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Commentary
Gerard Hughes SJ Heythrop College, University of
London
It would be difficult to read Helga Kuhse's paper
and remain convinced that all was well with the
arguments in medical ethics about the preservation
of life, or that the guidelines for medical practice
were perfectly clear. Her case for saying that there
are both philosophical difficulties and practical
uncertainties is surely unanswerable. Upon closer
inspection, however, it becomes less obvious
precisely which points she has established, which a
more traditional moralist would be concerned to
dispute. Ms Kuhse makes several points: one is that
there is a serious inconsistency in the traditional
view of the sanctity of life; the second is that the
distinction between actions and omissions has no
application in the traditional view; and the third
concerns a more positive proposal to replace the
traditional doctrine about the sanctity of life by a
fully explicit appeal to the quality of life. I should
like to reply, as it were on behalf of the traditional
position, on each of these points, and to make some
remarks on precisely how they are connected to one
another.
Helga Kuhse argues that it is inconsistent to hold
both the 'sanctity of life doctrine' and the view that
there is an important distinction to be drawn
between ordinary and extraordinary means of
preserving life. Now, it certainly is inconsistent to
hold both:
a) that one must never intentionally kill, shorten life,
or allow someone to die, and
b) that one is not obliged to take extraordinary means
to preserve someone's life,
c) just if it is also held that the prohibition on allowing
someone to die obliges one to take all possible means
to keep him alive.
The charge of inconsistency crucially depends on
showing that the 'sanctity of life doctrine' must
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understand the prohibition on letting die in this
strong sense. But does the traditional view take this
extreme position?
Ms Kuhse offers, I believe, two very different
types of consideration to establish that such indeed
is the traditional view. I think it is important to take
these separately, though they appear as interwoven
in her argument. The first type of consideration
consists in quoting writers who have understood the
'sanctity of life doctrine' in this strong sense, by
arguing, for instance, that human life is of infinite
value, and therefore must be preserved in no matter
what form and at no matter what cost. Such
incautious remarks do indeed give rise to inconsistency when they are combined with the view that
extraordinary means are not obligatory, and
Ms Kuhse is right to castigate them on this score.
Emotive rhetoric does little to clarify philosophical
discussion or medical practice. However, those
moralists who engage in lengthy discussions about
where to distinguish between ordinary and extraordinary means would surely be astonished to have
imputed to them the view that life must be preserved
by whatever means are possible. At least they do not
understand the 'sanctity of life' in this sense, and if
they are inconsistent, it is not because they have
indulged in excessive rhetoric alone. However,
Helga Kuhse's paper contains arguments which are
aimed against these more sophisticated moralists as
well, along the following lines. Not to take a possible
means to preserve life must be equated with
intentionally killing (i) because the distinction
between actions and omissions is held to have no
relevance so far as medical practice is concerned,
and (2) because doctors have stricter duties towards
their patients than do ordinary citizens towards
others whose life may be in danger. These two
reasons require some further examination.
It seems to me that the supporters of the t raditional view have never in fact accepted (i).
Perhaps some difficulties in the traditional view do
arise just here, and I shall return to these briefly
later. But the difficulties are not quite the ones
which Ms Kuhse seems to allege. Part of the
problem, I think, is that 'omission' can have two
quite different senses: it can mean simple inactivity,
or it can mean failure to do what one ought to do.
On the traditional view, it is indeed not in itself an
excuse against the charge of letting someone die if
one pleads simple inactivity; in this sense of
'omission', to do nothing might well be just as
reprehensible as positively acting to shorten
someone's life, just as Helga Kuhse says. However,
on the traditional view, it is an excuse to plead that
one did nothing if there was nothing which one had
a duty to do. If, on independent grounds, it can be
shown that, for example, one did not have a duty to
take extraordinary means to preserve someone's life,
then to omit to take those means has traditionally
been considered quite different from intentionally
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shortening a life, and this kind of omission is morally
distinct from a positive action. Pace Ms Kuhse, this
position does not depend on drawing the distinction
between ordinary and extraordinary means in any
particular place, or on any particular grounds
(whether on the quality of life or anything else); it
presupposes merely that not all possible means of
prolonging life are obligatory. It follows, I think,
that no intelligent doctrine about the sanctity of life
is inconsistent just for the reason given in (i) alone.
But perhaps Ms Kuhse suggests that the force of (2)
is to show that, at least for the doctor if not for the
ordinary citizen, any means which is possible is also
obligatory, and that the extraordinary/ordinary
distinction collapses on this account ? But she admits
that medical practice does not take this line, and it
certainly is not how traditional moralists have
argued, despite their occasionally incautious bursts
of rhetoric. I would therefore respectfully suggest
that the charge of inconsistency as Helga Kuhse
presents it succeeds only against a version of the
sanctity of life doctrine which is not that which most
moralists have in fact held.
I believe that the real difficulty for the traditional
position arises at a slightly different point, and is
only obliquely touched upon in Helga Kuhse's
paper. Assuming that some distinction between
ordinary and extraordinary means can be made (and,
as I have said, this is a separate issue), the traditional
moralist still has to claim that there is a significant
moral difference between intending to kill someone
(or intending that person's death) and deliberately
refraining from using extraordinary means to
prolong his or her life. Moreover, he will be
concerned to draw this distinction in such a way as
not to allow in by the back door cases of what he
would regard as wrongful active euthanasia. So he
will have to frame his doctrine of intention in such a
way that refusing to employ or to continue to
employ a life support system could be shown to be
different from, say, administering a lethal injection
to save a patient from further suffering. I do not
think that the normal ways of defining 'intention' (in
terms of desires, foreseeability, and the agent's
description of his action) will suffice to make the
distinction the traditionalist needs here. Nor can
the job be done without circularity by invoking the
distinction between an action and its consequences
and saying that only the action in itself need be
intended, since the line between the action and its
consequences cannot be independently established.
What Ms Kuhse, to my mind, needed to show was
that there is no way in which the traditional moralist
could frame a doctrine of intention which would be
coherent and still give him the answers he is intent
on defending. Instead of doing this, she seems to me
to rely on the exaggeratedly absolutist versions of the
sanctity of life doctrine to make her point, whereas
the difficulty, if I am right about it, remains even
when the traditional position is not held in its

