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PART ONE
The Social Responsibility of Catholic Health Care Services

Introduction



Fifth, within a pluralistic society, Catholic health care services will encounter requests for medical procedures
contrary to the moral teachings of the Church. Catholic health care does not offend the rights of individual
conscience by refusing to provide or permit medical procedures that are judged morally wrong by the teaching
authority of the Church.

Directives

5.  Catholic health care services must adopt these Directives as policy, require adherence to them within the
institution as a condition for medical privileges and employment, and provide appropriate instruction regarding
the Directives for administration, medical and nursing staff, and other personnel.

9. Employees of a Catholic health care institution must respect and uphold the religious mission of the
institution and adhere to these Directives. They should maintain professional standards and promote the
institution's commitment to human dignity and the common good.

PART TWO
The Pastoral and Spiritual Responsibility of Catholic Health Care

(No items were copied)

PART THREE
The Professional-Patient Relationship

Directives

24. In compliance with federal law, a Catholic health care institution will make available to patients information
about their rights, under the laws of their state, to make an advance directive for their medical treatment. The
institution, however, will not honor an advance directive that is contrary to Catholic teaching. If the advance
directive conflicts with Catholic teaching, an explanation should be provided as to why the directive cannot be
honored.

27. Free and informed consent requires that the person or the person's surrogate receive all reasonable
information about the essential nature of the proposed treatment and its benefits; its risks, side-effects,
consequences, and cost; and any reasonable and morally legitimate alternatives, including no treatment at all.

28. Each person or the person's surrogate should have access to medical and moral information and
counseling so as to be able to form his or her conscience. The free and informed health care decision of the
person or the person's surrogate is to be followed so long as it does not contradict Catholic principles.

29. All persons served by Catholic health care have the right and duty to protect and preserve their bodily and
functional integrity.'® The functional integrity of the person may be sacrificed to maintain the health or life of the
person when no other morally permissible means is available."’

36. Compassionate and understanding care should be given to a person who is the victim of sexual assault.
Health care providers should cooperate with law enforcement officials and offer the person psychological and
spiritual support as well as accurate medical information. A female who has been raped should be able to
defend herself against a potential conception from the sexual assault. If, after appropriate testing, there is no
evidence that conception has occurred already, she may be treated with medications that would prevent
ovulation, sperm capacitation, or fertilization. It is not permissible, however, to initiate or to recommend
treatments that have as their purPose or direct effect the removal, destruction, or interference with the
implantation of a fertilized ovum.™

PART FOUR
Issues in Care for the Beginning of Life

Introduction



For legitimate reasons of responsible parenthood, married couples may limit the number of their children by
natural means. The Church cannot approve contraceptive interventions that "either in anticipation of the marital
act, or in its accomplishment or in the development of its natural consequences, have the purpose, whether as
an end or a means, to render procreation impossible."*® Such interventions violate "the inseparable connection,
willed by God . . . between the two meanings of the conjugal act: the unitive and procreative meaning."**

With the advance of the biological and medical sciences, society has at its disposal new technologies for
responding to the problem of infertility. While we rejoice in the potential for good inherent in many of these
technologies, we cannot assume that what is technically possible is always morally right. Reproductive
technologies that substitute for the marriage act are not consistent with human dignity. Just as the marriage act
is joined naturally to procreation, so procreation is joined naturally to the marriage act. As Pope John XXIII
observed:

The transmission of human life is entrusted by nature to a personal and conscious act and as such is subject to
all the holy laws of God: the immutable and inviolable laws which must be recognized and observed. For this
reason, one cannot use means and follow methods which could be licit in the transmission of the life of plants
and animals.”

Directives

When the marital act of sexual intercourse is not able to attain its procreative purpose, assistance that does not
separate the unitive and procreative ends of the act, and does not substitute for the marital act itself, may be
used to help married couples conceive.?’

Those techniques of assisted conception that respect the unitive and procreative meanings of sexual
intercourse and do not involve the destruction of human embryos, or their deliberate generation in such
numbers that it is clearly envisaged that all cannot implant and some are simply being used to maximize the
chances of others implanting, may be used as therapies for infertility.

