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w  elcome to Embrace the Journey!
Anglicans for Life created this eight week series to address a 
rarely discussed topic in the Church – aging and dying. 

No one likes to talk about aging, but God instructs His people 
in Leviticus 19:32, “Stand up in the presence of the aged, show 
respect for the elderly and revere your God. I am the Lord.”

God clearly indicates that He places special value on the aged as He includes them in the same 
sentence that states His uniqueness. The elderly are to be honored and He is to be worshipped.

Sadly, many in our culture today no longer hold to God’s command to honor and respect the 
elderly, and it is because of these changing attitudes that Anglicans for Life felt called to produce 
Embrace the Journey. 

AFL wants to help prepare and protect the elderly from being ignored or de-valued. We also 
want to off er assurances of God’s grace as this mortal life ends. Graduation to heaven is a gift for 
all who trust in Jesus as their Savior.

We hope that as you interact with each week’s topics you will feel more comfortable 
contemplating and planning for the golden years of life for you and/or your loved ones and 
know with confi dence that Heaven is your/their forever home.

As we prepared this information, we struggled with references to changing medical ethics 
and healthcare providers who support hastening death, fearing some statements could be 
misconstrued to imply we believe every doctor and nurse endorses imposing death – this is 
defi nitely not the case! We know and recognize that the vast majority of healthcare professionals 
uphold the sanctity of life. However, we must acknowledge we live in a post-Christian culture 
that emphasizes a utilitarian worldview of life. 

Please remember - people of faith often hold diff erent views about life and death. Everyone 
must respect each other’s opinion and withhold judgment of one another. My prayer is that God 
will sharpen and strengthen your faith as you interact with each other!

I would also like to thank all the wonderful people who were interviewed for this curriculum, 
their willingness to share their knowledge and pastoral or personal experience is truly 
appreciated.

Georgette Forney
President,  Anglicans for Life
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Finally, thank you for attending the Embrace the Journey adult education series. I can 
personally attest to the benefi t of going through this curriculum! 

My mother died a month after I fi nished writing Embrace the Journey. Many of the 
teachings shared during the various interviews provided help and guidance as I had to walk 
through the issues we talk about in Embrace the Journey. 

During the 11 days Mom was in the hospital before she died, I recalled advice that I gave 
or found while writing this guide.  At the time of writing, it was based on theory, but I 
gratefully found the advice was very helpful to me in reality.

While I wish none of us would need to know this information, death is real and it is hard to 
go through with our loved ones. I hope Embrace the Journey will make it a little easier for 
you when the time comes as it did for me.

God bless.

Georgette Forney
President, Anglicans for Life and Author of Embrace the Journey

I dedicate my work on Embrace the Journey 
to my mom, Myriam Adela Nutting

1928-2013



H-6



H-7

Table of Contents
Introduction . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .H-8

Week 1 - Mortal Life and Eternal Life . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . H-11

Week 2 - Hastening Death (Part 1)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . H-16

Week 3 - Hastening Death (Part 2)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . H-20

Week 4 - Health Care for the Elderly . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . H-24

Week 5 - Health Care Advocates in the Golden Years . . . . . . . . . . . . . . . . . . . . . . . . H-28

Week 6 - Practical Planning in the Golden Years  . . . . . . . . . . . . . . . . . . . . . . . . . . . . H-32

Week 7 - Graduating to Heaven - Planning the Funeral  . . . . . . . . . . . . . . . . . . . . . H-36

Week 8 - The Church in Helping People Embrace the Journey . . . . . . . . . . . . . . . H-40

Recommended Resources & Articles . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . H-45

Notes . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . H-101

Acknowledgements . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . H-104

Anglicans for Life Purpose, Mission, Vision  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . H-106

ADULT EDUCATION SERIES



H-8

INTRODUCTION
   During this course, you will learn... 

• The biblical foundation for the Sanctity of Life and the promise of Life after death.

• How eff orts to hasten death extend beyond Euthanasia and Assisted Suicide.

• The challenges of aging and practical steps to overcome them.

• Ways the church can help its elderly members have peace at the end of life.

When you complete Embrace the Journey, we pray that you will be better informed and 
equipped to help yourself or a loved one die a natural death in God’s time, able to navigate the 
changes that occur with aging and able to accept death as the precursor to life everlasting .

Embrace
the

Journey

1. Develop a deeper understanding of death from a biblical perspective.

2. Recognize methods to hasten death that are becoming more accepted in our culture.

3. Identify specifi c ways you or a loved one can prepare for aging and dying.

4. Appreciate the joy and beauty of aging and develop a deeper love and respect for elderly family 
members and friends.

5. Inspire you to prepare for your death or a loved one’s by completing the booklet Finishing Life 
God’s Way included with this Handbook, signing a Protective Medical Decisions Document, and 
discussing your end-of-life wishes with family members or other valued friends.

6.  As a church, provide practical help so the people in your parish age with grace and die with faith.

Goals for Embrace the Journey

Along with gaining knowledge, during this course, we hope that your heart will grow so that...

1. You will be able to reach out to loved ones and friends who are alone and need an advocate to 
help them navigate through the aging and dying process.

2. You will want to share the message of salvation with everyone who does not know Jesus and 
does not have the assurance of heaven as their eternal home.

3. Your church will become a beacon of hope to those who have no hope and fear death.
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Because Embrace the Journey emphasizes more than just learning facts, you will engage in a 
number of different activities each week:

First, your group will have an Opening Prayer and Activity that will help prepare your mind and 
heart for the topic of the day.

Then, you will view a DVD Presentation with Georgette Forney that will provide an overview of the 
topic of the day. We have provided an outline of her presentation with lots of space for you to take 
notes, if you would like to do so.

After the DVD Presentation, you will participate in a Group Reflection. During this time you 
will work either with the whole group or with a small group to discuss the questions listed in this 
Handbook.

Last of all, you will do the Closing Thoughts and Prayer. Then, if a few people want to share briefly, 
they may do so. Finally, your group will pray about what was learned and close with the Prayer for 
Life.

During The Week 
Between sessions we encourage you to use the Personal Study and Reflection section to further 
your own knowledge on the previous week’s topic. This may involve reflecting further on a Bible 
verse, answering a question or two, and reading articles related to what you learned each week. 
There is a comprehensive Recommended Resources list included at the end of this Handbook for you 
to use to find even more resources for information.

FINISHING LIFE GOD’S WAY - The Guide to Everything You Don’t Want to Think About but SHOULD! 
Each Participant’s Handbook has a copy of this booklet designed to encourage you to begin think-
ing about your end-of-life preferences and pertinent personal information to help loved ones when 
needed. Anglicans for Life recommends everyone fill out this booklet and advise someone of its loca-
tion.

For More Information

If you have any questions, concerns or would like more information, please contact us: 

1-412-749-0455

You are also welcome to visit us on the Internet: 

www.AnglicansforLife.org
We have a dedicated Embrace the Journey section on our website, where we will continue to add 

more resources and links on the topics covered in this series.

What to Expect from Each Week

Anglicans for Life is responsible for the contents of Embrace the Journey.
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1. Share respectfully. Please share what you think but be sensitive to others.

2. Listen respectfully. Let people share. Make sure everyone has a chance to share.

3. Remember, if you really do not want to share, you are not obligated to do so.

4. This course covers some issues that have probably affected you or another person in your   
     class. As such, these topics may become lightning rod issues, generating strong emotions.   
 Please be understanding if others become upset and be conscious of your own reactions. 

 If you find yourself becoming upset, you may want to take a break from the group and 
spend some time alone in prayer and contemplation. The Leader will be happy to meet 
with you one-on-one later to catch you up on what you have missed. If you desire further 
support, consider making an appointment to meet with your priest or pastoral director or 
read some of the Recommended Resources found at the back of this book.

By the end of the course, 
you will grow in more than just head knowledge...
You will be equipped to EMBRACE the JOURNEY!

GUIDELINES FOR GROUP DISCUSSION

Anglicans for Life
405 Frederick Avenue   Sewickley, PA  15143-1522

Local:  412-749-0455
Fax:  412-749-9122

Email:  Info@AnglicansforLife.org

www.AnglicansforLife.org
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Opening Prayer
Dear God, as we begin this series, we start by thanking You for the gift of Life and for 

Your inspired Scripture that teaches us about Life. Please open our hearts and minds to 
learn all that You want us to. May this study increase our knowledge about aging and 

death, inspiring us to take the light of Your love into the world. May the certainty of our 
eternal home with You give us courage to Embrace the Journey and fi nish life Your 

way. We ask all this in Jesus’ name. Amen.

Opening Activity
Share your name and what motivated you to attend Embrace the Journey

Please take notes using this outline:

1. Welcome & Introduction

a. Anglicans for Life’s work on abortion 

b. New evil devaluing elderly, disabled & terminally ill

 i. Tapping into fears about dying

c. Psalm 139:16 - God determines the beginning & end of 
days

2. Goal of Embrace the Journey

a.   Prepare people and church for new evil

b.  Help church prepare people to transition through last seasons of life; aging & dying

WEEK 1 
Mortal Life and Eternal LifeEmbrace

the
Journey

DVD Presentation:

The MAIN OBJECTIVE of this week’s presentation is to provide an 
overview of Embrace the Journey and introduce the main topics of aging, 
dying and heaven. The session ends with a presentation of the Gospel and 
an invitation to accept Jesus as Savior and Lord.
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c.    Week-by-week topics:

• Look at what the Bible teaches us about mortal life and eternal life (1)

• Examine different ways used to hasten death (2/3)

• Consider the impact of our healthcare system for the elderly (4)

• Discuss the role of health care proxies when someone is incapacitated (5)

• Review practical steps to prepare for aging and dying (6)

• Consider ways to prepare and plan for the death of a loved one (7)

• Discuss the role of the church in helping people Embrace the Journey (8)

3. Demographics - Lots of people facing these issues

a. Acknowledge people don’t like discussing aging & dying (Psalm 71:9)

4. Embrace the discussion! (Psalm 16:7-11)

a. Geoff Chapman introduces book Nearing Home & God’s point of view about 
aging

b.  Bp. Wesley Nolden comments on Death; Loss or Gain

c. Bp. Keith Ackerman discusses Death; Denial & Avoidance

d. Bp. Derek Jones comments on Death; Gaining Heaven

5. Highlight Heaven

a. Emphasizing Heaven is both present & future: Jesus Calling

b. Revelation 21:4, 27 - Pinnacle of perfection

6. Certainty of heaven for us & loved ones

a. Invitation from Nearing Home to accept the Gospel

7. Close with assurance of Heaven

a. In Jesus Calling Emphasizing Heaven is both present & 
future

b. Revelation 21:4, 27 - Pinnacle of perfection

“If we don’t have a good 
theology of death, we cannot 
have a good theology of life 
in Jesus Christ. That is, there 
is a reason why we live, there 
is a reason why we die.  

Ecclesiastes tells us there is a 
season. There is a time for all 
of these things. Think about 
what St. Paul tells us. Christ, 
our Passover is sacrificed for 
us, therefore let us keep the 
feast, not of the old leaven of 
malice and weakness. 

Christ being raised from the 
dead will never die again. 
Death has no more dominion 
over Him.  He died once for 
all, but then He lives. He lives 
unto God.”

 Bp. Keith Ackerman

WEEK1
Mortal Life & 

Eternal Life
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      GROUP
 

1. Georgette mentions a new evil that Anglicans for Life 
is addressing – devaluing the elderly. Have you seen or 
experienced a lack of respect or honor exhibited toward 
the elderly in your community, family, or church?

2. While aging and dying cannot be avoided, how do you 
feel about getting old? How does your vision of old age 
align with God’s as stated in Psalm 92:14-15? Should we 
have hope and a sense of great expectation?

3. What are some reasons we avoid discussing death? 
What is your favorite euphemism for saying someone 
has died?

4. What happens when we die? Are  Heaven and Hell real? 
Is death the final word or a scene change?

5. Bp. Ackerman acknowledges that we don’t have a good 
theology of death. Why don’t we? Why doesn’t the 
church? Does softening death minimize the prize of 
Heaven?

6. Read James 2:10, 1 John 1:7, and Ephesians 2:8-9. What 
is the one thing that will keep you out of heaven? Do 
you trust in Jesus for your salvation and have assurance 
that your forever home is in heaven with Him?

WEEK1
Mortal Life & 

Eternal LifeReflection
BIBLE VERSES:
Psalm 92:14-15
They will still bear fruit in old age, they will stay 
fresh and green, proclaiming, “The Lord is upright; 
he is my Rock, and there is no wickedness in him. 

Psalm 71: 9
Do not cast me away when I am old; do not for-
sake me when my strength is gone.

James 2:10
For whoever keeps the whole law and yet stum-
bles at just one point is guilty of breaking all of it.

1 John 1:7
But if we walk in the light, as he is in the light, we 
have fellowship with one another, and the blood 
of Jesus, his Son, purifies us from all sin.

Ephesians 2:8-9
For it is by grace you have been saved, through 
faith—and this is not from yourselves, it is the gift 
of God—not by works, so that no one can boast.

Revelation 21: 4
He will wipe every tear from their eyes. There will 
be no more death’ or mourning or crying or pain, 
for the old order of things has passed away.

Psalm 139:16
Your eyes saw my unformed body; all the days 
ordained for me were written in your book before 
one of them came to be.

Psalm 16: 7-11
I will praise the Lord, who counsels me; even 
at night my heart instructs me. I keep my eyes 
always on the Lord. With him at my right hand, I 
will not be shaken. Therefore my heart is glad and 
my tongue rejoices; my body also will rest secure, 
because you will not abandon me to the realm 
of the dead, nor will you let your faithful one see 
decay. You make known to me the path of life; you 
will fill me with joy in your presence, with eternal 
pleasures at your right hand.

Revelation 21: 27 
Nothing impure will ever enter it, nor will anyone 
who does what is shameful or deceitful, but only 
those whose names are written in the Lamb’s 
book of life.
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For Further Personal Study & Reflection

• Begin reading Billy Graham’s book Nearing Home.

• Say out loud – “It is good to get old.”

• Write out your theology of death and discuss it with a friend or 
family member.

• Read article “Heaven is Real” on page H-50.

• Memorize the Scripture that blessed you today.  

   Closing Thoughts & Prayers
• Identify someone you know who doesn’t have the assurance of 
heaven and pray for them to accept Jesus as their Lord and Savior.

• Close with praying the Prayer for Life:

WEEK1
Mortal Life & 

Eternal Life

Prayer for Life 
Lord God, thank you for creating human life in your image. 

Thank you for my life and the lives of those I love. 
Thank you for teaching us through Scripture the value you place on life. 

Help me to uphold the sanctity of life in my church and community. 
Give me the strength to stand up to those forces that seek to destroy the lives of those 

most vulnerable, the unborn, the infirm, and the elderly. 
Today I commit myself never to be silent, never to be passive, 

and never to be forgetful of respecting life. I commit myself to protecting and defending 
the sacredness of life according to Your will, through Christ our Lord. 

Amen.
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WEEK1
Mortal Life & 

Eternal Life

O God, I know I am a sinner. 

I am sorry for my sins, and I want to turn from 
them. 

I trust Jesus Christ as my Savior, I confess Him 
as my Lord, and I invite Him to come into my 
life today. 

From this moment on, I want to make Him the 
foundation of my life and to serve Him and 
follow Him in the fellowship of His church. 

In Christ’s name I pray. 

Amen.

Sinner’s Prayer
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DVD Presentation:

Opening Prayer
Dear God, thank you for the gift of life. Thank you for the gift of aging, and death, 

help us to look forward to them with hope. Thank you for the promise that we will 
graduate to heaven and live with You forever. Help us recognize that not everyone Embraces 

the Journey with You and instead seeks to hasten and control death. 
May today’s teaching help us understand the ways in which the culture of death tries to 

impose death on the most vulnerable. We ask all this in Jesus’ name. Amen.

Opening Activity
Briefl y share what you think of when you hear the words, Euthanasia or Assisted Suicide.

Ask if anyone has seen the movie Million Dollar Baby or Amour? Ask them to describe the 
message of movie.

