
 

 

 

 

 

 

 

 

Futility, Autonomy, and the Appropriate Respect Due to Human Life 

 

 

By 

 Fr. Peter Fonseca 

 

 

 

 

 

 

 

 

December 13, 2016 

  



2 
 

Advances in the science of medicine over the past hundred years have led to many different 

ethical questions about previously unimaginable quandaries. As the possibility for prolonging 

human life continues to advance, new questions arise about how much effort must be expended to 

prolong human life. With a more advanced and reliable scientific basis for diagnosing and treating 

medical conditions, physicians find themselves in the historically unique position of being able to 

make fairly accurate yet objective prognosis about specific treatments and projected outcomes for 

the patient. Armed with this new intellectual power that the science of medicine has acquired, 

physicians can find themselves in disagreement with their patients, who may often lack that 

knowledge and frequently have other interests in mind, when determining if they should receive a 

particular treatment. The morally legitimate use of this power to determine whether a specific 

medical treatment should be pursued or foregone encompasses “a number of factors, chief among 

them scientific and clinical competence (intellectual authority), the commitment to use one’s 

competence primarily for the benefit of the patient, and the consent of the patient or the surrogate 

empowered to consent for the patients not able to consent for themselves.”
1
 These ethical questions 

demand a balance between the objective medical knowledge, other subjective factors weighed by 

the autonomous consensus of the patient as well as the physician, and the proper respect due to 

human life. 

This paper will explore the intricate questions surrounding medical futility. It will also 

demonstrate that while the personal agency and appropriate respect for life require a patient to 

pursue ordinary/proportionate medical interventions and entitle the patient to pursue 

extraordinary/disproportionate treatment options, this does not grant the patient the right to demand 

any treatment they want. Since "to treat in the presence of futility is to act against the patient's good, 

                                                           
1
 Laurence B McCullough, “Tracking the Variability of Authority and Power in the Physician-Patient Relationship,” 

Journal of Medicine and Philosophy 34: (2009), 1-5. 
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and if such treatment is burdensome, to act maleficently as well,"
2
 this paper will reach the 

conclusion that if a treatment is futile it should be stopped or foregone. In determining if a specific 

treatment is futile, both the autonomy of the physician and the patient must be respected and neither 

can impose his will on the other. Ultimately “a civil and courteous discontinuance of the 

relationship may sadly be the only answer when moral and religious commitments are mutually 

incompatible.”
3
  

When the physician and patient explore possible treatment options, it is essential to recall 

that an immediate relationship is formed when the patient comes under the care of the physician. In 

this physician-patient relationship, the physician accepts an obligation to use his power to assist the 

patient in achieving what is best for the individual patient. While the physician and the patient both 

have the same goal in mind, protecting the life and / or health of the patient, disagreements can still 

arise over the best way of reaching that goal. Since both the patient and the physician are moral 

agents, who are morally responsible for their actions, it is understandable how a dilemma can arise 

over how to ensure that both the patient and the physician’s moral rights are respected when a 

disagreement over a particular treatment arises. 

Perhaps the most difficult decision for a patient and his physician to make is the decision to 

either stop a certain treatment that is merely prolonging the life and causing extreme discomfort to 

the patient and to begin providing palliative care. Palliative care is “a comprehensive non-curative 

plan for prevention and relief of pain and other forms of physical, psychosocial, and spiritual 

suffering by means of early identification, assessment, and intervention.”
4
 In determining that 

                                                           
2
 Edmund D. Pellegrino, M.D. “Decision at the end of life: the use and abuse of the concept of futility,” in The Dignity 

of the Dying Person Proceedings of the Fith Assembly of the Pontifical Academy for Life, ed. Juan DeDios Vial Correa 

and Elio Sgreccia (Vaticano: Libreria Edifrice Vaticano, 2000), 224. 
3
 Edmund D. Pellegrino, M.D. “Decision at the end of life: the use and abuse of the concept of futility,” 236. 

4 Marie T. Hilliard, “Model Policy Concerning the Care to Patients at Life’s End for Catholic Health Care 

Agencies,” Ethics & Medics  33:8 (2008) accessed December 12, 2016,   

http://www.ncbcenter.org/resources/information-topic/end-life-care/model-policy/.  