Heterologous fertilization (that is, any technique used to achieve conception by the use of gametes coming from
at least one donor other than the spouses) is prohibited because it is contrary to the covenant of marriage, the
unity of the spouses, and the dignity proper to parents and the child.?®

Homologous artificial fertilization (that is, any technique used to achieve conception using the gametes of the
two spouses joined in marriage) is prohibited when it separates procreation from the marital act in its unitive
significance (e.g., any technique used to achieve extra-corporeal conception).29

Because of the dignity of the child and of marriage, and because of the uniqueness of the mother-child
relationship, participation in contracts or arrangements for surrogate motherhood is not permitted. Moreover, the
commercialization of such surrogacy denigrates the dignity of women, especially the poor.30

A Catholic health care institution that provides treatment for infertility should offer not only technical assistance
to infertile couples but also should help couples pursue other solutions (e.g., counseling, adoption).

Abortion (that is, the directly intended termination of pregnancy before viability or the directly intended
destruction of a viable fetus) is never permitted. Every procedure whose sole immediate effect is the termination
of pregnancy before viability is an abortion, which, in its moral context, includes the interval between conception
and implantation of the embryo. Catholic health care institutions are not to provide abortion services, even
based upon the principle of material cooperation. In this context, Catholic health care institutions need to be
concerned about the danger of scandal in any association with abortion providers.

46.  Catholic health care providers should be ready to offer compassionate physical, psychological, moral,
and spiritual care to those persons who have suffered from the trauma of abortion.

47. Operations, treatments, and medications that have as their direct purpose the cure of a proportionately
serious pathological condition of a pregnant woman are permitted when they cannot be safely postponed until
the unborn child is viable, even if they will result in the death of the unborn child.



48. In case of extrauterine pregnancy, no intervention is morally licit which constitutes a direct abortion.**
For a proportionate reason, labor may be induced after the fetus is viable.

Prenatal diagnosis is permitted when the procedure does not threaten the life or physical integrity of the unborn
child or the mother and does not subject them to disproportionate risks; when the diagnosis can provide
information to guide preventative care for the mother or pre- or postnatal care for the child; and when the
parents, or at least the mother, give free and informed consent. Prenatal diagnosis is not permitted when
undertaken with the intention of aborting an unborn child with a serious defect.*

Catholic health institutions may not promote or condone contraceptive practices but should provide, for married
couples and the medical staff who counsel them, instruction both about the Church's teaching on responsible
parenthood and in methods of natural family planning.

Direct sterilization of either men or women, whether permanent or temporary, is not permitted in a Catholic
health care institution. Procedures that induce sterility are permitted when their direct effect is the cure or
alleviation of a present and serious pathology and a simpler treatment is not available.*

Genetic counseling may be provided in order to promote responsible parenthood and to prepare for the proper
treatment and care of children with genetic defects, in accordance with Catholic moral teaching and the intrinsic
rights and obligations of married couples regarding the transmission of life.

PART FIVE
Issues in Care for the Dying

Introduction

Christ's redemption and saving grace embrace the whole person, especially in his or her illness, suffering, and
death.* The Catholic health care ministry faces the reality of death with the confidence of faith. In the face of
death—for many, a time when hope seems lost—the Church witnesses to her belief that God has created each
person for eternal life.*

Above all, as a witness to its faith, a Catholic health care institution will be a community of respect, love, and
support to patients or residents and their families as they face the reality of death. What is hardest to face is the
process of dying itself, especially the dependency, the helplessness, and the pain that so often accompany
terminal iliness. One of the primary purposes of medicine in caring for the dying is the relief of pain and the
suffering caused by it. Effective management of pain in all its forms is critical in the appropriate care of the

dying.

The truth that life is a precious gift from God has profound implications for the question of stewardship over
human life. We are not the owners of our lives and, hence, do not have absolute power over life. We have a
duty to preserve our life and to use it for the glory of God, but the duty to preserve life is not absolute, for we
may reject life-prolonging procedures that are insufficiently beneficial or excessively burdensome. Suicide and
euthanasia are never morally acceptable options.

