
of a technical act, devoid of any human quality. Patients are 
often happy to accept this split as long as the health goals they 
desire are reached. This is short-sighted, and it devalues the 
relationship between the patient and physician, reducing the 
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physician  to a “proceduralist” role and denying the patient 
the future support of a physician who is also a friend and 
advisor who can guide them through serious illness.

The Physician and the Problem of Pain

Palliative medicine specialists define a “pain crisis” as 
an event of severe, uncontrolled pain affecting not only 

the patient but the family and caregivers. According to 
US National Comprehensive Cancer Network guidelines, 
severe pain (of at least 7 out of 10 on a pain scale), requiring 
the use of narcotic analgesics, can be classified as a “pain 
emergency.”2 Assessing such a crisis requires certain ana-
lytic and emotional skills. The clinician must first believe 
the patient’s report of pain, take a detailed history, and 
evaluate the patient’s psychological state. A careful medical 
and neurological examination is essential, and a diagnostic 
program informed by a risk–benefit ratio is critical as well. 
Once initiated, a pain management program that continu-
ally monitors the patient and supports the family is strongly 
recommended. A frank discussion with the patient and 
family on what to expect in the dying process and what 
social work and spiritual services are available rounds out 
the approach to a pain crisis.3 

A conscientious doctor may wonder if a patient’s 
treatment with narcotic analgesics, which compromises 
consciousness and may even reduce respiration, is a mor-
ally acceptable act. Is life inadvertently shortened by such 
treatment? Pope Pius XII’s 1957 address to doctors on the 
moral problems of analgesia is considered a sure guide in 
these difficult cases: 

In short, you ask Us: “Is the suppression of pain 
and consciousness by means of narcosis (when it is 
demanded by a medical indication) allowed by the 
religion and morals to the doctor and to the patient 
(even with death approaching, and with the knowl-
edge that the use of narcosis will shorten life)?” The 
answer will be: “If there are no other means and, if, 
in the given circumstances, that does not prevent the 
fulfillment of other religious and moral duties:  Yes. 
As We already explained, the ideal of Christian hero-
ism does not impose, at least generally, the refusal of a 
justified narcosis, not even with the approach of death; 
all depends on the concrete circumstances. The more 
perfect and more heroic resolution can be as well in the 
acceptance as in the refusal.4 

In the simplest terms, Pius XII is articulating the classic 
moral idiom of double effect. A proportionally lesser evil, if 
not intended, can be tolerated to allow a greater good. In this 
case, the physician may allow the unintentional decrease in 
respirations or consciousness induced by narcotic analgesia 
if his or her primary goal is the greater good of reducing 
significant pain. Death as a goal or as a means to relieve 
suffering is, of course, immoral and violates perennial 
Catholic teaching. 

Unfortunately, the doctrine of double effect is often 
invoked to justify a number of unsound practices in the care 
of the dying (such as terminal sedation for existential suf-
fering and assisted death). Many moralists will use double 

effect to justify acts of euthanasia, arguing that, compared 
with the patient’s ongoing and unrelieved suffering, the 
patient’s death is the lesser evil. The worthy goal of relieving 
suffering is consequently deemed proportionately greater 
than the intrinsic evil of intending the death of a vulnerable 
and compromised person. Using double effect to justify 
any act that has the direct intent to end the life of a human 
person as means of ending their suffering is a perverse and 
profound misunderstanding of the principle. Catholic tra-
dition forbids in no uncertain terms the intentional taking 
of human life.5

One of the more controversial practices in the delivery 
of pain relief at the end of life is so-called terminal sedation 
(also known as palliative sedation). There are circumstances 
in which a patient who is actively dying requires sedation 
and analgesic pain relief to the point of unconsciousness for 
the management of severe pain and agitation. Prescribing 
anxiety medications and narcotics, even with the unin-
tended consequence of inducing an unconscious state, is 
not an act of euthanasia or assisted suicide, but this is only 
true when other interventions have not been successful in 
controlling severe distress. Then, double effect can be used 
appropriately. 