4 
 

palliative care is the proper care plan for a patient, a patient accepts that other forms of treatment 

would not be beneficial.  

One form of palliative care is hospice care. In 2014, an estimated 1.6 to 1.7 million patients 

received hospice care.
5
 There is no doubt that each and every patient had to make a very difficult 

and personal decision, in conjunction with their physician, that further treatment would be 

disproportionate or excessively burdensome and should be foregone or terminated.  

With the advances and complexities of modern medicine, almost every medical treatment 

option concerning the end of life requires a moral decision about the best way to proceed. “In 

almost every case other than sudden, unwitnessed death, some decision must be made about how 

vigorously to treat, and when it is morally permissible to withhold or withdraw life-sustaining 

measures.”
6
 These end of life cases bring with them the challenge for physicians and patients to 

work together, each with their own perspective, to come to a mutually acceptable and moral 

decision.  

When the physician and patient explore whether a particular treatment option is morally 

acceptable, they must explore whether that particular treatment is effective and if it imposes an 

excessive burden on the patient. When exploring the effectiveness and burdensomeness of a 

treatment, situations can arise where a patient demands a treatment which the physician believes is 

morally inappropriate. Likewise, a situation can arise where the patient determines that it is 

appropriate to stop a treatment that the physician believes to be necessary.  

The teaching of the Catholic Church is unequivocally clear; patients have an obligation to 

preserve their lives, however, patients may reject specific life-prolonging procedures that they 

                                                           
5
 National Hospice and Palliative Care Organization, “NHPCO’s Facts and Figures Hospice Care in America 2015 

Report.” http://www.nhpco.org/sites/default/files/public/Statistics_Research/2015_Facts_Figures.pdf  
6
 Edmund D. Pellegrino, M.D. “Decision at the end of life: the use and abuse of the concept of futility,” 219. 
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prudently judge to be insufficiently beneficial or excessively burdensome.
7
 The patient is certainly 

free to take more burdensome steps to preserve his life provided it does not lead him to fail in a 

more serious duty. Since “Christian autonomy, that is the right to make their own health care 

decisions based on Christian principles and in imitation of Christ,”
8
 is rooted in living a moral 

Christian life, while the patient has the right to make their own determination about the best 

treatment option, patients cannot be permitted to choose an immoral option. The Catholic Church 

teaches that this free and informed judgment made by a competent adult patient must be respected 

provided that it is not immoral.  

While the patient’s autonomy must be respected, the physician should not be forced to act in 

a way that he believes is immoral. The Hippocratic Oath reminds physicians of their fundamental 

obligation to keep their patient “from harm and injustice.”
9
 This obligation forbids a physician from 

prescribing any form of treatment that will only serve to harm the patient and to cease a treatment if 

it would only cause the patient further harm. “Since administering futile medicine is tantamount to 

inflicting cruel and unusual punishment on the patient”
10

  and the “task of medicine is to care even 

when it cannot cure,"
11

 there comes a point where a physician must morally decide that a specific 

treatment cannot be used.  

At the heart of the Catholic Church’s teaching on futility, autonomy, and the appropriate 

respect due to human life is Her understanding of who the human person is. The Catholic Church 

upholds the dignity of every human person. This dignity owed to each human life is rooted in the 

understanding that each human person is created in the image and likeness of God; therefore it is 

                                                           
7
 United States Conference of Catholic Bishops, Ethical and Religious Directives for Catholic Health Care Services. 5

th
 

ed. (Washington, DC:United States Catholic Conference, 2009.), #32.  
8
  Ralph A Capone and Julie Grimstad, “Futile-Care Theory in Practice,” National Catholic Bioethics Quarterly  14:4 

(2014): 621. 
9
  “Hippocratic Oath,” last modified September 27, 2016, http://guides.library.jhu.edu/c.php?g=202502&p=1335752  

10
 George P Smith. “Futility and the Principal of Medical Futility: Safeguarding Autonomy and the Prohibition against 

Cruel and Unusual Punishment,” Journal of Contemporary Health Law and Policy 12:1 (1995), 38. 
11

 United States Conference of Catholic Bishops, Ethical and Religious Directives for Catholic Health Care Services. 