Please take notes using this outline:

1. Introduction - reminder of last week’s assurance of Heaven make 
study of aging & dying easier

a. Most vulnerable to becoming victims of Euthanasia & As-
sisted Suicide are the elderly, disabled & terminally ill

b. Only God creates life & life should end only in God’s time, 
God’s way

2. Defi nitions of Euthanasia & Assisted Suicide to Hasten Death

a. Euthanasia - Intentional action to cause death of someone 
else 

b. Assisted Suicide - One person intentionally helping some-
one end his/her life

WEEK 2
Hastening Death (Part 1)Embrace

the
Journey The MAIN OBJECTIVE of this week’s presentation is to explain the reality 

of Euthanasia and Assisted Suicide, and the changes in medical ethics that 
cause some to advocate for these methods to hasten death. We will also 
discuss why people may consider dying by Euthanasia or Assisted Suicide. 
Emphasis will be on how we should address death: neither seeking every 
artifi cial medical treatment available to live forever, nor accelerating death by 
employing methods to hasten it. Death must be natural in God’s time.



H-17

3. Promotion of Hastening Death

a. Euthanasia in Million Dollar Baby movie - Promotion of As-
sisted Suicide

b. Jack Kevorkian example

c. History of Euthanasia & Assisted Suicide & organizations

4. Real-life Examples of Euthanasia & Withdrawal of Treatment

a. Bobby Schindler (brother of Terri Schiavo) comment about 
Terri’s experience

b. Aunt on dialysis choosing to end treatment  

c. Theory behind Euthanasia & Assisted Suicide - choice

5. Legal Status

a. United States Legislation &  Lawsuits

b. International 

6. Evolving Medical Ethics

a. Changes in Hippocratic Oath & Influence of Bio-ethicists, 
Peter Singer 

b. Comment by Ron Panzer acknowledging changing ethical 
standards for medical community

c. Rita Marker explains evolution of acceptance of Euthana-
sia & Assisted Suicide

7. Why Assisted Suicide?

a. Assume pain but really fear loss of dignity

b. Hasten death to feel in control but support & understand-
ing eliminate desire to hasten death 

c. Bp. Derek Jones discusses how we look at life/death vs. 
trusting God 

8. Conclusion

a. Acknowledge fear of death, but hastening death is not the 
answer - Trusting God is

DEFINITIONS:
Euthanasia is an action 
done intentionally to cause 
the death of a patient who 
is suffering, such as giving a 
person a lethal injection 

Euthanasia can also be 
done by intentionally with-
drawing basic medical care 
with the intent of causing 
the death of the person 
who is not otherwise dying. 
The most common medical 
treatment withdrawn is 
food and water.

Assisted Suicide is defined 
as when one person is 
directly and intentionally 
involved with ending the 
life of another person or to 
aid, encourage or coun-
sel for suicide. Physician 
Assisted Suicide involves a 
doctor prescribing a lethal 
dose of medication.

The main difference 
between Euthanasia and 
Assisted Suicide is that in 
Assisted Suicide you do it 
to yourself with the help of 
another person. In the case 
of Euthanasia, it is done to 
you. In Euthanasia I give 
you the lethal injection. In 
Assisted Suicide, the doctor 
writes the prescription for 
the lethal dose of medicine, 
knowing you intend to take 
it. The goal for both is the 
same – intentional death

WEEK2
Hastening 

Death
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WEEK2
Hastening 

Death
GROUP

 
1. John 10:10 says Satan comes to steal, kill, and destroy, do you believe Satan is 

the architect of the Culture of death in our society? Do you think Euthanasia 
and Assisted Suicide are wrong? Who is most vulnerable to 
becoming victims of Euthanasia and Assisted Suicide?

2. Suicide has never become culturally acceptable, so why would 
assisted-suicide be legalized?

3. The definition of homicide is the intentional killing of another 
person. How is it different than Euthanasia, which is defined as an 
action done intentionally to cause the death of a patient who is suffering? 

4. Is it possible or probable that a care-giver would hasten a patient’s death using 
Assisted Suicide or Euthanasia without the patient’s knowledge? Should this be 
a concern for us as a society?

5. Ethically speaking: Is there a difference between killing and letting someone 
die? Ron Panzer notes that the quality of life ethic is different than the sanctity 
of life ethic, the first relies on man to decide, the second defers to God. Which 
ethical standard do you want applied to your life?

6. When someone expresses a desire to hasten death, it is really a cry for help, 
companionship, or control. Have you or someone you know talked about has-
tening death for these reasons? Are there better ways to help someone who 
wants to die than helping them kill themselves?

Reflection

BIBLE VERSES: 
John 10:10
The thief comes only to steal and kill 
and destroy; I have come that they 
may have life, and have it to the full.

Psalm 31:14-15
But I trust in you, Lord; I say, “You are 
my God.” My times are in your hands; 
deliver me from the hands of my 
enemies, from those who pursue me.
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• Meditate on Psalm 31:14-15 - “But I trust in you O Lord, I say you are my God.  My 
times are in your hands: deliver me from my enemies… even the enemy of pain 
and suffering!”

• View either movie - Million Dollar Baby or Amour and consider how Euthanasia and 
Assisted Suicide are made to look merciful.

• Read articles on pages H-52 through H-67.

   Closing Thoughts & Prayers
• Discuss how you can help people you know who are vulnerable to 

having their death hastened.

• Pray together about what you have learned today.

• Close with praying the Prayer for Life:

WEEK2
Hastening 

Death

For Further Personal Study & Reflection

Prayer for Life 
Lord God, thank you for creating human life in your image. 

Thank you for my life and the lives of those I love. 
Thank you for teaching us through Scripture the value you place on life. 

Help me to uphold the sanctity of life in my church and community. 
Give me the strength to stand up to those forces that seek to destroy the lives of those 

most vulnerable, the unborn, the infirm, and the elderly. 
Today I commit myself never to be silent, never to be passive, 

and never to be forgetful of respecting life. I commit myself to protecting and defending 
the sacredness of life according to Your will, through Christ our Lord. 

Amen.
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DVD Presentation:
Please take notes using this outline:

1. Introduction - reminder of Week 1 and the fact that 
God ordains our days. And Week 2 that focused on 
Euthanasia & Assisted Suicide, hastening death, and 
changing ethical climate.

a. Week 3 Introduction - Subtle methods of has-
tening death

2. Dehydration 

a. Method to kill Terri Schiavo - Comment by Bobbie Schindler 
Intentional action to cause death of someone else 

b. Description - Withholding food and fl uids

c. Purpose - to make people see inhumanity and therefore 
embrace Euthanasia 

WEEK 3
Hastening Death (Part 2)Embrace

the
Journey

Opening Prayer
Dear God, thank you for the gift of life. We praise you that we are made in your image and you care for us 
so completely that when we were still lost in sin, you sent your Son Jesus to die that we may live eternally 
with You. Help us learn about the methods used by Your enemy to hasten death and destroy life. Give us 
wisdom to discern when these methods are being used to impose death, so we can protect life. Give us 
ears to hear and hearts that understand the real needs of those who are near death, so their life may be 

honored in their fi nal days. In Jesus Name we pray, Amen..

Opening Activity
Has anyone been dehydrated? 

Describe the symptoms.

The MAIN OBJECTIVE of this week’s presentation is to raise awareness 
of the subtle methods used to hasten death which include; dehydration, 
futile care, terminal sedation, termination of treatment and infanticide. 
Recognizing Satan’s goal to steal, kill and destroy life, Christians must seek 
to let death be natural and in God’s time.
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WEEK 3
Hastening 

Death

3. Terminal sedation 

a. Description 

b. Denies patient’s dignity 

c. Common in Hospice settings

d. Rarely justified

4. Futile care - Julie Grimstad explains

a. Description - impact on patient

 i) Law of Texas

5. Organ donation - Julie Grimstad discusses 

a. Definition of dead changed to make it easier to claim patient dead

b. Brain dead and procedures to harvest organs 

c. Cardiac Death Protocols

6. Connection to organ donation and Euthanasia - quote from Dr. Van Ramdunck  

7. Infant & Children Euthanasia/Assisted Suicide 

a. Mary Kellet tells the story of son Peter  

8. Conclusion

REALITY CHECK-
The cardiologist was prepared to pronounce my husband’s death on December 18, 2012. 

He told me, “There’s no hope. He’s gone. The odds are against him.” 

I replied (by God’s grace), “Odds count in a random universe, but not in a universe with 
God. Please try again.” 

My husband was resuscitated and had a 0.01% chance of surviving, much less having 
robust recovery. Now, six months later, he is well on the way to a FULL AND COMPLETE 
recovery. I can’t tell you how many times I was urged to “let him go,” or warned “he’ll be 
a vegetable.” Now the love of my life and I are rejoicing in God’s life-restoring power and 
sharing our blessings as God gives the opportunity.

I am so thankful that I had wrestled through the philosophical, moral, spiritual, and 
medical aspects of critical life and death incidents BEFORE this happened.

Blessings in Christ,
Gretchen, CA
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WEEK 3
Hastening 

Death
GROUP
 

1. Should patients like Terri Schiavo be allowed to live or is 
dehydration appropriate medical treatment? 

2. Futile Care allows doctors to withhold medical 
treatment they believe is useless. Should they have the 
right to make that decision independent of the patient?

3. Is it surprising to know that the Uniform Determination of Death Act allows 
hospitals to set their own standards for determining that a person is brain 
dead? Are brain dead criteria sufficient for determining that a person is really 
dead?

4. In season nine of Grey’s Anatomy, episode 17, entitled, “Transplant Wasteland” 
featured a 31-year-old, end-stage ALS patient who chose to have his ventilator 
removed to stop his heart so his organs could be donated to various people. 
His doctor was against it when he first asked for it but came around when 
she realized how many people could be helped. Could we get to a place 
where some terminally ill patients are scheduled to die so their organs can be 
harvested?

5. The story of infant Peter Kellet’s family being pressured to withhold care 
because he was going to be a ‘burden’ to his family and require a lot of 
healthcare resources is becoming more common. Do you know anyone who 
has gone through this type of challenge with a special needs child?

6. It is common to trust and believe that all healthcare providers, (doctors and 
nurses) share our ethical values, especially if we have known them for years, 
but is it wise to assume every one providing care at a hospital, nursing home, 
or medical care facility is trustworthy?

Reflection
BIBLE VERSES: 
John 10:10
The thief comes only to steal and kill and destroy; 
I have come that they may have life, and have it to 
the full.

Editor’s Notes: 
Since we finished producing Project Life, our neighbor to the north, Canada, has had a Supreme 
Court Decision that basically lifted their ban on Assisted Suicide. If Parliment doesn’t revise the law 
by Feb 2016, assisted suicide, like abortion, will be neither legal nor illegal.
Legislation goes into effect September 2015, in Texas, that prevents artificially administered 
nutrition, hydration, or life-sustaining treatment from being removed from a patient by a hospital.
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WEEK 3
Hastening 

Death

For Further Personal Study & Reflection

• Contact your local hospitals and ask them if they have Futile Care 
Policies. 

• Read one or more of the additional articles relating to Terminal 
Sedation, Organ Donation, or Persistent Vegetative State on pages 
H-68 through H-85.

• Pray and discuss with loved ones how they feel about organ 
donation. Consider the potential problems that can arise and 
decide if you should carry a Organ Donor REFUSAL card and make 
your family aware of your preference.

   Closing Thoughts & Prayers
• Does a fear of suffering make hastening death acceptable? Pray for those   
 who are suffering or whose loved ones are suffering.

• Remember, we do not need to seek every medical treatment available to    
 try and live forever nor do we want to accelerate death. Death must be   
 natural in God’s time. 

• Organ Donation should be a personal choice. If you do NOT want to be an  
 Organ Donor ask the Leader for an Organ Donor Refusal Card. The Card   
   should be carried in your wallet, and your wishes made known to your   
 family, Healthcare Providers, and Healthcare Advocate.   

• Close with praying the Prayer for Life.

Prayer for Life 
Lord God, thank you for creating human life in your image. 

Thank you for my life and the lives of those I love. 
Thank you for teaching us through Scripture the value you place on life. 

Help me to uphold the sanctity of life in my church and community. 
Give me the strength to stand up to those forces that seek to destroy the lives of those 

most vulnerable, the unborn, the infirm, and the elderly. 
Today I commit myself never to be silent, never to be passive, 

and never to be forgetful of respecting life. I commit myself to protecting and defending 
the sacredness of life according to Your will, through Christ our Lord. 

Amen.
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DVD Presentation:
Please take notes using this outline:

1. Introduction - Scripture vs. Satan

a. Healthcare today

b. Aff ordable Patient Care Act 

c. Medicare concerns with Rita Marker

2. Hospice - History vs. Current

a. Patient-Nurse ratio

b. When Hospice should be prescribed

c. Variations on Hospice - Palliative Home Care - Tradi-
tional Home Care

d. Researching the right Hospice Care provider

WEEK 4
Health Care for the ElderlyEmbrace

the
Journey

Opening Prayer

Dear Father God, we thank you for creating life in Your image and for caring so much for every person 
that You gave Your Son for our sin. As we ponder the future of medical care and what our end-of-life care 

will be, help us to remember Your Holy Spirit is within us to give us strength and courage in the face of 
suff ering and pain. Give us grace to handle the physical challenges that come with age, and help us to 

be spiritually stronger. We ask this in Jesus’ Name, Amen.

Opening Activity
Did you have healthcare growing up, how is it diff erent than what you have today?

Describe what Hospice is and when it is used.

The MAIN OBJECTIVE of this week’s presentation is to consider the 
changes in health care as we grow older and provide information about 
Hospice, Palliative Care, and Comfort Care, which are often needed at the 
end of life.

    Did You Know?
70% of people say they prefer to 

die at home70% die in a hospital, nursing 

home, or long-term-care facility
Source: Centers for Disease Control (2005)
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e. Role of family

f. Role of the Church

g. Recognizing Impact of ‘Hospice’ prescription

3. Palliative Care & comfort Care

a. Differences & Common Concerns*

b. Ron Panzer - Warning signs of compromised care 

4. Conclusion

WEEK 4
Healthcare 

for the Elderly

DEFINITIONS:
What is respite care? 
Respite care is care given to a Hospice pa-
tient by another caregiver so that the usual 
caregiver can rest. 

As a Hospice patient, you may have one 
person that takes care of you every day. That 
person might be a family member. Some-
times they need someone to take care of you 
for a short time while they do other things 
that need to be done. 

During a period of respite care, you will be 
cared for in a Medicare-approved facility, 
such as a Hospice facility, hospital, or 
nursing home.

Helpful Links                                                   
Additional articles on the impact of Affordable Patient Care Act 
regarding Medicare: 

• http://www.patientsrightscouncil.org/site/health-care-reform/ 

• http://www.nrlc.org/HealthCareRationing/LifeatRisk112012.pdf

• http://www.nrlc.org/MedEthics/index.html#.UUzBozfQHqI

Information about Hospice Benefits:

• http://www.medicare.gov/Pubs/pdf/02154.pdf 

• http://www.hospicepatients.org/hospic38.html
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GROUP
 
1. How can Medicare patients protect themselves from unexpected medical bills?

2. What should someone do if they are confused by the diff erent medical terms 
used, such as palliative care, Hospice care, or traditional home care?

3. When someone is told they need Hospice, the implication is that they are dying. 
How can we as brothers and sisters in Christ come alongside them to help? 
What inhibits us from doing it? 

4. What can the local church do for a family who has a loved one in Hospice? How 
can we care for the care-givers?

5. Every elderly patient needs to have an advocate, someone who will ask 
questions and seek to insure the patient gets quality care. Is there someone in 
your parish who may need an advocate because they are alone or their family 
lives far away?

Reflection
WEEK 4

Healthcare 
for the Elderly
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For Further Personal Study & Reflection
• Keep a file to track changes in your health insurance coverage. Make sure you have phone 

numbers to call and confirm that any procedures, tests, or hospital visits will be paid for by your 
Health Insurance, Medicare, or Advantage Plan.

• Do some research and identify the Hospice agencies in your area. Talk to others to find out more 
information about their level of care and make the information available to church members.

• Read articles on pages H-86 through H-94.

   Closing Thoughts & Prayers
• Compile a list of elderly folks in your church and pray for them regularly. 

If any of them are in Hospice, consider visiting them, providing a meal or 
taking Communion or sitting and reading to them while their Care-giver 
rests or runs an errand.