Sadly, terminal sedation has been increasingly accepted 
as a means of “controlled” death, in which the patient con-
sciously chooses the time and manner of bringing an end 
to earthly life. The patients who choose it do not have an 
organic basis for their pain but experience a lack of mean-
ing in their lives or great fear of the trajectory of their ill-
ness. Applying terminal sedation protocols in these cases 
is equivalent to providing physician-assisted suicide. The 
patient is not in a state of imminent death, and physical pain 
can be controlled by less dramatic measures. The difference 
in intent may seem minor, but it makes a tremendous dif-
ference in the quality of the moral act.

The Refusal of Food and Water

In recent years, voluntary food refusal has also become 
an acceptable alternative in many people’s minds. At an 

intuitive level, one may feel compassion for someone near 
the end of their earthly existence who voluntarily stops 
eating with the intention of shortening life. Many disease 
processes result in anorexia (loss of appetite) and a strong 
desire to avoid food intake. The physiological reasons for 
this vary but include circulating chemical anorectic factors, 
functional bowel obstruction, the effects of chemotherapy, 
and depression. Reversible causes should be sought and 
treated when possible. The Catholic Church has a long 
tradition of teaching that at the end of life, the sick person  
who is facing death is called not to heroism but only to duty. 

An understanding of our moral duties in relation to 
eating was addressed as early as the sixteenth century. 
Francisco de Vitoria (d. 1546), for example, writes,

If a sick man can take food or nourishment with some 
hope of life, he is held to take the food, as he would be 
held to give it to one who is sick. … If the depression of 
spirit is so low and there is present such consternation 
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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 impossibility, and therefore he is excused, as 
least from mortal sin, especially where there is little 
hope of life, or none at all.6 
In my medical practice, I have seen many patients at 

the end of life refuse to take nourishment, not because of a 
desire to end their lives but because taking in food increases 
their physical discomfort. Imagine, if you will, being asked 
to take a large piece of pumpkin pie after consuming several 
other large desserts. You might say, “I just can’t do it!” 

My father suffered from an advanced lung malignancy. 
As he approached the last days of his life, he said much 
the same thing. Despite a brief trial of intravenous fluids at 
home, his profound anorexia and food refusal continued to 
the very end. This is not the same as a patient who decides 
to refuse nutrition and hydration in order to induce severe 
dehydration and hasten death. Such a decision is, in my 
opinion, the moral equivalent of passive suicide. It cannot 
be justified by the principle of double effect, because the 
desired effect of reducing suffering is not proportionate 
to the evil of directly intending one’s own death. Patients 
contemplating voluntary food refusal need to be offered 
counseling and human solidarity to overcome their sense 
of isolation and despondency and perhaps their unhealthy 
need for control and autonomy.

In clinical situations where death is not imminent and 
assisted nutrition and hydration by tube feeding will pro-
long life by providing nourishment, it should be encour-
aged. Current Church teaching favors the assisted delivery 
of food and fluids. Only in cases where a patient’s medical 
condition does not allow the assimilation of food and  fluids, 
where death is imminent and the burdens of delivery out-
weigh any possible benefit, or where food and fluids are not 
available—only then is assisted feeding not necessary. Of 
course, decisions should be made on a case-by-case basis, 
and sound clinical reasoning and communication among 
patient, family, and physician are integral to sound ethical 
reasoning. 

Hand feeding should almost never be denied. In response 
to a Jesuit Consor tium statement on assisted nutrition and 
hydration, the Catholic Medical Association emphasized 
that “hand feeding should never be withheld nor forgone if 
feasible. Even in cases of aspiration risk, it may be prudential 
to allow feeding in certain circumstances (e.g., very elderly 
patients).”7 

Physicians—indeed, all health care professionals—
need clinical and ethical skills to successfully differentiate 
between the anorectic condition of late-stage illness and 
voluntary food refusal. It may be difficult to recuse oneself 
from caring for a patient who voluntarily refuses food to 
accelerate death, but it is important to make it known that 
one does not agree with the patient’s moral choice and 
exhort them to change their course of action. If life is indeed 
a gift from a loving Creator, an ill person is still obligated 
to steward that gift to its natural end.