5
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 ed. p. 25. 
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sacred. The sacredness of life demands that "everyone is responsible for his life before God who has 

given it to him. It is God who remains the sovereign Master of life. We are obliged to accept life 

gratefully and preserve it for his honor and the salvation of our souls."
12

  

While human life must be respected as sacred, the Church recognizes that each human 

person is only a pilgrim passing through this life into eternal life. Since the goal of earthly life is 

eternal life, earthly life in not an end in and of itself so it should be subordinated to the spiritual end. 

At times it may be permissible for one to indirectly surrender his life for a greater good. For 

example, a martyr can freely give up his life rather than reject his faith since the martyr is not 

intending his death and is choosing the greater good of holding fast to the faith. While death is 

inevitable for every human person, each human life is sacred and in order to protect the sacredness 

of that life it is imperative that each person must use ordinary means to preserve his health.
13

  

A proper respect for the dignity of the human person recognizes that this life is not an end in 

and of itself, and it also demands that a patient should not be subjected to any risk or extra suffering 

unless one can reasonably conclude that there is a proportionate benefit. In making these decisions, 

one must consider the good of the whole human person and not simply the physical good.
14

 This 

same respect for the sanctity of human life also demands that “discontinuing medical procedures 

that are burdensome, dangerous, extraordinary or disproportionate to the expected outcome can be 

legitimate; it is the refusal of an 'overzealous' treatment.”
15

 Thus "therapeutic procedures that are 

likely to cause harm or undesirable side effects can be justified only by a proportionate benefit to 

                                                           
12

 Catechism of the Catholic Church, 2nd. ed. (Washington, DC: United States Catholic Conference, 2000.), [2280].  
13

 Ethical and Religious Directives for Catholic Health Care Services. 5
th

 ed. (Washington, DC:United States Catholic 

Conference, 2009.), #32. 
14

 United States Conference of Catholic Bishops, Ethical and Religious Directives for Catholic Health Care Service. 5
th

 

ed. [33] 
15

Catechism of the Catholic Church, 2nd. ed. [2278].   
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the patient."
16

 In other words “patients should not be exposed to risk or extra suffering unless there 

is a reasonable expectation of a proportionate benefit.”
17

 

A procedure is defined as proportionate if in the judgment of the competent patient, or his 

representative, there is a reasonable hope of benefit from the procedure which is not excessively 

burdensome or does not impose an excessive expense on the family or the community.
18

 In 

determining if a specific treatment is excessively burdensome, the patient must consider his medical 

condition, the possible outcomes of the treatment, and costs that are not solely limited to money, 

including psychological, personal, familial and additional resource costs as well. If, after weighing 

the merits of a specific treatment, that treatment does not have a proportionate benefit then it is 

futile and should not be pursued. 

The adjective futile comes from the Latin word futilis meaning worthless.
19

 A futile 

treatment describes a treatment that fails to achieve its specific purpose. In other words, a treatment 

is deemed futile when it has to either no therapeutic benefit or a therapeutic benefit that is judged to 

be uncertain or it has a gravely disproportionate therapeutic benefit.
20

  

To determine if a specific treatment is futile, both the patient and the physician need to 

balance the perceived good against the perceived harm done. In determining if a treatment is futile 

the patient needs to explore “objectively discernable features in the treatment itself, its side effects, 

and its negative consequences that impose undue burdens on the patient and/or others.”
21

 For every 

treatment, there are both objective and subjective goods, those goods which can be judged with by 

                                                           
16

 Ethical and Religious Directives for Catholic Health Care Services. 5
th

 ed. (Washington, DC:United States Catholic 

Conference, 2009.), #33. 
17

 Paul Wainwright and Ann Gallagher. “Ethical aspects of withdrawing and withholding treatment,” Nursing Standard 

21:33 (2007), 47. 
18

 United States Conference of Catholic Bishops, Ethical and Religious Directives for Catholic Health Care Service. 5
th

 

ed. [32] 
19

 The New College Latin & English Dictionary. Edited by John C. Traupman. Toronto: Bantam Books,1966. 123. 
20

 Paul Wainwright and Ann Gallagher, “Ethical aspects of withdrawing and withholding treatment,” 49. 
21