• Close with praying the Prayer for Life: 

WEEK 4
Healthcare 

for the Elderly

Citation
                 

*World Federation of Right to Die Societies, “Boston Declaration on Assisted Dy-
ing,” http://www.worldrtd.net/news/boston-declaration-assisted-dying

Prayer for Life 
Lord God, thank you for creating human life in your image. 

Thank you for my life and the lives of those I love. 
Thank you for teaching us through Scripture the value you place on life. 

Help me to uphold the sanctity of life in my church and community. 
Give me the strength to stand up to those forces that seek to destroy the lives of those 

most vulnerable, the unborn, the infirm, and the elderly. 
Today I commit myself never to be silent, never to be passive, 

and never to be forgetful of respecting life. I commit myself to protecting and defending 
the sacredness of life according to Your will, through Christ our Lord. 

Amen.
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DVD Presentation:

1. Introduction 

a. Finish discussion of hastening death and 
end-of-life healthcare

b. Today – consider steps to prepare for Golden 
Years

i. Billy Graham example of Isaac

2. Preparing for aging with an Advanced Directive 

a. Rita Marker explains 

i. Concerns with Living Wills—open to interpretation and 
defi nitions—Do not sign!

Embrace
the

Journey

Opening Prayer
Dear Father God, thank you for the assurance that you have conquered satan and our days are in Your 

hands. Thank you also for healthcare workers who honor your divine law and uphold the value of every 
life, please protect us from those who don’t. Now help us embrace this season of life called the Golden 

Years and give us wisdom to prepare for them. Guide our discussion and help us each appoint caring and 
wise health care advocates for us.

Opening Activity
Can you describe what a Living Will or Advanced Directive is?

How many of you have some sort of Living Will or Advanced Directive?

WEEK 5
Health Care Advocates in the Golden Years

Please take notes using this outline:

The MAIN OBJECTIVE of this week’s presentation is to help people 
understand the various types of advanced directives that exist and the 
benefi ts and risks associated with them. We will also learn about Physician 
Orders for Life Sustaining Treatment and Do Not Resuscitate Orders and 
how they are being used in today’s healthcare environment.



H-29

    Did You Know?

80% of people say that if seriously 

ill, they would want to talk to their 

doctor about end-of-life care

7% report having had an end-of-life 

conversation with their doctor

Source: Survey of Californians by the California Health-

Care Foundation (2012)

ii. Defining life-sustaining treatment

1. Can include food/fluids

iii. Everyone over 18 needs a Durable Power of Attorney 
for Healthcare

iv. Name someone who shares your values and knows 
your wishes.

b. Best type of Advanced Directive is from the Patients’ Rights 
Council and is called the Protective Medical Decisions 
Document that comes with ID card for wallet.

c. Rita Marker explains legal requirements

3. Different kind of Advanced Directive – POLST

a. Julie Grinstad explains Physician Orders for Life-Sustaining 
Treatment

i. Overrides Living Wills and advanced directives

ii. Purpose is to establish method for dealing with 
patients without input from patient or advocate.

4. Do Not Resuscitate Order

a. Various types of DNR orders 

b. Should only be done when patient is within days of dying

c. Precipitate death when patient could recover

5. Conclusion

Role of medicine – keep us healthy until the end, then keep us 
comfortable without hastening death. We must neither seek every 
medical treatment available to live forever nor accelerate death by 
imposing our will. Death must be natural in God’s time.

WEEK 5
Health Care 

Advocates



H-30

WEEK 5
Health Care 

Advocates
GROUP
 

1. What are some of the challenges you or someone you 
love face in growing older? How are you/they handling 
them?

2. One of the most critical decisions that we each need to 
make is deciding who we should appoint to speak for 
us and make medical decisions on our behalf if we are 
unable to. What qualities and characteristics should 
this person have? 

3. What are some of the concerns and problems with 
Living Wills? At what age is it recommended that you 
sign an Advanced Directive? What is the right kind of 
Advanced Directive? Are you legally required to have 
an Advanced Directive?

4. Julie Grimstad described a new type of form called POLST, Physician Orders 
for Life Sustaining Treatment that is more dangerous than a Living Will on 
steroids. What are some of the concerns Julie noted that makes a POLST so 
bad?

5. When is it appropriate to have a Do Not Resuscitate order?

6. Do you agree with the idea of not artificially prolonging life with a “do 
everything you can to keep me alive” philosophy but letting death happen in 
God’s time?  

Reflection
BIBLE VERSES:
Revelation 14: 3
And they sang a new song before the throne and 
before the four living creatures and the elders. No 
one could learn the song except the 144,000 who 
had been redeemed from the earth.

Proverbs 14: 15
The simple believe anything, but the prudent give 
thought to their steps.

1 Corinthians 14: 40
But everything should be done in a fitting and 
orderly way.

Ephesians 6: 2-3
But Honor your father and mother—which is the 
first commandment with a promise—so that it 
may go well with you and that you may enjoy long 
life on earth.

    Did You Know?

82% of people say it’s important 

to put their wishes in writing

23% have actually done it

Source: Survey of Californians by the California 

HealthCare Foundation (2012)
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   Closing Thoughts & Prayers
As a group, discuss interest in signing Protective Medical Decisions 
Documents. The leader can order the documents from the Patients’ Right’s 
Council. They recommend naming a surrogate and two alternates and two 
witnesses are required. There is no charge for the PMDD. A donation of $15 is 
requested, but not required, for each PMDD packet. 

To obtain a PMDD, call 800-958-5678 or 740-282-3810 between 8:30am 
and 4:30pm (eastern time). The forms can be signed in the privacy of an 
individual’s home or as part of the class time. Consider ordering additional 
copies for spouses or other family members.

For Further Personal Study & Refl ection
• Read the article entitled, “Who Decides What is Best for the Patient?” on page 

H-92.  Does the fact that elderly patients will need a surrogate that can advocate 
for them in this changing medical environment inspire you to complete the 
Protective Medical Decisions Document?

• Have a conversation with family members and/or close 
friends to talk about the type of end of life care you want 
using the booklet Finishing Life God’s Way enclosed with 
your Handbook to help direct your discussion.

• Read defi nitions of various Heathcare Directives on page 
H-95. Which is best for you?

WEEK 5
Health Care 

Advocates

Prayer for Life 
Lord God, thank you for creating human life in your image. 

Thank you for my life and the lives of those I love. 
Thank you for teaching us through Scripture the value you place on life. 

Help me to uphold the sanctity of life in my church and community. 
Give me the strength to stand up to those forces that seek to destroy the lives of those 

most vulnerable, the unborn, the infi rm, and the elderly. 
Today I commit myself never to be silent, never to be passive, 

and never to be forgetful of respecting life. I commit myself to protecting and defending 
the sacredness of life according to Your will, through Christ our Lord. 

Amen.

On page 5 in the AFL booklet, Finishing Life 
God’s Way, we provide advice on who to choose 

to be your Health Care Advocate.

Have a conversation with family members and/or close 
friends to talk about the type of end of life care you want 

enclosed with 

Read defi nitions of various Heathcare Directives on page 
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DVD Presentation:

Embrace
the

Journey

Please take notes using this outline:

1.  Introduction 

a. Planning for golden years – Protective Medical Decisions Document

b. Aging is diffi  cult – others can help, but need advice

c. Honor Parents is blessing to child[ren]

1. Practical Topics

a. Decision Making becomes harder – begin discussion/make deci-
sion before crisis

b. Work & Retirement – seek God’s counsel and plan before time

WEEK 6
Practical Planning in the Golden Years

Opening Prayer
Dear Lord, thank you for seasons of life. For those of us in the Golden Years of life, help us to embrace 
these years with hope and joy and forgive us when we lose sight of the blessings of this journey. Lord, 
for those of us who are not in our Golden Years yet, help us to honor those who are. Thank you for our 
moms, dads, elderly relatives, and our older, wiser friends. Give us grace and guidance to help them, 

advocate for them, and celebrate their life when You call them to Heaven. Help us address the practical 
issues of life, so we may have peace in knowing we have been good stewards of this life, until we are 

with You. In Jesus name, Amen.

Opening Activity
Brainstorm and list some of the things that change as we age. 

How senior-friendly is your home? Are there changes you would like to make?

The MAIN OBJECTIVE of this week’s presentation is to talk about many of 
the practical issues people avoid discussing because in doing so, it makes 
aging and death more real. We will also learn about what happens when 
someone is in their last stage of dying and how families cope during this 
time.
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c. Finances – do inventory of assets, income, expenses, liabilities, insur-
ance policies, and prepare a budget to estimate what cost of living 
expenses are

i. Checking account signator

d. Sleeping issues

e. Location of important papers/passwords

f. Last Will & Testament

g. Elder care Lawyers

h. Living arrangements, Downsizing & Safety issues

i. Doctor visits & prescription medicines

j. Elder Abuse – embarrassed, so under-reported

k. Care Giver Needs

2. Understanding the last hours of life

a. Cristen Krebs - Last Stages of Dying 

b. Bp. Jones - Last Rites/Extreme Unction/Anointing the Sick

i. Confession, right with God, final blessing before death

c. Fr. Martin – Advice to family to say its okay to die

d. Anne Hennessey – her Dad’s experience at the end of his life

e. Dee Renner – dealt with long-term illness and death of husband 

f. Fr. Montzingo – Impact on family after extended illness death

g. Bp. Ackerman – Dealing with guilt after loved one dies

3. Conclusion – Ruth Graham epitaph “End of Construction”

WEEK 6
Practical 
Planning

An Easy Safety Measure:
Don’t have a house alarm?  Here’s a simple solu-

tion—keep your keys by your bed at night.  If you 

hear someone trying to enter your house, just press 

the panic button on your key fob.  Your car alarm 

will go off from most everywhere in your home, 

especially if you are parked in your driveway or 

garage.  When your car alarm goes off, odds are 

the intruder won’t stay—especially with all your 

neighbors looking out their windows to see what is 

setting off the alarm.  
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GROUP
 

1. Aging brings many challenges, including loss of independence, what activity 
have you prided yourself on doing that now requires help from others, or what 
do you fear losing independence in doing? 

2. Which practical topics noted in the video seem to be the most important for 
you or loved ones? Are there other practical issues you are concerned about 
that were not noted in the video?

3. The reality of elderly people being victims of abuse is disconcerting. What 
would you do if you were the victim of abuse or you knew someone who was 
being abused or you suspected it? Would it be hard to report abuse if the 
perpetrator was a family member or care-giver?

4. The last hours and days before death are hard to think about – did anything 
Cristen say about the last days surprise you? Has anyone walked with someone 
through the last days to death? Did anything occur that surprised you? 

5. Did one of the testimonies speak to you? Did anything they said resonate with 
you and your experiences?

6. Ruth Graham’s epitaph reads, “End of Construction.”  What do you hope your 
epitaph will be?

Reflection
WEEK 6
Practical 
Planning
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   Closing Thoughts & Prayers
• The practical issues we face with aging can make us uncomfortable as it 

reminds us time marches on, and denial doesn’t prevent the process. Ask 
God if there is resistance in your heart about aging, ask Him to help you 
face what frightens you about it. Let His word and love for you be applied 
to your fears and receive His peace.

• Bring the fears before the Lord and pray for one another.

• Close with praying the Prayer for Life:

For Further Personal Study & Reflection
• Review the booklet Finishing Life God’s Way and begin working on it – 

set a date by which you want to have it completed along with signing your 
Protective Medical Decisions Documents. 

• Tell someone where the location of the booklet Finishing Life God’s Way 
after you have completed it!

• Review Home Safety Checklist on page H-99, 
identify areas in your home or loved one’s that 
need to be addressed or fixed.

WEEK 6
Practical 
Planning

Prayer for Life 
Lord God, thank you for creating human life in your image. 

Thank you for my life and the lives of those I love. 
Thank you for teaching us through Scripture the value you place on life. 

Help me to uphold the sanctity of life in my church and community. 
Give me the strength to stand up to those forces that seek to destroy the lives of those 

most vulnerable, the unborn, the infirm, and the elderly. 
Today I commit myself never to be silent, never to be passive, 

and never to be forgetful of respecting life. I commit myself to protecting and defending 
the sacredness of life according to Your will, through Christ our Lord. 

Amen.
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DVD Presentation:

WEEK 7
Graduating to Heaven - 
           Planning the Funeral

Opening Prayer
Dear Father God, thinking about aging and dying is not easy for us because we look at it without the 

perspective of eternity with You. Help us to see the sacredness of life in honoring the dead and giving the 
living an opportunity to grieve in the sacrament of the burial of the dead. Give us the courage to pre-plan 
our funeral and bless our loved ones in this fi nal act. Thank you that death in this life allows us to graduate 

to Heaven and spend eternal life with You. Amen.

Opening Activity
Think about funerals you have attended, which ones were memorable and why?

Poll participants as to their preference for cremation or burial.

Embrace
the

Journey

Please take notes using this outline:

1. Introduction – last week intense – this week Funeral Planning

2. Planning Funeral & Burial

a. Church Plans

i. Burial Service or Memorial Service - Hymns, 
Scripture, Communion?, Who will conduct ser-
vice? Who will do Eulogy? Graveside committal? 
Reception?

b. Funeral Home

i. Vital information for Death Certifi cate & Obituary

ii. Number of Death Certifi cate, Lists of people to 
contact

The MAIN OBJECTIVE of this week’s presentation is to de-mystify what is 
involved in funeral planning at both the church and funeral home. We also 
hope to inspire people to pre-plan their funeral so that family members in 
the midst of grief will be spared the challenge of trying to fi gure out your 
preferences after you have died.
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    Did You Know?
60% of people say that making sure 

their family is not burdened by tough 

decisions is “extremely important”
56% have not communicated their 

end-of-life wishes
Source: Survey of Californians by the California HealthCare 

Foundation (2012)

iii. Price List, flowers, car list, thank you notes, memorial items, viewings

iv. Preparing the body & Identification

v. Caskets, cremation information & details

vi. Cemetery details

1. Value of Pre-planning Funeral and personal choice for burial or cremation

a. Bp. Nolden explains experience with his mother

b. Billy Graham quote about death

3. Conclusion – Pre-plan your funeral & Graduating to Heaven

WEEK 7
Graduating 
to Heaven
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      GROUP
 

1. Have you ever envisioned your funeral? Is it a somber 
event or celebration?

2. Jessica discussed both the practical issues such as 
ordering death certificates, but as she got into details 
about preparing the body and casket selection, did 
any topic make you uncomfortable? Why? 

3. Have you thought about these questions; What do 
you want done with your body? What cemetery do 
you want to be buried in? Do you want to be placed 
in a crypt or mausoleum? If cremation, would you like 
your ashes stored in an urn or scattered? Where?

4. Do you see spiritual implications of burial or cremation? What do you believe 
them to be?

5. Does the idea of pre-planning your funeral seem like a good idea or bad one?

6. Has funeral planning and burial preferences ever come up in your family 
discussion?

7. Do you agree with Bp. Nolden, that addressing the practical issues of funeral 
planning can help both the person dying and family members? How can it help 
each person?

Reflection
WEEK 7

Graduating 
to Heaven

BIBLE VERSES:
1 Peter 1: 3-4
Praise be to the God and Father of our Lord Jesus 
Christ! In his great mercy he has given us new birth 
into a living hope through the resurrection of Jesus 
Christ from the dead, and into an inheritance that 
can never perish, spoil or fade. This inheritance is 
kept in heaven for you.

John 3:16
For God so loved the world that he gave his one 
and only Son, that whoever believes in him shall 
not perish but have eternal life.

John 11: 25
Jesus said to her, “I am the resurrection and the life. 
The one who believes in me will live, even though 
they die.”

Matthew 10: 28
Do not be afraid of those who kill the body but can-
not kill the soul. Rather, be afraid of the One who 
can destroy both soul and body in hell.
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   Closing Thoughts & Prayers
• Invite your pastor or staff member responsible for funeral planning to 

share specific details about their plans and procedures for funerals. Have 
them distribute any standard forms they need filled out. Encourage one 
another to fill them out and let family know you have done so.

• Give thanks to God for the blessings that come from funerals even in the 
midst of grief.