The task of medicine is to care even when it cannot cure. Physicians and their patients must evaluate the use of
the technology at their disposal. Reflection on the innate dignity of human life in all its dimensions and on the
purpose of medical care is indispensable for formulating a true moral judgment about the use of technology to
maintain life. The use of life-sustaining technology is judged in light of the Christian meaning of life, suffering,
and death. Only in this way are two extremes avoided: on the one hand, an insistence on useless or
burdensome technology even when a patient may Iegitimatel3y wish to forgo it and, on the other hand, the
withdrawal of technology with the intention of causing death.*’

Some state Catholic conferences, individual bishops, and the USCCB Committee on Pro-Life Activities (formerly
an NCCB committee) have addressed the moral issues concerning medically assisted hydration and nutrition.
The bishops are guided by the Church's teaching forbidding euthanasia, which is "an action or an omission
which of itself or by intention causes death, in order that all suffering may in this way be eliminated."*® These
statements agree that hydration and nutrition are not morally obligatory either when they bring no comfort to a



person who is imminently dying or when they cannot be assimilated by a person's body. The USCCB Committee
on Pro-Life Activities' report, in addition, points out the necessary distinctions between questions already
resolved by the magisterium and those requiring further reflection, as, for example, the morality of withdrawing
medically assisted hydration and nutrition from a person who is in the condition that is recognized by physicians
as the "persistent vegetative state" (PVS).*

Directives

Catholic health care institutions offering care to persons in danger of death from illness, accident, advanced
age, or similar condition should provide them with appropriate opportunities to prepare for death. Persons in
danger of death should be provided with whatever information is necessary to help them understand their
condition and have the opportunity to discuss their condition with their family members and care providers. They
should also be offered the appropriate medical information that would make it possible to address the morally
legitimate choices available to them. They should be provided the spiritual support as well as the opportunity to
receive the sacraments in order to prepare well for death.

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 community.*°

A person may forgo extraordinary or disproportionate means of preserving life. Disproportionate means are
those that in the patient's judgment do not offer a reasonable hope of benefit or entail an excessive burden, or
impose excessive expense on the family or the community.**

There should be a presumption in favor of providing nutrition and hydration to all patients, including patients who
require medically assisted nutrition and hydration, as long as this is of sufficient benefit to outweigh the burdens
involved to the patient.

The free and informed judgment made by a competent adult patient concerning the use or withdrawal of life-
sustaining procedures should always be respected and normally complied with, unless it is contrary to Catholic
moral teaching.

Euthanasia is an action or omission that of itself or by intention causes death in order to alleviate suffering.

Catholic health care institutions may never condone or participate in euthanasia or assisted suicide in any way.

Dying patients who request euthanasia should receive loving care, psychological and spiritual support, and

gpprﬁegiate remedies for pain and other symptoms so that they can live with dignity until the time of natural
eath.

Patients should be kept as free of pain as possible so that they may die comfortably and with dignity, and in the
place where they wish to die. Since a person has the right to prepare for his or her death while fully conscious,
he or she should not be deprived of consciousness without a compelling reason. Medicines capable of
alleviating or suppressing pain may be given to a dying person, even if this therapy may indirectly shorten the
person's life so long as the intent is not to hasten death. Patients experiencing suffering that cannot be
alleviated should be helped to appreciate the Christian understanding of redemptive suffering.

The determination of death should be made by the physician or competent medical authority in accordance with
responsible and commonly accepted scientific criteria.

Catholic health care institutions should encourage and provide the means whereby those who wish to do so
may arrange for the donation of their organs and bodily tissue, for ethically legitimate purposes, so that they
may be used for donation and research after death.

Such organs should not be removed until it has been medically determined that the patient has died. In order to
prevent any conflict of interest, the physician who determines death should not be a member of the transplant
team.

use of tissue or organs from an infant may be permitted after death has been determined and with the informed
consent of the parents or guardians.