 William E May, Catholic Bioethics and the Gift of Human Life 3
rd

 ed.  (Huntington: Our Sunday Visitor Publishing 

Division, 2013), 272. 
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some objective standard and those which can only be judged by the patient. When the physician and 

patient are weighing the perceived good of a specific treatment against the perceived harm done, 

they need to weigh both the objective and subjective determinations of recovery. To make a proper 

determination as to whether a specific treatment is truly futile the patient and the physician need to 

weigh both the objective usefulness of a treatment and the subjective burdensomeness of the 

treatment.
22

   

“In the Catholic tradition, a means has been judged useless in the strict sense if the benefits 

it promises are nil or useless.”
23

 Therefore the determination of uselessness is an objective 

determination that there is a low probability of recovery. Since uselessness refers to an objective 

determination about a specific treatment which is based on the science of medicine, it is, therefore, 

appropriate for the physician, to determine if a specific treatment is objectively futile because the 

patient does not have the medical expertise and training that is required in order to make a well-

informed medical decision.  

While it is primarily the task of the physician to determine if a treatment is objectively futile, 

the patient should be properly educated, to the best of the physician’s ability, regarding the possible 

treatment outcomes, the physician should consider the determination from the patient about the 

usefulness of that treatment. If a patient is not satisfied with the objective determination of the 

physician, then the patient has a right to protect his interest by appealing to the  ethics committee of 

that institution or the judicial system that can validate or reverse the objective determination of the 

physician based on testimony of other experts qualified to make that objective determination.  

On the other hand, determinations about burdensomeness, which takes into account the 

patient’s particular views about risk taking, quality of life, and the importance of a therapy’s 

                                                           
22

 May, Catholic Bioethics and the Gift of Human Life 3
rd

 ed.,273. 
23

 May, Catholic Bioethics and the Gift of Human Life 3
rd

 ed.,273. 
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probability of success,
 24

 while rooted in the objective medical reality, is a subjective determination. 

As a subjective determination, it falls to the properly informed patient to make these determinations 

for himself. Since the subjective determination of burdensomeness is rooted in the objective 

determination of usefulness, the physician should assist the patient in his judgment of 

burdensomeness, ensuring that it is rooted in the proper objective reality. Likewise, if the physician 

is not satisfied that the subjective determination of the patient was properly evaluated and the 

patient may be attempting to act immorally, he can protect his interests by appealing through the 

ethics committee of the institution or the judicial system.  

If a treatment is both subjectively burdensome and objectively useless, the treatment is futile 

and should be forgone or ceased. Yet there are countless possibilities where a specific treatment 

could be subjectively burdensome yet objectively useful or vice versa. Take for example the case of 

a patient with end-stage cancer who needs intravenous fluids to prevent dehydration. This patient 

could certainly come to the subjective determination that receiving intravenous fluids to prevent 

dehydration is excessively burdensome and should be foregone. While the intravenous fluids could 

possibly be subjectively considered burdensome in regards to the suffering the patient is 

experiencing from the cancer, the actual treatment of receiving intravenous fluids would not be 

useless as it fulfills the ends of the treatment, namely the providing of fluids to the body, and 

certainly would be immoral to remove.
25

 On the other hand, the physician may come to an objective 

determination that a patient's cancer has progressed to a stage where a certain medication no longer 

has any hope of curing the patient. The physician would then come to the objective conclusion that 

the medical treatment is objectively useless, yet at the same time the particular patient may want to 

                                                           
24

 Smith, “Futility and the Principal of Medical Futility: Safeguarding Autonomy and the Prohibition against Cruel and 

Unusual Punishment,” 14. 
25

 For a thorough explanation of the need to provide artificial hydration as ordinary care please see the Pennsylvania 

Bishops Conference document Nutrition and Hydration Moral Considerations available at: 

http://www.pacatholic.org/bishops-statements/nutrition-and-hydration-moral-considerations/   Accessed December 1, 

2016 
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see his daughter get married in a month and if he remains on the objectively useless medication, he 

will be able to attend the wedding. The patient could then determine that missing his daughter’s 

wedding would be more burdensome than all of the other burdens imposed by the medication. 

While this medical treatment is objectively useless it is not subjectively burdensome and should not 

be discontinued. Thus, in determining if a particular treatment is futile, “the dignity of the person, 

by reason of his freedom of choice, includes the freedom of dying patients to refuse non-curative, 

death preventing interventions but does not include the freedom to choose death and to set one’s 

will against life.”
26

  

Ultimately in coming to a conclusion about whether a treatment should be withdrawn or 

foregone both the patient and the physician must balance the objective and subjective dimensions 

together to determine if the treatment is truly futile while honoring the dignity of the patient. If a 

treatment is both objectively and subjectively futile the treatment should be forgone. If on the other 

hand, the treatment is either subjectively or objectively beneficial the treatment should be 

continued.  