• Close with praying the Prayer for Life:

For Further Personal Study & Reflection
• Spend some time thinking about your funeral. What type of atmosphere do you want 

it have? Do you see it as an opportunity for the Gospel to be shared with friends and 
family? Do you want someone to give a eulogy? What would you like them to say 
about you?

• If during this time of reflection issues have been raised that cause you concern, 
consider making an appointment to visit with your pastor and discuss it with them.

• If a family member prefers cremation or burial and you have an aversion to it, discuss 
why you feel the way you do so that you can fulfill their wishes and experience peace.

• Ask friends for funeral home referral and visit it to pre-plan your funeral. Provide details 
about plans in Finishing Life God’s Way booklet.

WEEK 7
Graduating 
to Heaven

Prayer for Life 
Lord God, thank you for creating human life in your image. 

Thank you for my life and the lives of those I love. 
Thank you for teaching us through Scripture the value you place on life. 

Help me to uphold the sanctity of life in my church and community. 
Give me the strength to stand up to those forces that seek to destroy the lives of those 

most vulnerable, the unborn, the infirm, and the elderly. 
Today I commit myself never to be silent, never to be passive, 

and never to be forgetful of respecting life. I commit myself to protecting and defending 
the sacredness of life according to Your will, through Christ our Lord. 

Amen.
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Embrace
the

Journey

Please take notes using this outline:

1. Introduction – last week of series, grateful for sticking with series 
that presents challenging information

a. Purpose of curriculum – help church help people age with 
grace and die with faith

2. Practical Ministry Support – ministry ideas for everyone at the 
church to participate in

a. Compile Resource List

b. Support Groups

c. Spiritual Adoption

d. Communion to shut-ins

WEEK 8
The Role of the Church in Helping 
People Embrace the Journey

Opening Prayer
Dear Heavenly Father, Thank you for being in our midst as we have Embraced the Journey together. 

Thank you for our faithful leader who has helped make this class a blessing 
for each of us, as participants. 

In this last week, open our eyes to see who You are calling us to minister to in our church and 
community regardless of our age! 

And open our hearts to receive today’s teaching so we will be prepared for death in Your time. 

For your glory, Amen.

Opening Activity
Make a second list of elderly parishioners and friends you know - 

what needs might they have - that your church could help them with?

The MAIN OBJECTIVE of this week’s presentation is to look at what role the 
church can and should play in addressing the issues of aging and dying. We 
will note some practical ministry ideas to inspire you to tackle the tough 
spiritual questions many of us struggle with, related to suff ering, fear of 
death, and what happens when you die.

DVD Presentation:
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e. Take meals and prayers

f. Relieve Care-givers

g. Visit those recently widowed 

h. Help the next generation - Bp. Keith Ackerman describes spiritual biography idea

i. Volunteerism and Mentoring in Retirement - Fr. Montzingo explains idea of Mentoring 
20-somethings

j. Billy Graham quote about every day being a gift from God

3. Spiritual Teaching to prepare hearts and minds for Death - Acknowledge the question of why 
there is suffering

a. Fr. Keith Allen addresses question by asking who

b. Bp. John Rodgers also addresses the reality of suffering

c. Romans Chapter 8: 16-17 relating to suffering

d. Jesus Calling – October 14th “Be Prepared to Suffer for Me”

e. Jesus Suffering during Holy Week

4. Fear if Death, Why?

a. Bp. Derek Jones answers the question How do you deal with the fear of death?

b. Bp. John Rodgers explains why fear of death is common

c. What Happens when you die?

i. Fr. Montzingo shares Scripture’s teaching on what happens when we die

5. Conclusion - Doubts and fears become hope and joy as we Embrace the Journey from this mor-
tal life trusting Jesus for eternity

a. “The Bridge of Triumph” video

b. Adieu - Wishing you God’s grace and peace!

WEEK 8
The Church

Helping People

The Bridge of Triumph
by Chuck Pinson
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WEEK 8
The Church

Helping People
 

      GROUP
 

1. Is there a need for a specific type of support group in your area that your 
church could host? Do you have a lot of folks dealing with one type of illness 
or who are care-givers? Could these folks benefit from you helping them start 
a support group?

2. Is there a ministry you can do in retirement that you are afraid 
of trying? Do you like the idea of spiritual mentoring? 

3. Georgette read from the devotional Jesus Calling by Sara 
Young, “When suffering strikes, remember that I am sovereign 
and that I can bring good out of everything. Do not try to run 
from pain or hide from problems. Instead, accept adversity 
in My Name, offering it up to Me for My purposes. Thus, your 
suffering gains meaning and draws you closer to Me. Joy 
emerges from the ashes of adversity through your trust and 
thankfulness.” In the light of the Cross, can these words give 
you courage in your suffering?

4. What do you fear about death? Try to be specific.

5. What do you think happens when you die?

*  Take a minute to reflect on what you learned over the past eight weeks and 
share on the Participant’s Evaluation form your leader will pass out and collect at 
the end..

Reflection

BIBLE VERSES:
Colossians1:29
To this end I strenuously contend with all 
the energy Christ so powerfully works in 
me. 

Psalm 73:26
My flesh and my heart may fail, but God is 
the strength of my heart and my portion 
forever.

Romans 8:16-17
The Spirit himself testifies with our spirit 
that we are God’s children. Now if we are 
children, then we are heirs—heirs of God 
and co-heirs with Christ, if indeed we 
share in his sufferings in order that we 
may also share in his glory.

Ecclesiastes 12:7
and the dust returns to the ground it 
came from, and the spirit returns to God 
who gave it. 

2 Peter 3:18
But grow in the grace and knowledge of 
our Lord and Savior Jesus Christ. To him 
be glory both now and forever! Amen.
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For Further Personal Study & Reflection
Meditate on these two beautiful Collects from Palm Sunday and Easter found in the 
Book of Common Prayer.

Almighty and ever living God, in your tender love for the human race you sent your Son 
our Savior Jesus Christ to take upon him our nature, and to suffer death upon the cross, 
giving us the example of his great humility: Mercifully grant that we may walk in the way 
of his suffering, and also share in his resurrection; through Jesus Christ our Lord, who lives 
and reigns with you and the Holy Spirit, one God, for ever and ever.  Amen.

Almighty God, who through your only-begotten Son Jesus Christ overcame death and 
opened to us the gate of everlasting life: Grant that we, who celebrate with joy the day 
of the Lord’s resurrection, may be raised from the death of sin by your life-giving Spirit; 
through Jesus Christ our Lord, who lives and reigns with you and the Holy Spirit, one God, 
now and for ever.  Amen

WEEK 8
The Church

Helping People   Closing Thoughts & Prayers
• Pray about what you have learned today & over the last eight weeks.

• Do you feel that you Embrace the Journey differently than eight 
weeks ago? Share your thoughts.

• Ask if anyone in the group would be interested in doing the following 
activities on their own to create resource lists for your parish: 

• Create a list of facilities in your area where the elderly live in your 
community. 

• If your church hosts support groups, publish a list of them with 
times and dates where they meet.

• Close with praying the Prayer for Life together:

Prayer for Life 
Lord God, thank you for creating human life in your image. 

Thank you for my life and the lives of those I love. 
Thank you for teaching us through Scripture the value you place on life. 

Help me to uphold the sanctity of life in my church and community. 
Give me the strength to stand up to those forces that seek to destroy the lives of those 

most vulnerable, the unborn, the infirm, and the elderly. 
Today I commit myself never to be silent, never to be passive, 

and never to be forgetful of respecting life. I commit myself to protecting and defending 
the sacredness of life according to Your will, through Christ our Lord. 

Amen.
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Embrace the Journey

Recommended Resources Embrace
the

Journey
Books

A Grief Observed
By C.S. Lewis
HarperOne, 2001, ISBN 978-0-0606-5238-8

Faithful Living Faithful Dying
By Cynthia B. Cohen,  et al.
Morehouse Publishing, 2000, ISBN 0-8192-1830-8

Toward A Good Christian Death
By Cynthia B. Cohen, et al.
Morehouse Publishing, 1999, ISBN 0-8192-1800-6

Please Get to Know Me
By Virginia Garberding
Pleasant Word, 2008 , ISBN 978-1-4141-1207-7

Politics of Death
By William M. Kirtley
Create Space, 2012, ISBN 978-1470045401

Quiet Moments for Caregivers
By Betty Free
Tyndale House, 2002, ISBN 0-8423-5377-1

Fighting for Dear Life
By David Gibbs
Bethany House, 2006, ISBN 0-7642-0243-X

Five Days at Memorial
by Sheri Fink
Crown Publishers, 2013, ISBN 978-0-307-71896-9

Deadly Compassion
By Rita Marker
William Morrow and Company, 1993, ISBN 0-688-12221-3

Culture of Death
By Wesley J. Smith
Encounter Books, 2000, ISBN 1-893554-06-6
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Consumer’s Guide to a Brave New World
By Wesley J. Smith
Encounter Books, 2004, ISBN 1-893554-99-6

A Will to Live: Clear Answers on End of Life Issues
By Jose H. Gomez, STD
Basilica Press, 2006, ISBN 1-930314-06-X

Nearing Home
By Billy Graham
Thomas Nelson, 2011, ISBN 978-0-8499-4832-9

Jesus Calling
By Sarah Young
Thomas Nelson; Special and Rev edition, 2004
ISBN-13: 978-1591451884

Preparation for a Holy Death in 16th and 17th Century Anglicanism
    Texts for this topic include:
 

•      David W. Atkinson - “Thomas Cranmer’s ‘An Exhortacion against the Feare of Death’ and the   
        Tradition of the Ars Moriendi.”  In: Christianity and Literature 

•      David W. Atkinson - “The English Ars Moriendi “

•      Nancy L. Beaty - “The craft of dying. A study in the literary tradition of the Ars Moriendi in Eng-
land”  

•      Jeremy Taylor - “Holy Dying”

•      Richard Baxter - “Dying Thoughts of the Rev Richard Baxter”

•      Bettie Anne Doebler - “The Quickening Seed: Death in the Sermons of John Donne”

•      Frances M.M. Compter (Ed). - “The craft of dying, and other early English tracts      
        concerning death”

•      Phillipe Aries - “The Hour of Our Death”

AFL Resources - available @ AnglicansforLife.org

Article
“Why Life is Important,” by Georgette Forney

Booklets
“Life Affirming Bible Verses, Prayers, Liturgies and Litanies”
“Finishing Life God’s Way”

Additional Secular Resources

Note: Anglicans for Life does not endorse the following materials.  The materials below are provided 
for informational purposes and for further research, if desired.

Children
Baby to preschool

Badger’s Parting Gifts, Susan Varley, 1992
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Pre-school to age 7

Talking about Death: A Dialogue between Parent and Child, Earl A. Grollman, 1991.

Ages 4 to 8

The Fall of Freddie the Leaf: A Story of Life for All Ages, Leo Buscaglia, PhD, 2002.

How it Feels when a Parent Dies, Jill Krementz, 1988.

Lifetimes: Beginnings and Endings with Lifetimes in Between, Bryan Mellonie, 1991.

Sad isn’t Bad: A Good-Grief Guidebook for Kids Dealing with Loss, Michaelene Mundy and R. W. Alley, 1998.

Ages 5 to 9

The Tenth Good Thing about Barney, Judith Viorst, 1987.

Ages 9 to 12

Tear Soup, Pat Schwiebert and Chuck DeKlyen, 2001.

For Adolescents and Teenagers

The Grieving Teen: A Guide for Teenagers and Their Friends, Helen Fitzgerald, 2000.

Helping Teens Cope with Death, The Dougy Center, The Dougy Center for Grieving Children, 1999.

Straight Talk about Death for Teenagers: How to Cope with Losing Someone You Love, Earl Grollman, 1993.

When a Friend Dies: A Book for Teens about Grieving and Healing, Marilyn Gootman, 1994.

For Adults

Necessary Losses, Judith Viorst, 1989.

Awakening from Grief: Finding the Road Back to Joy, John Welshons, 2003.

The Courage to Grieve, Judy Tatelbaum, 1984.

Good Grief, Granger Westberg, 1979.

I Wasn’t Ready to Say Goodbye, Brook Noel and Pamela D. Blair, PhD., 2000

Our Last Promise: A Father and Son’s Journey of Hope, Kevin Muphy, 2003.

The Top Five Regrets of the Dying: A Life Transformed by the Dearly Departing, Bronnie Ware, Hay House, 
ISBN-13: 978-1401940652, http://bronnieware.com/blog/ We highly recommend Ms. Ware’s important book 
and blog. Each contain insights into caring for others and ourselves.
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Websites
http://www.bereavedparentsusa.org/ (Bereaved Parents of the USA)
http://www.webhealing.com/
http://www.griefnet.org/
http://www.bereavementmag.com/ (online bereavement magazine)
http://www.missfoundation.org/ (The MISS Foundation online for death of a child)
http://grasphelp.org/  (Grief recovery after a substance passing)
http://www.griefsong.com/  (Healing the Loss w/Paul Alexander, Music, And Bereavement Resources)
http://www.widowswearstilettos.com/ (online support for young widows)
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Recommended Articles
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Week 1
‘Heaven Is Real’: Neurosurgeon Who Once Doubted Out-of-Body Experiences 
Describes His Own
Oct. 8, 2012 2:16pm Billy Hallowell 

Is Heaven for real?

This age-old question has been debated for centuries. Of late, the subject has been tacked in theo-
logical circles and has been extensively covered by mainstream media. Many who have had near-
death experiences regularly describe the images they saw after purportedly crossing into the after-
life. Who can forget Colton Burpo’s story? The young boy claims to have ascended into heaven during 
a near-death experience back in 2003. His story inevitably made its way into a popular book called, 
“Heaven Is for Real.” But Burpo isn’t alone.

There have been similar experiences told in popular media. The latest tale comes from Dr. Eben Alex-
ander, a neurosurgeon who, ironically, never really believed in near-death experiences before falling 
into a coma. In the October 15 issue of Newsweek, though, Alexander details his purported ascent to 
heaven and his subsequent change-of-heart.

With a firm understanding of the human brain, Alexander had previously dismissed purported jour-
neys outside of the earthly realm as a byproduct of what happens to human beings in the throes of 
trauma. However, that changed once he found himself heaven-bound. The neurosurgeon explains:

In the fall of 2008…after seven days in a coma during which the human part of my brain, the neo-
cortex, was inactivated, I experienced something so profound that it gave me a scientific reason to 
believe in consciousness after death. [...]

Very early one morning four years ago, I awoke with an extremely intense headache. Within hours, 
my entire cortex—the part of the brain that controls thought and emotion and that in essence makes 
us human—had shut down. Doctors at Lynchburg General Hospital in Virginia, a hospital where I 
myself worked as a neurosurgeon, determined that I had somehow contracted a very rare bacterial 
meningitis that mostly attacks newborns. E. coli bacteria had penetrated my cerebrospinal fluid and 
were eating my brain.

When I entered the emergency room that morning, my chances of survival in anything beyond a 
vegetative state were already low. They soon sank to near nonexistent. For seven days I lay in a deep 
coma, my body unresponsive, my higher-order brain functions totally offline.

Then, on the morning of my seventh day in the hospital, as my doctors weighed whether to discon-
tinue treatment, my eyes popped open.

While that’s the recap of what was going on with Alexander’s body on the outside, what was occur-
ring within, he claims, was supernatural. Rather than consciousness ending once earthly awareness 
came to a close, the neurosurgeon said that he discovered that “consciousness exists beyond the 
body.” In the Newsweek article, he describes his journey in detail.

First, he saw white-pink clouds against a blue-black backdrop (purportedly the sky). Above the 
clouds, he claims to have observed “flocks of transparent, shimmering beings arced across the sky.” 
While he isn’t able to define exactly what he observed, he called them advanced, higher forms of 
being. The creatures were so content and overjoyed, Alexander recalls, that they created a “glorious 
chant” as they moved.

He also stressed the interconnectedness of everything he observed, writing, “Everything was distinct, 

Week 1
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yet everything was also a part of everything else, like the rich and intermingled designs on a Persian 
carpet … or a butterfly’s wing.”

On this journey, Alexander said a woman was with him and that she delivered to him very pointed 
messages. While she didn’t speak in the traditional sense, Alexander was able to understand her ev-
ery word. The general messages were: “You are loved and cherished, dearly, forever,” “You have noth-
ing to fear” and “There is nothing you can do wrong.”