Catholic health care institutions should not make use of human tissue obtained by direct abortions even for
research and therapeutic purposes.*

PART SIX
Forming New Partnerships with Health Care Organizations and Providers

Introduction

Until recently, most health care providers enjoyed a degree of independence from one another. In ever-
increasing ways, Catholic health care providers have become involved with other health care organizations and
providers. For instance, many Catholic health care systems and institutions share in the joint purchase of
technology and services with other local facilities or physicians' groups. Another phenomenon is the growing
number of Catholic health care systems and institutions joining or co-sponsoring integrated delivery networks or
managed care organizations in order to contract with insurers and other health care payers. In some instances,
Catholic health care systems sponsor a health care plan or health maintenance organization. In many dioceses,
new partnerships will result in a decrease in the number of health care providers, at times leaving the Catholic
institution as the sole provider of health care services. At whatever level, new partnerships forge a variety of
interwoven relationships: between the various institutional partners, between health care providers and the
community, between physicians and health care services, and between health care services and payers.

On the one hand, new partnerships can be viewed as opportunities for Catholic health care institutions and
services to witness to their religious and ethical commitments and so influence the healing profession. For
example, new partnerships can help to implement the Church's social teaching. New partnerships can be
opportunities to realign the local delivery system in order to provide a continuum of health care to the
community; they can witness to a responsible stewardship of limited health care resources; and they can be
opportunities to provide to poor and vulnerable persons a more equitable access to basic care.

On the other hand, new partnerships can pose serious challenges to the viability of the identity of Catholic
health care institutions and services, and their ability to implement these Directives in a consistent way,
especially when partnerships are formed with those who do not share Catholic moral principles. The risk of
scandal cannot be underestimated when partnerships are not built upon common values and moral principles.
Partnership opportunities for some Catholic health care providers may even threaten the continued existence of
other Catholic institutions and services, particularly when partnerships are driven by financial considerations
alone. Because of the potential dangers involved in the new partnerships that are emerging, an increased
collaboration among Catholic-sponsored health care institutions is essential and should be sought before other
forms of partnerships.

The significant challenges that new partnerships may pose, however, do not necessarily preclude their
possibility on moral grounds. The potential dangers require that new partnerships undergo systematic and
objective moral analysis, which takes into account the various factors that often pressure institutions and
services into new partnerships that can diminish the autonomy and ministry of the Catholic partner. The
following directives are offered to assist institutionally based Catholic health care services in this process of
analysis. To this end, the United States Conference of Catholic Bishops has established the Ad Hoc Committee
on Health Care Issues and the Church as a resource for bishops and health care leaders.

This new edition of the Ethical and Religious Directives omits the appendix concerning cooperation, which was
contained in the 1995 edition. Experience has shown that the brief articulation of the principles of cooperation
that was presented there did not sufficiently forestall certain possible misinterpretations and in practice gave rise
to problems in concrete applications of the principles. Reliable theological experts should be consulted in
interpreting and applying the principles governing cooperation, with the proviso that, as a rule, Catholic partners
should avoid entering into partnerships that would involve them in cooperation with the wrongdoing of other
providers.

Directives

Decisions that may lead to serious consequences for the identity or reputation of Catholic health care services,
or entail the high risk of scandal, should be made in consultation with the diocesan bishop or his health care
liaison.



Any partnership that will affect the mission or religious and ethical identity of Catholic health care institutional
services must respect church teaching and discipline. Diocesan bishops and other church authorities should be
involved as such partnerships are developed, and the diocesan bishop should give the appropriate authorization
before they are completed. The diocesan bishop's approval is required for partnerships sponsored by institutions
subject to his governing authority; for partnerships sponsored by religious institutes of pontifical right, his nihil
obstat should be obtained.

If a Catholic health care organization is considering entering into an arrangement with another organization that
may be involved in activities judged morally wrong by the Church, participation in such activities, must be limited
to what is in accord with the moral principles governing cooperation.

Catholic health care organizations are not permitted to engage in immediate material cooperation in actions that
are intrinsically immoral, such as abortion, euthanasia, assisted suicide, and direct sterilization.**

The possibility of scandal must be considered when applying the principles governing cooperation.*®
Cooperation, which in all other respects is morally licit, may need to be refused because of the scandal that
might be caused. Scandal can sometimes be avoided by an appropriate explanation of what is in fact being
done at the health care facility under Catholic auspices. The diocesan bishop has final responsibility for
assessing and addressing issues of scandal, considering not only the circumstances in his local diocese but
also the regional and national implications of his decision.*

The Catholic partner in an arrangement has the responsibility periodically to assess whether the binding
agreement is being observed and implemented in a way that is consistent with Catholic teaching.
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