When coming to determinations about whether a treatment is useless or burdensome, the 

patient and the physician must remember that neither of them acts independently of the other. Both 

the physician and the patient participate in the healing process of the patient, which requires the 

skill of the physician to promote the health of the patient's body, mind, and spirit.
27

 This symbiotic 

relationship imposes an obligation on both the patient and physician to work together in order to 

promote the health and well-being of the patient. Since it is wrong for someone to help another 

                                                           
26

 May, Catholic Bioethics and the Gift of Human Life 3
rd

 ed., 274.  
27

 United States Conference of Catholic Bishops, Ethical and Religious Directives for Catholic Health Care Services. 

5
th

 ed. #15. 
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person harm either themselves or another person, neither the physician nor the patient is obliged to 

participate in a treatment that they believe will harm the patient.
28

  

This obligation to solely look after the good of the patient recognizes that autonomy is 

rooted in the right to refuse, but does not create an unlimited right to demand. Since futile 

treatments only cause harm to the patient, a patient who demands a futile treatment violates his 

relationship with the physician. The patient simply does not have a right to demand a futile 

treatment because it undermines not only the physician-patient relationship but also the patient’s 

own autonomy by falsely raising the expectation of recovery.
29

  

When a patient and a physician are unable to reach an agreement about whether a specific 

treatment is, in fact, futile, the physician still has an obligation to care for the patient. If the 

physician cannot provide a treatment in good conscience, he must respect his obligation to follow 

his conscience and the obligation of his patient to follow his conscience by terminating the 

relationship. When the physician determines that he must terminate the physician-patient 

relationship he must continue to care for the patient by arraigning the situation so that the patient is 

in the same situation he would have been in had he gone to another provider. This principal of 

providing care even when the physician cannot participate in the treatment demands that the 

physician refer the patient to another provider who will carry out the patient's wishes or establish a 

moral justification for not referring the patient to someone who will fulfill the patient’s wishes. If he 

cannot find another provider to provide the procedure then he must sufficiently demonstrate that no 

one else will do the procedure and so it cannot be done.
30

  

                                                           
28

 Joseph Clint Parker, “Conscience and Collective Duties: Do Medical Professionals Have A Collective Duty to Ensure 

that Their Profession Provides Non-discriminatory Access to All Medical Services?,” Journal of Medicine and 

Philosophy 36 (2011), 28. 
29

 Smith. “Futility and the Principal of Medical Futility: Safeguarding Autonomy and the Prohibition against Cruel and 

Unusual Punishment,” 21. 
30

 John K Davis. “Futility, Conscientious Refusal, and Who Gets to Decide,” Journal of Medicine and Philosophy 33 

(2008), 366. 
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The science of medicine is becoming more advanced and sophisticated. With the great 

medical advances of the past 100 years, many new ethical situations arise especially at the end of 

one’s life. In addressing these end of life issues, the proper respect for human life must be weighed 

along with the autonomy of the patient and the physician. To uphold the dignity of the terminally ill, 

the teaching of the Catholic Church is clear, that one is obliged to use ordinary means to preserve 

their life, but may reject life-prolonging procedures if the patient judges them to be 

disproportionately beneficial or excessively burdensome.
 31

 Thus “recognition of clinical futility is a 

crucial element in deciding the moral status of acts of continence or discontinuance of end-of-life 

treatment.”
32

 Yet since this recognition of futility “involves a prudential judgment about what is 

right and wrong behavior in deciding how vigorously to treat and when to desist from treatment in a 

given clinical situation,”
33

physicians and patients can find themselves in situations of disagreement. 

When these situations arise the physician and patient should work together to evaluate both the 

objective and subjective dimensions of futility and try to arrive at what is truly best for the patient. 

Should the physician and patient still not be able to come to an agreement, then the physician and 

patient should terminate the relationship in a manner that places the patient in the same situation he 

would have been in had he not entered into a relationship with the physician by seeking treatment 

from him in the first place. 
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