The woman also told him that she (and others) would show him many things in this new world, but 
that he would inevitably return to earth. These are only a few of the elements that he described 
seeing. Just as surprising as what he observed is the change-of-heart that Alexander has had as a 
result of the experience:

I know full well how extraordinary, how frankly unbelievable, all this sounds. Had someone—even 
a doctor—told me a story like this in the old days, I would have been quite certain that they were 
under the spell of some delusion. But what happened to me was, far from being delusional, as real or 
more real than any event in my life. That includes my wedding day and the birth of my two sons. [...]

Before my experience these ideas were abstractions. Today they are realities. Not only is the universe 
defined by unity, it is also—I now know—defined by love. The universe as I experienced it in my 
coma is—I have come to see with both shock and joy—the same one that both Einstein and Jesus 
were speaking of in their (very) different ways.

I’ve spent decades as a neurosurgeon at some of the most prestigious medical institutions in our 
country. I know that many of my peers hold—as I myself did—to the theory that the brain, and in 
particular the cortex, generates consciousness and that we live in a universe devoid of any kind of 
emotion, much less the unconditional love that I now know God and the universe have toward us. 
But that belief, that theory, now lies broken at our feet. What happened to me destroyed it, and I 
intend to spend the rest of my life investigating the true nature of consciousness and making the fact 
that we are more, much more, than our physical brains as clear as I can, both to my fellow scientists 
and to people at large.

Unlike other scientists and skeptics, he no longer believes that the “living spiritual truths of religion” 
have lost their power. Church, for Alexander, now has an entirely different meaning, as does the no-
tion that there is a God that has an intense and overwhelming love for humanity. Though he still con-
siders himself a man of science and a doctor, he is in touch with the spiritual realm and he believes 
that his perspective will never be the same. He concludes that “heaven is real.”

You can read Alexander’s Newsweek article for more information here:

http://www.thedailybeast.com/newsweek/2012/10/07/proof-of-heaven-a-doctor-s-experience-with-
the-afterlife.html

 The scientist’s new book, “Proof of Heaven,” is also about his near-death experience.

Week 1
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Week 2

Week 2

Hard Cases Make Bad Euthanasia Laws          
by Paul Russell 

April 3, 2014 (MercatorNet) - The pro-euthanasia lobby often promotes media reports of people 
facing difficult prognoses who wish to end their lives rather than face inevitable deterioration. Such 
persons often become, for a short while, celebrities for a macabre cause. The media attention can 
even become addictive and provide, a distraction from their suffering or a raison d’etre.

But are these stories really a substantive reason for changing the law? I would argue, no.

In a debate in Launceston, Tasmania, a few years back a delightful woman on the other side of the de-
bate told the story of her husband who had motor neurone disease and took his own life rather than 
face the trajectory of deterioration. She described the understood trajectory of MND in some detail. I 
imagine that she was describing a worst-case scenario.

One could easily understand the anguish of what her late husband was facing: he was a fascinating 
person with great achievements. When I met his wife and son I got the sense that he would have 
been a wonderful person to have met. I imagine the audience that night must have felt the same.

Yet, at the close of the evening when the audience had a chance to speak, a woman rose from the 
back of the auditorium and said that her husband had recently passed away after suffering with 
MND. She told the audience that his death was, “nothing like that”, referring, clearly to the earlier 
description.

More recently I received an email from a gentleman questioning how I could hold my opposition to 
euthanasia and describing the recent loss of his own mother. He said that she had been bereft of con-
sciousness for the better part of seven years and that her passing was not dignified.

My mother-in-law had been similarly lacking consciousness for much longer than that, as I relayed by 
return email. Yet Mum had a very dignified passing. My conclusion was simply that his unfortunate 
experience was not, therefore, an argument for euthanasia at all.

Readers will recall the celebrated pleas of Englishman Tony Nicklinson a few years back which were 
played out in the British Courts over his wish to die. Nicklinson had locked-in syndrome. Yet at the 
same time a young man with the same condition told the media that while his life had significant 
limitations, he had a good life. He wanted to let people know that not all locked-in syndrome suffer-
ers were like Nicklinson.

One can easily understand what might have been the young man’s concerns. If people think that all 
locked-in sufferers are desperate to die, then perhaps he won’t get the kind of care he would need 
to live if there were ever a medical emergency. Perhaps he simply wanted people to know that he 
wasn’t down in the dumps about his accident.

His motivation for speaking out was unclear but nonetheless poignant and timely. I doubt that 
people like Nicklinson would have considered the effect that their public cause would have on others 
with the same condition. Their focus is essentially on themselves. Understandable given the circum-
stances; but nevertheless, not the complete picture.

It is not the illness or the prognosis that is the driver for euthanasia in any of these cases. It has more 
to do with the person themselves and how they decide to cope with their pending or existing situa-
tion. It really is about their choices.

A few months back, another MND sufferer, Paul Chamberlain, became a cause celebre for the assisted 
suicide campaign in the UK. He was interviewed repeatedly on British media including a joint inter-
view with Dr Kevin Fitzpatrick from the Euthanasia Prevention Coalition – Europe. Once again we find 
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the counter position put by other MND sufferers including former Springbok Rugby player, Joost van 
der Westhuizen.

 “It’s been a rollercoaster from day one and I know I’m on a deathbed from now on. I’ve had my highs 
and I have had my lows, but no more... It’s only when you go through what I am going through that 
you understand that life is generous.”

Then there’s the story of Alistair Banks. Throughout his MND and up unto his death he wrote inspiring 
messages of hope. He said:

“Everyone I know with MND is trying to do positive things, otherwise they would sink into despair. It’s 
a coping mechanism. Doing things means that you can pull in friends and family to share something 
both fun and rewarding.”

I have no doubt that some people die better than others, just as people deal with the dying and 
death of a loved one in many different ways. But these are not arguments for euthanasia. Rather, they 
suggest that we need to continue to learn better ways of caring and to make sure that quality care is 
universally available.

Autonomy is a good thing, but should we burden society with a euthanasia or assisted suicide law 
because some people – probably only a handful in any disease cohort – wish to choose another 
path? We may have decriminalised suicide, but we should never endorse it. All of humanity is dimin-
ished by a law that tells us that some people’s lives are less worthy of life than others. No man is an 
island.

The heart-wrenching stories of a few are compelling. But as arguments they are false.

Reprinted with permission from MercatorNet

Copyright © 2012 LifeSiteNews.com, Inc. All rights reserved.
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Position on Euthanasia and Assisted Suicide

Scripture References
 “It is not without signifi cance, that in no passage of the holy canonical books there can be found either divine pre-
cept or permission to take away our own life, whether for the sake of entering on the enjoyment of immortality, or of 
shunning or ridding ourselves of anything whatever.  Nay, the law, rightly interpreted, even prohibits suicide, where it 
says, “Th ou shalt not kill.”  Th is we affi  rm, this we maintain, this we pronounce as in every way to be right, that no one 
ought to infl ict on himself voluntary death, for this is to escape the ills of time by plunging into those of eternity...” St. 
Augustine, City of God (1.20, 26)

“What makes a person master of himself is having free will.  He may accordingly fashion his life in respect of all things 
that go to make up his life, and this is the province of his free will.  Th e passage from this life to a more blessed one is, 
however, not matter subject to human free will, but to God’s power.  A person may not, therefore, kill himself in order 
to escape from any of his miseries of this life…So to infl ict death on oneself in order to escape from the miseries of this 
life is to take on a greater evil in order to avoid a lesser.”  St. Th omas Aquinas, Summa Th eologiae (2a2ae. 64, 5)

“God hath created nothing simply for itself, but each thing, in all things and of every thing, each part in another hath 
such interest that in the whole world nothing is found whereunto any thing created can say, I need thee not.”  Richard 
Hooker, A Learned Sermon of the Nature of Pride

Anglicans for Life Offi  cial Position
Scripture and Tradition forbid intentional killing.  For two thousand years, the Christian 

Church has forbidden suicide and other intentional taking of innocent human life.  Th is prohibition 
stems from the clear witness of Scripture, following St. Augustine’s interpretation of the Sixth Command-
ment of the Decalogue, “Th ou shalt not kill.”  Th is command, as St. Th omas and Richard Hooker tell us, 
speaks to the fundamental value of human life as made in God’s image (Gen. 1:27, 9:6), endowed with 
God-like capacities such as free-will, called to friendship with God, and limited by God’s sovereign power 
over life and death.  Most importantly, this command condemns any act as intrinsically evil where an in-
nocent human life in intentionally taken either through omission, i.e. willfully refusing to provide avail-
able aid and treatment when truly need, or commission, i.e. willfully engaging in a direct, lethal act on 
another life.

What is, and what is not, Euthanasia?  Given the clarity of this prohibition, Christians must 
never practice euthanasia, defi ned by the Journal of the American Medical Association as “the medical 
administration of a lethal agent to a patient,” for this would disobey God’s command through an act of 
commission.  Christians also must never take actions which intentionally seek to end life by withdrawing 
and withholding eff ective medical treatment, sometimes known as “passive” euthanasia, for this would 
disobey God’s command through an act of omission.  Th ese prohibitions are to be distinguished from ac-
tions which are outwardly similar, but fundamentally diff erent: the administration of palliative care that 
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has the foreseen, but unintended, effect of shortening the patient’s life; and the withholding or withdraw-
ing of treatment that would effectively worsen the patient’s condition.  

 What is, and what is not Assisted Suicide?  Christians must also never practice Physician As-
sisted Suicide, defined by the Journal of the American Medical Association as the “facilitation of a patient’s 
death by providing the necessary means and/or information to enable the patient to perform a life-end-
ing act.”  While some may argue that assisted suicide is a moral alternative to euthanasia, since here the 
physician is not actually doing the killing, but merely respecting a patient’s autonomous wishes, this still 
violates the Sixth Commandment through an act of commission.  For there is no way for the physician 
to say that he or she does not somehow intend the patient’s death by prescribing medication that has the 
death of the patient as its goal.  This prohibition is to be distinguished from the advice a physician gives 
concerning withdrawing or withholding medical treatment that does not have death as its goal.

 What is, and what is not, intentional killing?  To say that the Sixth Commandment prohibits 
intentional killing is to use the word, intentional, in a precise way.  Intentional signifies a crucial com-
ponent of human action.  Intentions are different from desires, which see something as attractive or 
unattractive, and from motivations, which provide the end or underlying emotion that our actions may 
fulfill.  Intentions, by contrast, describe the willful choice of a reasonable plan, or the “game plan,” so to 
speak, of means and ends that each of us chooses in pursuing any deliberate course of action.  The game 
plans that compose intentions are often described by one word, such as “offend”, which describes a game 
plan that results in wounding another’s feelings, or “murder”.  Intentions are reasonable to the extent that 
they match the reality of our actions—we cannot say that our intention is to run faster than the speed of 
light.  Intentions are moral to the extent that the game plan we choose performs an action that is good 
and avoids actions that are evil—we cannot say that we do not intend to kill if the action we choose is one 
where killing, rather than say relieving pain, is our game plan.

 To speak of intention, then, is to identify what is at stake in the crucial distinction between di-
rectly killing and merely allowing someone to die.  For two thousand years, the Christian tradition has 
disallowed any direct killing, but has allowed that in certain situations persons may cause a death, called 
indirect killing, that they do not intend, but only permit or cause out of self-defense.  In every case where 
these permissible deaths occur, the game plan is not one of killing, but one where persons are trying 
to protect their neighbors, or themselves, from harm.  Thus the Christian tradition understands these 
certain actions as having death as foreseen, but not intended, effect.  In terms of medical ethics, this would 
mean that a physician may intentionally administer palliative care to address pain or may intentionally 
withhold unproductive treatment.  These actions may lead to a death the physician foresees, but does not 
intend, and a test of this game plan is this: should the patient survive, the physician does not consider his or 
her aims frustrated.

 While some might see the concept of intention as obsolete, it forms the backbone of most of our 
moral considerations surrounding life and death.  In the legal system, for example, the difference between 
First Degree Murder and Second Degree Murder is that the former is a killing that is deliberate and pre-
meditated, i.e. intentional, while the latter is killing that is only motivated by malice.  More significantly, 
on June 26, 1997, the U.S. Supreme Court decided that the distinction between directly killing and indi-
rectly allowing dying “comports with fundamental legal principles.”  Chief Justice Rehnquist contrasted 
the physician who intends only to treat pain or to withdraw burdensome treatment and the physician 
who assists a suicide or practices euthanasia:

“A doctor, who assists a suicide, however, must necessarily and indubitably, intend primarily that the 
patient be made dead.  Similarly, a patient who commits suicide with a doctor’s aid necessarily has the 
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specific intent to end his or her own life, while a patient who refuses or discontinues treatment may 
not.  The law has long used actor’s intent or purpose to distinguish two acts that may have the same 
result.”

 Other considerations regarding euthanasia and assisted suicide. While Anglicans for Life 
prefers to argue against euthanasia and assisted suicide from the perspective of Scriptural and Christian 
tradition, there are many arguments and studies that argue against these practices from the perspective 
of common sense.  If studies have shown that there is great potential for the practices of euthanasia and 
assisted suicide and if they are widely accepted by our society, we will suffer severe repercussions—ma-
nipulation of vulnerable persons, such as women, the poor, the disabled, the elderly, and those who suffer 
from depression and other mental illnesses. 

This has certainly been the case in the Netherlands, where assisted suicide and euthanasia are legal.  A 
study published in the Journal of the American Medical Association (June 4, 1997) found that “the Neth-
erlands has moved from considering assisted suicide” alone, “to giving legal sanction to both assisted 
suicide and euthanasia to nonvoluntary and involuntary euthanasia.”  There is also potential for ruining 
the integrity of the medical profession and the bond of trust that develops in patient-doctor relationships.  
As the New York State Task Force on Life and the Law notes, many physicians believe that, “Medicine is 
devoted to healing and the promotion of human wholeness; to use medical techniques in order to achieve 
death violates its fundamental values…allowing physician to act as ‘beneficent executioners’ would un-
dermine patients’ trust, and change the way that both the public and physicians view medicine.”

Official Church Positions

The Episcopal Church has not passed a resolution officially acknowledging Euthanasia.  At the 1998 Lam-
beth Conference a resolution affirming “that life is God-given and has intrinsic sanctity, significance and 
worth; resolved that Euthanasia is neither compatible with the Christian faith nor should be permitted in 
civil legislation.”

Anglicans for Life
promotes the Biblical view of the sanctity of human life

at every stage of biological development
and seeks to influence our Church and culture

to embrace this Biblical attitude
morally, legally and in practice.

Anglicans for Life and its chapters reach out
to protect life and offer compassion
in communities across the nation.
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Additional Information about Euthanasia and Assisted Suicide

History
• 1938 - The Euthanasia Society of America (ESA) was founded to promote legalization of eutha-

nasia, both voluntary and involuntary. 

• 1967 - ESA established the Euthanasia Educational Council (EEC) which introduced the Living 
Will, a document to help promote discussion of Euthanasia to gain acceptance of euthanasia. 
The Living Will contained standard language that expressed a person’s right to refuse certain 
types of medical treatment. Many people who were concerned about the very real issue of 
overtreatment and denial of a patient’s rights saw the Living Will as the way to prevent them 
from being subjected to procedures and equipment they found frightening, cruel, or un-
necessary. The greatest stimulus for acceptance of the Living Will was the publicity given by 
journalist “Dear Abby.” Abigail “Abby” Van Buren was a member of the Euthanasia Educational 
Council!

• 1975 - ESA changed its name to the Society for the Right to Die (SRD).

• 1979 - EEC changed its name to Concern for Dying (CFD) and split from SRD.

• 1980 - The Hemlock Society (HS), formed to promote death-on demand, was named after the 
poison used in ancient Greece for executions and state approved suicides.

• 1991 - SRD and CFD—having merged in 1990—became Choice in Dying.

• 1993-94 - Compassion in Dying (CID), an HS spin-off, was created to provide information and 
assistance to sick people who want to die and to promote “aid in-dying” laws.

	The Death with Dignity National Center (DDNC) was established in Washington D.C. 
to work to replicate the new voter-approved Oregon “physician-assisted suicide” (PAS) 
law in other states.