Spiritual Goods of the Patient

The distress associated with dying can be accentuated 
for the patient who lives alone, is depressed, has poor spiri-
tual reserves, or communicates poorly with the physician.8 
In care for the dying, then, the clinician cannot emphasize 
only the reduction of pain and relief of anxiety as the 
central goals. Such a view is harmfully inadequate and 
tends toward a reverse dualism, which recognizes only the 
physicality of suffering while ignoring the spirit and soul. 
The physicians who take pride in their “scientific” approach 
to patient care may fall short in devastating ways if their 
approach to the chronically ill and dying lacks humanistic 
qualities.

The most fundamental unit of society concerned with 
the dying is the family. I have observed how an integrated 
and loving family can ease much of the pain and fear of 
loss that chronically ill and dying patients experience. 
Acts of solidarity, words of compassion, practical physical 
assistance, and prayer are many of the gifts presented to 
the dying patient by the family and friends. Caring for the 
ill can take a very heavy toll on the emotional and physical 
health of those on the frontlines of “compassion delivery.” 
Family members may be challenged by many concerns, 
such as medication use, physician relationships, a lack of 
balance in career and personal life, religious issues, profes-
sional limitations, and nutrition and hydration concerns.9

Multiple resources should be available to the family to 
assist them in their journey. Counseling on family dynam-
ics, financial advice, pain education, and bedside care are 
all ways to assist families. There is also a need for a patient’s 
spiritual family, their religious congregation, to reach out in 
love to the family in distress. Helping with meals, transpor-
tation, fund drives, visitation, respite care, and (not least) 
intercessory prayer are concrete examples of what should 
be the normative response of any religious community. The 
medical community, in conjunction with social work and 
governmental agencies, is central in a special way when 
family and religious resources are lacking. 

The clinician should also be on the lookout for signs of 
caregiver “burnout” and should intervene when possible 
to help the caregiver restore balance. The simple advice to 
take a day off, ask for help from a neighbor, or tap into social 
services for assistance can go a long way. A physician’s word 
of advice may be a potent remedy in these situations. 

When thinking of the family and community’s response 
to the suffering, I am reminded of Pope Benedict XVI’s 
words when he was visiting a home for the infirm in 
Madrid, Spain. He quoted his words from Spe salvi: “The 
true measure of humanity is essentially determined in rela-
tionship to suffering and the sufferer. … A society unable 
to accept its suffering members and incapable of helping to 
share their suffering and to bear it inwardly through com-
passion is a cruel and inhuman society.” Then he added,

This preferential love of the Lord for the suffering 
helps us to see others more clearly and to give them, 
above and beyond their material demands, the look 
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of love which they need. But this can only happen 
as the fruit of a personal encounter with Christ. You 
yourselves—as religious, family members, health care 
professionals, and volunteers who daily live and work 
with these young people—know this well. Your lives 
and your committed service proclaim the greatness to 
which every human being is called: to show compas-
sion and loving concern to the suffering, just as God 
himself did. In your noble work we hear an echo of 
the words found in the Gospel: “Just as you did it to 
one of the least of these my brothers, you did it to me” 
(Matt. 25:40).10 

There is probably no greater act of solidarity than to be with 
the dying as they face the intersection between this material 
world and the eternal world to come. 

I have considered it a privilege to attend the bedside 
of a dying person and have found it difficult to find words 
to express the profound sense of sacredness that abounds 
there. I have also attended the deaths of my father, grand-
mother, and aunt, which were difficult, of course, but mainly 
a privilege. There is clearly something sacred about the 
passing of a human soul into an eternal dimension. Secular 
trends to sanitize death are futile. More importantly, any 
attempt to minimize the spiritual nature of death, includ-
ing both the materialistic error of regarding death as mere 
chemical destruction and the gnostic equivalent of canon-
izing every person in death, leads to a sense of desperation.

The challenges that the dying patient faces include, 
among others, death anxiety, matters of loss and change, 
concerns about the dignity of self, a search for meaning, 
a sense of fundamental aloneness, and the mystery of the 
unknowable. David Kissane urges health care professionals 
to help patients respond to these challenges in ways that will 
provide peace, equanimity, and fulfillment while sustain-
ing life, creativity, and joy.11 It is hard to argue with such 
an approach. Since the Catholic response engages all these 
domains while providing the spiritual truth universal to all 

human circumstances, it is best suited to lead the  palliative 
care movement in the future. 
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