exaggerated form: is refraining from using a possible
means to prolong life different from intending a
death ?
Now, the difficulty could be removed at a stroke
were one willing to say that there is nothing wrong
with intentionally killing, or intending a death, once
life has fallen below a certain quality. This the
traditional moralist has always been careful to deny.
Does Ms Kuhse wish to argue that this is the point
at which we should be prepared to abandon the
traditional view? I found her paper unclear on this
issue. She does say that the physicianmust 'shoulder
responsibility for the death of the patient' and even
that he 'is responsible for the death of the patient'.
If this simply means that the physician must accept
responsibility for deciding when not to use extraordinary means (or, for deciding what are to count
in this case as extraordinary means), and that, if the
patient dies, the physician should expect to be held
accountable for the decision he made, then what she
says is true and is hardly controversial. But does she
wish to be taken as saying in addition that in such
cases the physician intentionally causes the death,
and may (at least sometimes) do so legitimately? If
she is willing to go so far (and, as I say, it is not clear
to me whether or not she is) the traditional moralist
would press her to say whether there is to be, in her
view, no difference between intending a death by
withholding extraordinary treatment, and intending
a death by administering a lethal injection. It is this
distinction which is at the heart of the traditional
position, and the difficulty with the traditional
position is to discover a philosophical means to
support it. I am not at all clear whether Ms Kuhse
would see this as a problem at all, or whether she
would simply adopt the more radical solution to it
and accept active as well as passive euthanasia.
At any rate, this central issue seems to me to be
independent of the problems about how to draw
the distinction between ordinary and extraordinary
means of treatment. Helga Kuhse is perfectly right
to insist that this distinction is not merely a technological one, and to insist that it involves considerations about the quality of life which are
inconsistent with a totally absolutist view about the
sanctity of life. On the other hand, I am not convinced that this distinction can simply be replaced
by an explicit and overt reliance on the concept of
the quality of life, valuable as this notion is. The
sources quoted by her make it clear that they
consider as relevant such factors as cost, the
availability of resources and the risk involved, none
of which is simply a matter of the quality of life to be
attained. And it seems to me that the possibility of
recovery is more important in this connection than
Ms Kuhse seems willing to allow. Her counter
examples (insulin for diabetics and iron lungs for the
paralysed) seem to me to show no more than that
recovery need not be complete in order to be
important. After all, both patients are better off with

this treatment than they would be without. I would
have thought that insuilin treatment was clearly
'ordinary' for most patients, on the traditional
doctrine, and the iron lung 'ordinary' for very many.
While the quality of life is one of the criteria used in
arriving at such judgments, it is not the only one,
and not in every case the most important one.
Ms Kuhse is surely right to bring out the fact that,
whether on traditional grounds or on any others,
clear guidelines for difficult cases are going to be
hard to come by, and philosophical articulations of
these guidelines are going to be even more difficult.
To my mind, this is hardly surprising, given the
extremely rapid development of medical expertise.
But that in itself is not a reason to seek to reduce all
the complexities of the issue to one single criterion
such as the quality of life, and still less to advocate as
a philosophical principle that one may intentionally
shorten or terminate a life just because its quality is
below a certain standard.
In short, I am not convinced that the more
sophisticated versions of the sanctity of life doctrine
have been shown to be inconsistent. Moreover, to
continue to speak of the sanctity of life (or of respect
for life, if a more secular variant is preferred) has at
least the advantage that it expresses a healthy
presumption in favour of trying to preserve it. To
speak of extraordinary means is to recognise that
this presumption can be defeated, and to endeavour
to spell out carefully the conditions under which it is
defeated. There are philosophical and practical
problems in this position which certainly need
further development; but I still believe that the
traditionalist can maintain that his is a good starting
point from which that further development can
take place.

Response
Helga Kuhse Department of Philosophy, Monash
University, Clayton, Victoria, Australia
Let me but briefly reply to Gerard J Hughes's
thoughtful discussion of my article, and of a most
complex moral issue. More could be said but space
sets the limit.
Hughes agrees that what he calls the 'strong
version' of the 'sanctity-of-life' doctrine is incompatible with the optionality of extraordinary means.
If it is not only absolutely forbidden to kill but also
to let die, then any possible means of prolonging life
becomes an obligatory one. But, Hughes points out,
the 'sanctity-of-life' doctrine has not always been
held in this strong form. Rather, the traditional view
is that life must not always be preserved indefinitely,
or at any cost: if one does not have a duty to take
extraordinary means, then to omit to take those
means is not the intentional termination of life.
This position does, according to Hughes, 'not
depend on drawing the distinction between ordinary
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