	Together, CID and DDNC have relentlessly led campaign after campaign attempting to 
legalize physician-assisted suicide throughout the U.S.

• 1997 - Last Acts, a coalition of more than 100 prominent organizations, funded by the Robert 
Wood  Johnson Foundation, was established purportedly to improve the quality of end-of-life 
care.  (“Improving care” is often code for hastening death.)

• 1999 - Choice in Dying became Partnership for Caring (PFC). PFC managed the Last Acts pro-
gram.

• 2003 - HS started End of Life Choices, a political action committee, in Denver.

• 2004 - Final Exit Network (FEN) was started by disgruntled former HS and End of Life Choices 
members, including HS founder Derek Humphrey. FEN counsels people on ending their lives 
with helium and plastic bags. “Exit guides” attend suicides.
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• PFC merged with Last Acts to form Last Acts Partnership, which folded soon thereafter. Some 
Last Acts Partnership leaders moved on to positions of influence in the realm of hospice and 
palliative care.

• 2005 - Compassion in Dying and End of Life Choices joined to form Compassion& Choices 
(C&C).C&C describes itself as “working to improve care and expand choice at the end of life,” 
but its actual efforts have been directed at only one “choice”—suicide. Since 1997, CID/C&C 
have facilitated most of the physician-assisted suicides in Oregon as well as numerous deaths 
elsewhere. C&C, along with DDNC, has led campaigns to legalize PAS throughout the U.S.

Additional Definitions of Terms
Euthanasia - Definition:

• Euthanasia is an action intentionally done to cause death of a person for the purpose of re-
lieving suffering.   This can be an act of omission by intentionally withdrawing basic medical 
care with the intent of directly causing the death of the person who is not otherwise dying, 
most commonly food and fluids, because food and fluids are now categorized as medical 
treatment.   Terri Schiavo is an example of a person who was not dying – she had a cognitive 
disability, a somewhat non-responsive state. But because she had no additional life support 
beyond food and fluids, she dehydrated and died when they removed the medical treatment.

• Euthanasia only differs from murder in its motivation, which is to relieve suffering.  It’s a form 
of homicide in that it directly and intentionally causes death. 

• It is usually done by lethal injection. But it can be done in many ways. Euthanasia is sometimes 
referred to as Mercy Killing.

• What Euthanasia is not:
• Withholding or withdrawing medical treatment that is useless burdensome or extra-ordinary. 

You have the right to say no to medical treatment, we are not opposed to someone accepting 
the limits of life.  However, nobody should have the right to kill you.

• The proper use of large doses of pain killing drugs to relieve suffering is NOT Euthanasia. 
Abuse of pain medicine can be used for Euthanasia.

• The proper use of sedating a person with a regimen of drugs is to relieve the suffering of a 
person. No one is opposing sedation, only sedating them to kill them. 

• The proper uses of analgesics and sedation techniques are not Euthanasia. The abuse of anal-
gesics and sedation may be a form of Euthanasia.

Assisted Suicide - Definition
• Assisted suicide is not “Aid in Dying,” palliative care is aid in dying. 
• Assisted suicide is when one person is directly and intentionally involved with ending the life 

of another person—to aid, encourage, or counsel for suicide.
• What’s the difference between euthanasia and assisted suicide? Assisted Suicide can be per-

formed by yourself with the help of another person.  Euthanasia is done by another person 
to you. In Euthanasia, a lethal injection could be given to you without your knowledge.  In 
Assisted Suicide, the doctor writes a prescription for a lethal dose, knowing your intention to 
take that lethal dose yourself.

• Euthanasia and Assisted Suicide are very similar and are hard to separate because once you 
have the prescribed lethal dose of medicine, who’s to know if you take it yourself or if some-
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one gave it to you. Often the medicine is mixed with applesauce and given to the patient, so it 
may be euthanasia.

Statistics
Recent statistics in the Netherlands found that there were 3695 reported euthanasia deaths in 2011. 
( The 2010 euthanasia report made an error in its mathematical calculation. There were 136,058 
deaths in the Netherlands in 2010 with 4051 being caused by euthanasia and assisted suicide (3859 
euthanasia deaths, 192 assisted suicide deaths). That represents 2.98% of all deaths) The rate 
of euthanasia in the Netherlands has increased by 73% in the last 8 years (1815 reported deaths in 
2003, 3136 reported deaths in 2010) and, even more importantly, the rate of euthanasia has in-
creased by almost 35% in the past two years (2331 reported deaths in 2008, 3136 reported deaths in 
2010).

• 23% of all Euthanasia deaths are unreported.
• On March 1, 2012 the euthanasia lobby announced the introduction of 6 mobile euthanasia 

units that are planning to do 1000 deaths per year. 
• The number of deaths by sedation/dehydration has increased dramatically in the Netherlands.
• Dutch deaths by deep-continuous sedation have also increased significantly. In 2010, 12.3% 

of all deaths were by deep-continuous sedation which was up from 8.2% of all deaths in 2005 
and 5.6% of all deaths in 2001.

• The June 15, 2010 edition of the CMAJ published two studies 
	The study was done by examining death certificates and sending a questionnaire to 

the physician involved in the death.  Based on responses to the questionnaire, the 
study found that 66 of 208 euthanasia deaths (32%) in the Flemish region of Belgium 
were without explicit request or consent. 

	The second study that was published in the June 15, 2010 edition of the CMAJ looked 
at the role of nurses in Belgium euthanasia deaths.  The questionnaires were sent to 
1678 nurses concerning their role in euthanasia, 1265 responses were received.  The 
study found that of 248 euthanasia deaths administered by nurses, 120 (45%) were 
without explicit request or consent.

The BMAJ printed a study on the reporting of euthanasia in the Flanders region of Belgium. http://
www.ncbi.nlm.nih.gov/pmc/articles/PMC2950259/pdf/bmj.c5174.pdf 

	The report found that only 52.8% of euthanasia deaths are reported. 
	Upon asking physicians why they did not report particular cases in the study as Eu-

thanasia, 76.7% answered that they did not perceive the deaths as Euthanasia, 17.9% 
reported that it was an administrative burden.

	11.9% did not report the death as Euthanasia because the legal requirements had not 
been met.

• In October 2008, Linda Ganzini published a study of people in Oregon who requested assisted 
suicide. The study showed that 15 of 58 (26%) of the people in her study were depressed or 
experiencing feelings of “hopelessness.”

• In 2007 – 49 people were reported to have died by assisted suicide in Oregon, none of them 
were offered a psychological or psychiatric assessment.

• There have been 596 reported cases of assisted suicide in Oregon in 14 years.
• In 2011 there were 71 reported cases of assisted suicide, one of them was referred for a psy-

chiatric or psychological assessment.
• In 2009 there were 59 reported cases of assisted suicide, none of them were referred for a 

psychiatric or psychological assessment. 
• In 2009 in Oregon 57 of 59 reported assisted suicide deaths were facilitated by Compassion & 

Choices.
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Key Points for Debating Assisting Suicide
From the Robert Powell Center for Medical Ethics

http://www.nrlc.org/medethics/debatingassistedsuicide/

Following is a brief summary of points 
worth making in rebutting arguments for 
legalizing active euthanasia:

For more detailed info go to: 
http://www.nrlc.org/medethics

1. A request for assisted Suicide is typically a 
cry for help.

It is in reality a call for 
counseling, assistance, and 
positive alternatives as solutions 
for very real problems.

2. Suicidal Intent is typically transient Of those who attempt suicide but 
are stopped, less than 4 percent go 
on to kill themselves in the next 
five years; less than 11 percent 
will commit suicide over the next 
35 years.

3. Terminally Ill patients who desire death are 
depressed and depression is treatable In those 
with terminal illness.

In one study, of the 24 percent of 
terminally ill patients who desired 
death, all had clinical depression.

4. Pain is controllable. Modern medicine has the ability 
to control pain. A person who 
seeks to kill him or herself to 
avoid pain does not need legalized 
assisted suicide but a doctor better 
trained in alleviating pain.

5. In the U.S. legalizing “voluntary active 
euthanasia [assisting suicide] means 
legalizingnonvoluntary euthanasia.

State courts have ruled time 
and again that if competent 
people have a right, the Equal 
Protection Clause of the 
United States Constitution’s 
Fourteenth Amendment requires 
that incompetent people be 
“given” the same “right.”

6. In the Netherlands, legalizing voluntary 
assisted suicide for those with terminal illness 
has spread to include nonvoluntary euthanasia 
for many who have no terminal illnesses.

Half the killings in the 
Netherlands are now 
nonvoluntary, and the problems 
for which death in now the legal 
“solution” include such things 
as mental illness, permanent 
disability, and even simple old 
age.

7. You don’t solve problems by getting rid of 
the people to whom the problems happen.

The more difficult but humane 
solution to human suffering is to 
address the problems.
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Background: 
Looking at both legal analysis of doctor prescribed suicide laws and the experience in 

Oregon and Washington, there is evidence that any so-called safeguards that might come 
attached to the proposals do not work. 

 

 

 

 

 

 

 

 

 

 

 

 

 

    

 

 

 

 

So Called Safeguard: “The patient must be competent” 
Why this does not work: 

There is nothing in the law to protect those with mental illness: 
 It is a well-established psychological fact that nearly every terminally ill patient who desires death 

is suffering from a treatable mental disorder .1  
 There is no requirement that the patient be given a psychiatric evaluation.  Over nearly a decade 

and a half, Oregon Department of Health statistics show that only 6.7% of patients were 
referred for an evaluation.2  

 A major state paper, The Oregonian, has documented that many patients suffering from depression 
and dementia are receiving doctor prescribed suicide.3  

There is no requirement for a witness at the time of death: 
 It is unknown if the person is still competent at the time she or he actually ingests the lethal 

prescription.  
 The range of time between the first request and death is 15 ‐1009 days (nearly 3 years).4 A lot can 

happen in that time. Did the person’s mental state deteriorate? Did caregivers tire of caring for a 
sick relative? 

There is no requirement that the doctor has any knowledge of or relationship with the patient: 
 ”Doctor shopping” is common. A network of doctor prescribed death proponents ensures that 

patients will receive lethal prescriptions5, even when their family doctor knows their desire for 
death is transient and could be alleviated. 

 

So Called Safeguard: “The patient must be terminally ill” 
Why this does not work: 

 Terminal illness is often difficult to predict. Further, 
there is evidence that many non-terminally ill patients 
receive the lethal prescriptions.  The Oregon 
Department of Health reports that the range of time 
between the first request and death has been as long as 
almost 3 years. 6 
 

 The definition of terminal illness includes a person with 
an incurable irreversible disease that will...produce 
death within six months”.  Looking at one example 
under this definition, insulin reliant diabetics who stop 
taking their medication could qualify, even though they 
could live decades with treatment.  

 

Why So-Called Safeguards Don’t Work: Physician Assisted Suicide 
 

 
 

512 10th Street NW 
Washington DC 20004 
202.626.8800 ext. 162 
medethics@nrlc.org 
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So Called Safeguard: “The state can punish 
violations” 

Why this does not work: 
 

 The doctor prescribing death is held 
only to a “good faith standard” which 
is far lower than the malpractice 
standard applied to other health 
providers.12 
 

 There is no mechanism to ensure 
doctors report (they self-report) or 
comply.  
 

 The underlying reported data in OR 
and WA is destroyed by the state 
yearly.13  
 

 In OR and WA, the death certificates 
are falsified by statute, listing only the 
underlying illness as the cause of death, 
making the real number of suicides 
unknowable.14   
 

 
 

 

So Called Safeguard: “The request must be voluntary” 
Why this does not work: 

 There is no language in the law prohibiting anyone from pressuring the patient to accede to 
doctor prescribed suicide. The Oregon Health Plan notified state health insurance recipients 
Barbara Wagner and Randy Stroup that the treatment they needed to survive would  not be 
covered, but informed them that doctor prescribed death was available and would be covered.7 

 
 There is insufficient protection from the improper motives of family or friends who apply 

pressure. In new proposals, an heir can actually serve as a witness for the request for doctor 
prescribed death.8  

 
 In Oregon, studies and official reports show that people are regularly requesting doctor 

prescribed suicide because they fear becoming a burden on family and friends.9,10   
 

 Although the law states doctors must give patients “feasible alternatives” to assisted suicide – 
like pain control, and hospice, there is no requirement these are covered under insurance.  

 
 

 

So Called Safeguard: “The patient must self-
administer”, so it is not euthanasia 

Why this does not work: 
 

 Although the statute claims to allow 
only those who can “self-administer” 
to request the lethal prescription, many 
legal observers argue that this is one 
court challenge away from being 
overruled. If, for example, there was a 
person with disabilities who could not 
swallow, there is an official legal 
opinion from the Oregon Attorney 
General’s office stating that this is 
unconstitutionally discriminatory.11 

This means that lethal injection might 
be one legal challenge away.  This 
could be the case in any state that 
legalized the practice of doctor 
prescribed death.  
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Reported Assisted-Suicide Deaths in Oregon 1998 - 2012
Patients Rights Counsel Update
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Reported Assisted-Suicide Deaths in Washington 2009 - 2012
Patients Rights Counsel Update

PRC   2013 - Vol. 27, No. 3 Page 3 UpdateUpdate 

Reported Assisted-Suicide Deaths in Washington 2009-2012 
Report data supplied by lethally prescribing doctors, pharmacist reports, and  

death certificates. 1 

Figures and percentages are those reported by the state. 

Categories   TOTAL          2012             2011            2010            2009 

Number of reported assisted-suicides 240 83 70 51 36 

Number of unreported assisted-suicide 
deaths Unknown1 Unknown1 Unknown1 Unknown1 Unknown1 

Number of reported lethal prescriptions 
written 374 121 103 87 63 

Number of reporting doctors who wrote  
 lethal prescriptions in a given year ?2 87 80 68 53 

Number of cases where the patient’s 
status (living or deceased & ingestion 

status) is reported as “unknown”  
75 20 14 21 20  

Number of cases where prescribing 
doctor was present at the time lethal 

drugs were ingested 
12 5 [6%] 2 [3%] 2 [4%] 3 [8%] 

Number of patients referred for                                      
psychiatric evaluation 13  3 [3%] 5 [5%] 2 [3%] 3  [7%] 

Patients’ reasons for requesting death:3 
 Loss of autonomy 

Inability to do enjoyable activities 
Loss of dignity 

Lost control of bodily functions 
Being a burden 

 Pain or concern about it 
Financial implications of treatment  

277  
269  
235  
161   
141 
103 
13 

94 [94%] 
90 [90%] 
84 [84%] 
56 [56%] 
63 [63%] 
33 [33%] 

5 [5%] 

 
 

79 [87%] 
81 [89%] 
72 [79%] 
52 [57%] 
49 [54%] 
35 [38%] 

4 [4%] 

 60 [90%] 
58 [87%] 
43 [64%]  
35 [52%] 
19 [28%] 
24 [36%] 
3 [4%] 

44  [100%] 
40  [91%] 
36  [82%] 
18  [41%] 
10  [23%] 
11 [25%] 
1 [2%] 

Complications from lethal drugs:  
Regurgitation 

Seizures 
Patient awakened 

Other 4 

Cases unknown 
 

2   
0   
2   
1 

17  
 

 
 

0 [0%] 
0 [0%] 
0 [0%] 
1[1%] 
3 [4%] 

 

1 [1%] 
0 [0%] 
0 [0%] 
— 

5 [7%] 
 

0 [0%] 
0 [0%] 
0 [0%] 
— 

4 [8%] 

1  [3%] 
0  [0%] 
2  [5%] 
— 

 5  [14%] 
 

Reported cases of doctor non-
compliance with the assisted-suicide law 

Not 
Reported 

Not 
Reported 

Not  
Reported 

Not 
Reported 

Not 
Reported 

Penalties imposed for non-compliance 
with the law 

Not 
Reported 

Not 
Reported 

Not 
Reported 

Not 
Reported 

Not 
Reported 

Notes: 
1. The Washington State Department of Health (WSDH), the agency responsible for overseeing assisted-

suicide practice, has no way of knowing if data provided by prescribing doctors are accurate or complete. 
The Pharmacy Dispensing Report simply asks for general information (ie.,patient & physician names and 
drugs prescribed) but contains no data on patient cases.  Death certificates, by law, do not even indicate 
drug overdose as the true cause of death.  

2. Since the WSDH reports do not identify the lethally-prescribing doctors, there is no way to determine the total 
number of doctors who wrote prescriptions beyond a year at a time. The same doctor could have written multiple 
lethal drug prescriptions for multiple patients over the time span since assisted suicide was legalized. 

3. The Washington report states, “Participants may have selected more than one end of life concern. Thus the totals 
are greater than 100 percent.” 

4. This category was not included in the 2009, 2010, and 2011 annual reports.  

Source: 
Washington State Department of Health, 2012 Death with Dignity Act  Report, 6/20/13.   Washington’s 

2009, 2010, 2011, and 2012 annual reports are available online at:   http://doh.wa.gov/dwda/.               

L ast year, the Update reported that Washing-
ton State appeared to be on the assisted-

suicide “fast-track” with its rapidly increasing 
number of annual cases since the practice was 
legalized in 2008. The latest 2012 Washington 
Death with Dignity Act Report, issued on June 
20, 2013, confirms that observation once again. 

 This new report revealed an historic first for 
Washington: After only four years of legalized 
assisted-suicide practice, the state’s number of 
reported doctor-prescribed deaths (83) out-
numbered those reported in Oregon (77) during 
the same time period. (Assisted suicide has 
been legal in Oregon since 1997—11  years 
longer than in Washington. (See Update 2013-1 
for more on Oregon’s 2012 Death with Dignity 
Act Report.) 

 Washington’s assisted-suicide body count 
has significantly increased each year. Between 
2009 and 2010 it jumped 71%, followed by a 
73% rise in 2011, and then a 84% leap in 2012. 
Likewise, the number of lethal drug prescrip-
tions written each year has also dramatically 
increased. In 2010, there were 72% more writ-
ten than in 2009, followed by a 84% increase in 
2011, and a 85% jump in 2012.  

 According to the latest report, 121 individu-
als received prescriptions for lethal drugs. Of 
those, 83 died after ingesting the drugs, 18 died 
without taking the drugs, and 3 others died, but 
the state does not know whether they took the 
drugs or not. For the remaining 17 patients, the 
state has no clue whether they are alive or 
dead, since the Washington Department of 
Health has not received the required documen-
tation on each patient’s status. Incredibly, the 
report also states that the status of two assisted-
suicide patients in 2009, two in 2010, and two 
in 2011 “is still unknown.” 

 Ninety percent (90%) of the 2012 prescribed-
suicide “participants” lived in Western Washing-
ton, west of the Cascade Mountains. Ninety-
seven percent (97%) were white (non-Hispanic), 
43% were married, and 82% had some college 
education. Most (73%) had cancer. At least one 
patient in 2012 had an alarmingly short rela-
tionship with his or her lethally-prescribing doc-
tor: “0.3 weeks” or just 2 days. [Washington 
State Department of Health, 2012 Death with 
Dignity Act Report, 6/20/13]                                 ■ 

Washington surpasses Oregon 
in 2012 assisted-suicide deaths  
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Study: “Significant Number” of Patients Wrongly Diagnosed as in “Vegetative” State
by Dave Andrusko | LifeNews.com | 4/17/14 3:10 PM

A study published Tuesday in the medical journal “The Lancet” finds that “significant number of people labeled 
vegetative had received an incorrect diagnosis and actually had some degree of consciousness and the poten-
tial to improve,” according to Denise Grady of the New York Times.

The results of the study, led by Dr. Steven Laureys, is consistent with the conclusions of previous research that 
employed electroencephalogram machines and M.R.I. scanners which “have also found signs of consciousness 
in supposedly vegetative patients.”

The difference with the latest study, conducted by a team of 15 scientists, is that when researchers used a 
three-dimensional brain imaging technique called positron emission tomography (PET), they found that even 
more patients were incorrectly diagnosed as in a “persistent vegetative state” [“Diagnostic precision of PET 
imaging and functional MRI in disorders of consciousness: a clinical validation study”].

The following is a summary of the study, some of the positive highlights, but also the reasons for concern.

• Of the 122 patients studied, 81 were considered “minimally conscious,” defined by Grady as “meaning 
they showed intermittent signs of awareness and responsiveness.” The other 41 “had been declared vegetative 
— awake but with no behavioral signs of awareness.”

• The team used two types of scanning technology, PET and magnetic resonance imaging (MRI). “The 
researchers then compared their results with an established behavioral test of whether someone is capable of 
regaining consciousness,” the Washington Post’s Fred Barbash reported. “They found, first, that the PET scan 
was more accurate than the MRI.”

• “The [PET] imaging tests found minimal consciousness in 13 of the 41 vegetative patients,” Grady 
reports. “After a year, nine of the 13 had progressed into “minimally conscious states or a higher level of con-
sciousness,” according to the researchers.

Laureys told the Washington Post that sometimes “there’s more going on than we thought”in the brain.

“We can’t make ethical or medical or legal decisions which are right if we we’re not having good diagnoses,” he 
said. “We need to reduce” the interpretive element as much as possible

That’s the good news. Less promising is what might be made of this increased ability to fine-tune the diagno-
ses—that is, separate those who supposedly are “truly” in a PVS and those who are in a minimally conscious 
state. The latter “have a better chance of improving than those who are vegetative, though recovery may take 
a long time and be incomplete,” Grady writes.

For example, in a statement, Laureys wrote

“Our findings suggest that PET imaging can reveal cognitive processes that aren’t visible through traditional 
bedside tests, and could substantially complement standard behavioral assessments to identify unresponsive 
or ‘vegetative’ patients who have the potential for long-term recovery.”

In his interview with the Post, Laureys elaborated. Barbash writes

“While the researchers acknowledge that PET scanning isn’t generally available or practical in most hospital 
situations, their study is likely to speed the day when it is, perhaps making heated controversies over vegeta-
tive states easier to resolve. Laureys said that expensive as the technology may be, it’s less costly than keeping 
someone who is in a coma alive for months and even years on the chance of revival.

“On the one hand, Laureys said, a scan that shows no brain responsiveness may make families more comfort-
able about stopping various forms of life support. And if a scan shows consciousness, a patient might be 
aroused to the point of participating in the decision about life support.

“On the other hand, if life support and feeding are to be withheld, “we better get it right.”

“He said this doesn’t mean a patient deemed conscious should be kept alive for a long time using heroic 
means. ‘That is often a quality of life’ decision, he said. ‘Too often it’s politically polarized. Pro. Con. The right to 
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life. The right to die. In reality, it’s more nuanced.’”

Three quick points.

First, if there is one overriding lesson from this study, and others like it that we we’ve reported on, it’s that large 
numbers of patients with severe brain injuries are quickly—and often inaccurately—labeled in a PVS. A study 
that concludes this or that technique (in this case, a PET) gives you a finer distinction could easily be rendered 
obsolete within a few months or years. In the meanwhile, offering “assurances” that doctors know with certain-
ty that a patient is in a PVS makes it even easier to pressure families into withholding food and fluids.

Second, scientists Jamie Sleigh and Catherine Warnaby are “encouraged” by the study. Writing in “The Conver-
sation,” they note,

“[I]n many cases the accuracy of predicting the outcome is no better than flipping a coin….

“The exciting part of the new study is that we might be starting to make some progress in understanding 
the parts of the brain that are necessary for the conscious state, and we can use this to look into the brains of 
problematic patients to see if these critical regions of the brain are functioning – even if there are no outward 
signs.”

But even laymen who follow the search for an “explanation” of what is consciousness know that this could eas-
ily be a quest that never finds an answer. It is incredibly complicated and is as much art as science, as much a 
philosophical question as it is about interpreting “data.”

Grady’s story ends with quotes from Dr. Joseph J. Fins, the chief of the medical ethics division at Weill Cornell 
Medical College in New York, who was not involved in the study.

“’[PET scans] help you discriminate who’s who,’ Dr. Fins said.

“Too often, he and Dr. Laureys said, patients are labeled vegetative and sent to nursing homes where no effort 
is made to rehabilitate them, and where emerging consciousness might not even be recognized.

“’The first thing we owe these people is a credible diagnosis,’ Dr. Fins said.

Which leads me to the last point.

Third, you don’t starve anyone to death, regardless of their diagnosis.

LifeNews.com Note: Dave Andrusko is the editor of National Right to Life News and an author and editor of 
several books on abortion topics. This post originally appeared at National Right to Life News Today.
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The United States Revised Uniform Anatomical Gift Act (2006): New challenges to 
balancing patient rights and physician responsibilities
Joseph L Verheijde, Mohamed Y Rady, and Joan L McGregor

Editor’s Note: The issue of being declared brain dead or cardiac dead is tied closely to the right to procure 
a patients organs.  The article below is an excerpt from a longer article that addresses concerns about the 
2006 act that presumes everyone wants to donate their organs in the event of death. Julie Grimstad notes 
her concerns: 

“When you are at or near death and those are the words in the law, you’re not dead, you’re at or near dead, 
the hospital is required to call the organ procurement organization and they will come and they will look 
through all your medical records, invade your privacy without anyone’s permission or  consent. This is one 
of the things under Hippa that can be done without your permission. They will run tests on you to see if 
your organs are suitable for transplantation. They can do things to you such as put you on a heart/lung 
machine or give you heparin to thin your blood or profuse you with fluids. They can do these things to you 
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without your permission, without your families consent and while they are doing these things they can be 
searching for someone to give their consent or refuse to donate your organs.”

While organ donation is a noble idea, examples of abuse are numerous and worrisome. Furthermore, the 
revised Anatomical Gift Act infringes on your right of privacy, your right of informed consent, your right to 
security of person and your right to life.  We therefore strongly encourage you to discuss your wishes about 
organ donation with family and friends. We have attached a “REFUSAL” card to carry in your wallet and 
recommend informing those you have chosen to serve as health care proxy of your wishes concerning or-
gan donation.*Remember – we neither seek every medical treatment available to live forever, nor acceler-
ate death by imposing our will, death must be natural in God’s time.

Abstract - Advance health care directives and informed consent remain the cornerstones of patients' 
right to self-determination regarding medical care and preferences at the end-of-life. However, the 
effectiveness and clinical applicability of advance health care directives to decision-making on the 
use of life support systems at the end-of-life is questionable. The Uniform Anatomical Gift Act (UAGA) 
has been revised in 2006 to permit the use of life support systems at or near death for the purpose 
of maximizing procurement opportunities of organs medically suitable for transplantation. Some 
states have enacted the Revised UAGA (2006) and a few of those have included amendments while 
attempting to preserve the uniformity of the revised Act. Other states have introduced the Revised 
UAGA (2006) for legislation and remaining states are likely to follow soon.

The Revised UAGA (2006) poses challenges to the Patient Self Determination Act (PSDA) embodied in 
advance health care directives and individual expression about the use of life support systems at the 
end-of-life. The challenges are predicated on the UAGA revising the default choice to presumption of 
donation intent and the use of life support systems to ensure medical suitability of organs for trans-
plantation. The default choice trumps the expressed intent in an individual's advance health care di-
rective to withhold and/or withdraw life support systems at the end-of-life. The Revised UAGA (2006) 
overrides advance directives on utilitarian grounds, which is a serious ethical challenge to society. 
The subtle progression of the Revised UAGA (2006) towards the presumption about how to dispose 
of one's organs at death can pave the way for an affirmative "duty to donate". There are at least two 
steps required to resolve these challenges. First, physicians and hospitals must fulfill their responsi-
bilities to educate patients on the new legislations and document their preferences about the use of 
life support systems for organ donation at the end-of-life. Second, a broad based societal discussion 
must be initiated to decide if the Revised UAGA (2006) infringes on the PSDA and the individual's 
right of autonomy. The discussion should also address other ethical concerns raised by the Revised 
UAGA (2006), including the moral stance on 1) the interpretation of the refusal of life support systems 
as not applicable to organ donation and 2) the disregarding of the diversity of cultural beliefs about 
end-of-life in a pluralistic society.

Background

In 1990, the U.S. Congress passed the Patient Self-Determination Act (PSDA) reinforcing individuals' 
rights to determine their final health care. The PSDA became effective in 1991 so that patients can 
make decisions about their medical care and specify whether they want to accept or refuse specific 
medical care [1]. Patients' wishes can be clearly documented at an earlier point of time in advance 
health care directives and/or patients can identify legally authorized representatives to make health 
care decisions (power-of-attorney for health care) on their behalf in the event of an incapacitating 
illness.

The PSDA requires Medicare and Medicaid providers, including hospitals, to give adult individuals, 
at the time of inpatient admission, certain information about their rights under state laws governing 
advance health care directives, including: (1) the right to participate in and direct their own health 
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care decisions; (2) the right to accept or refuse medical or surgical treatment; (3) the right to prepare 
advance health care directives and (4) information on the provider's policies governing the utilization 
of these rights [2]

Complete article can be found here: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2001294/
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Understanding Terri Schiavo’s Death
Cognitive Disability vs Persistent Vegetative State
Transcript of Bobby Schindler Interview

Question:  We know Terri’s story. I’ve got elements of that included when we get into explaining euthanasia 
and all of that stuff. I’m going to break all that stuff down. Terri will be kind of one of the exam-
ples.

 Further into the teaching towards the end, I want to talk about, “Now what do we do?” As a 
church, how do we address this issue? With the network starting and the work that you’re doing, 
you’re looking for the…

 So, I’d like for you to tell me what have you gotten out of it? How have you turned Terri’s tragedy 
into something to help others?

B. Schindler:  There still exists a tremendous amount of confusion within the public about Terri’s case and 
other cases like her or other situations like her. What our organization is doing now, we’re help-
ing other families that are in similar circumstances of what we were faced with in our battle to 
save Terri. 

 People are saying, “Why are you still talking about Terri? Her case happened almost eight years 
ago.” The fact of the matter is that it wasn’t an isolated case. I think a lot of people have this per-
ception that it just happened to Terri and something like that doesn’t happen in other hospitals 
or in other types of health care settings.

 What happened to Terri happens, it was happening long before her case made the headlines 
that it did, and it continues to happen every single day in our nation. What I mean by that, I’m 
not talking about someone who’s terminal, we’re not talking about someone that perhaps is 
hours away … someone who may have a cancer, someone with an underlying terminal disease 
where they’re just hours away from death.

 We’re talking who had a cognitive disability, was not being sustained by any machines or any 
types of life support, someone that would live, doctors believe, a normal life span if they were to 
continue to receive the basic care of food and water. We’re talking about these types of indi-
viduals that are having their basic care, food feeding tubes, taken away every single day in our 
country, in order that they die. A few of them say this affects just a few of us. No, we’re talking 
about the possibilities. If you think about this category that we are now defining as people that 
are vulnerable because of this anti-life movement happening in our country, we’re talking about 
possibly millions of people that could be affected by this issue, of food and water being taken 
away from them so that they would die by, death by dehydration and starvation. 

 I don’t know if that answered your question, but …

Question: The way that you’re angled, I’m just going to flip this a little. Tell me the proper names of the 
network and tell me what you’re hoping to accomplish now.

B. Schindler: It’s the Terri Schiavo Life and Hope Network. The main objective of our organization is to help  
families faced with similar circumstances to what our families faced with.

When this happened to my sister, our family was very naïve. We didn’t know what to do when  
 they said, “Okay, we’re going to court to take away your daughter,” and my sister’s “food and 
water.” Terri was very much alive. We couldn’t believe any court could ever rule in favor of taking 
away her food and water.

We didn’t know anything about this issue. We looked to other organizations for help, their 
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resources, attorneys, doctors that could support us as we embarked on this battle as it grew. We 
couldn’t find any. Even as this case started to get more publicity, there were very few organiza-
tions out there that were kind of able to have the resources to help us.

We were scrambling and we were reaching out to anybody and everybody we thought could 
help. We want to be that organization that wasn’t there for us. That’s what we’re trying to do. 

We have an enormous amount of resources available to us, attorneys, doctors and other things 
that we can help families that call us for whatever reason, that are faced with these types of situ-
ations.

That’s really our main objective. We also do a lot of education, a lot of speaking because there 
is this confusion that exists, and awareness. I think many people are very apathetic to this issue, 
unlike we’re seeing with the abortion issue. I think it’s one of those things, “Well, if it doesn’t hap-
pen to me, I’m not going to worry about it.”

We believe people need to understand because this type of issue can affect potentially so many 
people. We feel like it is going to affect you at some point in your lifetime.

That’s really kind of in a nutshell what we’re doing in this organization. We also have a vision and 
a goal of doing even more in helping people with cognitive disabilities in the future by opening 
up a brain injury rehabilitation center that will help people that are in similar conditions to what 
Terri was when she was living.

Question: Tell me a little bit more about cognitive disabilities. What is it and is that really what Terri was 
dealing with?

B. Schindler:That’s what it was. People with brain injuries, all kinds of levels of brain injuries … we have those 
that simply have a concussion, all types of different brain injuries leading up to perhaps, even 
death. Then you have someone like Terri with a profound brain injury where she needed 24-hour, 
seven days of care from other individuals. She had difficulty swallowing and needed other ways 
to supply her food and water which was a feeding tube. A feeding tube is very common today. 
Upwards of a million people at any time have feeding tubes, either for short periods of time or 
more permanently like Terri.

Brain injuries can be anything from a traumatic brain injury to those that, like my sister, had a 
lack of oxygen, anoxic brain injuries. There all types of brain injuries. Estimates from different 
brain injury sources will estimate that over a million people, something like upwards of 1.2 mil-
lion every year, will experience a traumatic brain injury which is different from what my sister 
had.

We’re talking the enormous numbers of people have experienced brain injury and acquire brain 
injuries every year are soldiers coming back from war. You’re seeing a lot of them in the news 
now where they’re getting all types of different levels of brain injuries.

Brain injuries are affecting millions of Americans every year. That’s not even including the ones 
that have experienced brain injuries prior to the current year. We’re talking about millions and 
millions of people who have these types of brain injuries and there’s just different levels and 
depending on that level will depend on how society treats these individuals.

We saw, in my sister’s case, we saw society looking at her as having no value, no worth, and 
therefore we justified in killing her.

Question:  Just out of curiosity, persistent vegetative state versus a you called it a cogni …

B. Schindler:Cognitive brain injury.
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Question: What’s the difference between a cognitive brain injury and a persistent vegetative state?

B. Schindler:  In my opinion and speaking to doctors since we’ve been involved in this issue, persistent 
vegetative state was created to describe someone that really hasn’t reached full consciousness, 
but someone also who is not in a coma, somewhere in between. It seems to me that it does 
nothing but dehumanize an individual. We refer to people that have this diagnosis of persis-
tent vegetative state as being vegetables.

It seems to me that, just like we’ve seen in the abortion issue in the way we want to dehuman-
ize the unborn child, we want to dehumanize people with brain injuries like my sister by put-
ting this very unscientific, inaccurate and completely subjective diagnosis on people like Terri 
with these brain injuries. 

What’s so dangerous about the persistent vegetative state diagnosis is not only does it dehu-
manize, remove, devalue dignity from these individuals in some people’s eyes, but it also is 
being used as criteria to kill people that have these diagnoses attached to them in which it was 
used in Terri’s situation.

There’s  been several research studies that have come out that have really shed light on how, 
as I said earlier, how unscientific and inaccurate the PVS diagnosis can be. In fact, they found 
upwards of 50% of people that they thought were in a persistent vegetative state, were in fact 
not in a persistent vegetative state.

My belief is that it should be eliminated from our vernacular for those reasons just mentioned. 
We simply refer to people like Terri with these types of brain injuries as a person with a brain 
injury, a person with a cognitive disability because that’s really what they are.

Question: That was spectacular. 

B. Schindler: Thank you.

Question: That was exactly what I was hoping you would finish.

Doctors Deny Lifesaving Care for Canadian Patient, Say Quality of Life Too Low

by Wesley J. Smith | LifeNews.com 

Bioethics pushed personal autonomy to the forefront of medical decision making, helping forge the 
legal right to say no to unwanted life-extending care. Today, if a person doesn’t want to be in an ICU 
or to be otherwise kept alive with medical treatment, the patient or family can say no. And that’s 
generally a very good thing. Indeed, without the right to say no, the hospice movement would never 
have materialized.

But what about patients who want to say yes to such care? Increasingly, patient autonomy is be-
coming a one-way street. If you want to die, fine. That decision is sacrosanct. If you want to live, well 
doctors and bioethicists get to make the final decision. This is sometimes called Futile Care Theory or 
medical futility.

Futile Care Theory is as much about money as it is about benefiting the patient. It is also about hon-
oring the subjective views of doctors and care givers–even at the expense of rejecting a patient’s 
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specific request for efficacious treatment, that is, treatment that would or could achieve the desired 
medical result of extending the patient’s life.

Now, in Canada (yet again), we see a case in which a patient stated he wanted to be kept alive but the 
doctors don’t want to comply. From the Toronto Star story:

Joaquim Silva Rodrigues wants to live. It’s what the 73-year-old Catholic man repeatedly told his fam-
ily he wanted after he was diagnosed with a rare disease called progressive supranuclear palsy two 
years ago. It’s what his wife and son have demanded on his behalf from his physicians at Sunnybrook 
Health Sciences Centre where he lies today, motionless and speechless. On May 14, they placed a 
note in Rodrigues’s medical chart saying he has “no reasonable hope of recovery or improvement” 
and that they have decided to withhold mechanical ventilation in the event of a medical emergency 
requiring life-saving treatment.

That change in status was made unilaterally, without the consent of his family.

The physicians’ point is that Rodrigues has a life not worth living:

Last July, Rodrigues was admitted to Sunnybrook and moved into the ICU in August. Since then, he’s 
had to be placed on medical ventilation three times, Dr. Andre Amaral testified. There won’t be a 
fourth, he and his colleagues have decided. “He has no chances of recovery,” Amaral told the panel. 
“There’s no clear benefit in prolonging life when you cannot tell whether the life that’s being pro-
longed is actually worth living for. . . . We’re prolonging life for suffering and pain.”

Dr. Keith Rose, Sunnybrook’s chief medical executive, said the number of high-profile physician/
patient conflicts at his hospital reflects the sheer volume of critical care cases it receives as one of 
Canada’s largest trauma centres. “Nobody goes out to try and make families angry, to create confron-
tation,” he said, adding that the hospital administration supports the decision of its doctors in the 
Rodrigues case. “The final decision-making, after all steps have been gone through and discussions 
with the family, then, if it’s in the best interest of the patient, it is the physician’s decision to make.”

But he said that this was a life he considered worth continuing.

I disagree with Rodrigues’ decision. If it were me, I’d reject the ICU. But who cares what I think? It isn’t 
my life that’s being decided about.

Nor should it be the doctors’ choice, since this kind of decision deals with subjective personal values. 
In other words, the treatment is to be withheld because it will or could work, not because it won’t. Thus, 
the doctors are really saying that the patient’s life–as opposed to the treatment–is futile.

Hard cases make bad law. It will be a very worrying thing–particularly in an age of cost containment 
and potential conflicts of interest thereby created–if doctors and/or bioethicists are given the final 
legal say about whose life is worth living. I can’t think of a more certain way to destroy trust in the 
healthcare system.

LifeNews.com Note: Wesley J. Smith, J.D., is a special consultant to the Center for Bioethics and Culture and 
a bioethics attorney who blogs at Secondhand Smoke.
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Michigan Law Helps Patients Stop Denial of Lifesaving Medical Treatment
by Jennifer Popik, J.D. | LifeNews.com | 6/6/13 2:49 PM

It is a family’s worst nightmare. A loved one is desperately ill but a health care facility or provider 
refuses life-saving treatment on the grounds that this care is “futile.”

This is occurring, with increasing frequency, all across the U.S. In many cases, health care providers 
call life-saving medical treatment “futile” not because it will fail to preserve the patient’s life, but be-
cause they deem the life not worth saving – that the “quality of life” is so poor that in their judgment 
the patient has lost the right to live.

While hospital practices and state laws vary widely, the Michigan legislature unanimously passed a 
bill that will provide some clarity when “futility” is being invoked to deny treatment.

S. B. 165, known as the “Medical Good-Faith Provisions Act,” takes the basic step of prohibiting a 
health facility or agency from maintaining or implementing a medical futility policy unless it is in 
writing. Moreover it will require a health facility or agency that maintains a medical futility policy to 
provide a copy upon request to a patient or resident, prospective patient or resident, or parent or 
legal guardian of any of those people.

In the wake of the tragic Terri Schiavo case, many authorities urged Americans to complete advance 
directives which allow you to name someone to speak for you and express treatment preferences. 
Every state authorizes these legal documents. They allow a person to specify ahead of time whether 
and under what circumstances she or he wants life-preserving medical treatment, food or fluids 
when no longer be able to make health care decisions.

However, the laws of most states may allow doctors and hospitals to disregard advance directives 
when the directive calls for treatment, food, or fluids. Increasingly, health care providers who con-
sider a patient’s “quality of life” too low are denying life-preserving measures against the expressed 
wishes of patients and families. Unfortunately the laws of most states provide no effective protection 
against this involuntary denial.

The result: in most states, if you want life-saving treatment–or even food and fluids–there is no guar-
antee your wishes will be honored, even if you make them clear in a valid advance directive.

When challenged by families, health care providers often claim the treatment is being denied be-
cause it is “futile”.

On its face, the term futile seems like a simple concept: treatment that will not work. However, it is 
important to distinguish between the narrow physiological and the broader value-laden use of the 
term. As described by the New York State Task Force on Life and the Law,

“Some physicians use ‘futile’ narrowly, considering treatments to be futile if they would be physi-
ologically ineffective or would fail to postpone death…. Many physicians embrace a broader, more 
elastic understanding of the term. … [A] treatment might be seen as futile if it does not offer what 
physicians consider an acceptable quality of life. For example, in one survey, a majority of physicians 
agreed that for a severely demented patient with Alzheimer’s disease, CPR [cardio-pulmonary resus-
citation] would be ‘so clearly inappropriate or futile on medical grounds that physicians should be 
permitted to institute DNR status based on clinical judgment, without obtaining consent.’”[1]

An example of that “broader, more elastic understanding” is a 2011 text, “Wrong Medicine: Doctors, 
Patients, and Futile Treatment.” In it the authors write, “If a patient lacks the capacity to appreciate the 
benefit of a treatment, . . . that treatment should be regarded as futile. . . . [W]e draw the line at some 
point between patients’ rights to choose their own quality of health and life and the medical profes-
sion’s obligation to achieve those ends.”[2]
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What many would find shocking is that these kinds of unilateral decisions by providers to deny treat-
ment are far from uncommon. One study found that “14% of physicians in adult intensive-care units 
had withheld or withdrawn treatment they considered futile without informing the patient’s family. 
More than 80 percent had withdrawn treatment over the family’s objections.”[3]

So what is happening in practice is that treatment is being refused not because it is truly medically 
futile, but because the provider is making value judgments about the life of the person the treatment 
should go to. Highlighting this problem in the legislative hearings in Michigan, family members of a 
girl with a disability gave the main testimony.

They described how their daughter was denied routine treatment on the basis of the treatment be-
ing “futile”, not because it would not be effective, but because she has Trisomy 18. (For more on this, 
see “The appearance of medical care is not enough.” )

Although the Michigan bill took aim at clarifying futility, there is larger issue about what the patient’s 
options are once a health care provider is actually denying treatment against the expressed wishes of 
the patient or their surrogate. While the simple answer would seem to be, “find a new provider,” this 
often takes time–while the patient might go without treatment–or might not be possible.

There are several kinds of state laws governing this very circumstance.

Some states have no protection. The relevant laws of nineteen states provide no effective protection 
of a patient’s wishes for life-preserving measures in the face of an unwilling health care provider.

Fourteen states offer protection. Ten states have laws that essentially protect the choice of a patient 
whose advance directive specifies that life-preserving measures should be provided in circumstances 
in which the doctor, hospital or other health care provider disagrees. Typically, the statutes in these 
states allow the unwilling health care provider to transfer the patient to a provider willing to comply 
with the patient’s advance directive but require that life-sustaining care be provided until the transfer 
can be completed.

Two states require that unwilling health care providers give the life-preserving measures chosen in 
advance directives pending transfer of the patient to a willing health care provider, but establish time 
limits by which a successful transfer must be arranged and authorize denial of treatment, food or 
fluids if the time runs out. Idaho simply requires life-preserving treatment. And in a new anti-discrim-
ination approach, Oklahoma prevents the denial of treatment based on age, disability, or terminal 
condition.

The rest of states have statues that offer questionable protection. The state of Michigan is one of 
seventeen states (including the District of Columbia) that have statutes with language that might be 
cited to support a right to receive life-preserving measures specified in accordance with an advance 
directive, but either the language is ambiguous or it could be trumped by other provisions in state 
law.

While the enactment of the “Medical Good-Faith Provisions Act” is a positive step in Michigan, there 
is still much ground to make up. Americans are being urged to set down their wishes concerning 
life-preserving medical treatment, food and fluids in advance directives. To the extent those advance 
directives call for food, fluids, or life-preserving medical treatment in some or all circumstances, how-
ever, in the present state of medicine and the law there is no guarantee they will be honored in most 
states.

More on the law on your state, including a full report titled “Will Your Advance Directive Be Followed” 
can be found on nrlc.org.
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[1] New York State Task Force on Life and the Law, When Others Must Choose: Deciding for Patients 
Without Capacity (New York: n.p., 1992), pp. 196-97, quoting N. Spritz, “Views of Our Membership 
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and Futile Treatment (Baltimore: Johns Hopkins University Publications, 2011).

[3] Cited in Patricia O’Donnell, “Ethical Issues in End-of-Life-Care: Social Work Facilitation and Practice 
Intervention” in Living with Dying: a Handbook for End-of-Life Healthcare Practitioners, ed. Joan Ber-
zoff and Phyllis R. Silverman (New York: Columbia University Publications, 2004).

LifeNews Note: Jennifer Popik is a medical ethics attorney with National Right to Life. This column origi-
nally appeared in its publication National Right to Life News Today.
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Should Sedation Be Terminal?
Nancy Valko , October 2002  
Reproduced with Permission 

Terminal sedation'(TS) has become an important but controversial issue in bioethics during the last 
several years, especially in light of the ongoing debate about Assisted Suicide. TS has been both con-
demned and embraced by people on either side of the Assisted Suicide debate. It has been called an 
ethical form of end-of-life care, a legal alternative to Assisted Suicide, and slow Euthanasia. 

Although the term "terminal sedation" was unknown in 1980, the Vatican's Declaration on Euthanasia 
cites Pope Pius XII's 1957 statement endorsing the use of sufficient medication to control pain, even 
if there was a risk of unconsciousness or hastening death. However, the Declaration also added the 
caveat that the intention must be "simply to relieve pain effectively," in keeping with Pope Pius XII's 
view that such measures are appropriate when "no other means exist" and that should "not prevent 
the carrying out of other religious and moral duties." He also warned "it is not right to deprive the dy-
ing person of consciousness without a serious reason."1 

Today, supporters define terminal sedation as the deliberate "termination of awareness" for "relief of 
intractable pain when specific pain relieving protocols or interventions are ineffective" and/or "relief 
of intractable emotional or spiritual anguish (existential suffering, psychological distress, emotional 
exhaustion)."2 Although deep sedation can be provided as a temporary respite, once the decision 
is made to provide TS, it is considered irrevocable as soon as the person is unconscious. TS is then 
continued until death occurs. 

Thus, terminal sedation has evolved from being a last resort for relieving the pain of the dying to a 
method of permanently relieving nonphysical psychological or spiritual distress.3 Ironically, it has 
been just this kind of relief of psychological suffering, rather than the relief of unbearable pain, that 
has been cited as one of the primary motivations by people seeking to die under Oregon's physician-
Assisted Suicide law.4 
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The Changing Face of Terminal Sedation 
The term "terminal sedation" has only come into use in recent years but already there are proposals 
to change TS to such terms as "total sedation" or "palliative sedation." The proposed changes in termi-
nology are more than just cosmetic. 

The use of the word "terminal" has been eschewed by many supporters because of the connotations 
that TS itself causes death or that the person must be imminently dying to receive TS. Other com-
mentators support more user-friendly terms like "palliative sedation" or another form of "comfort 
care" to describe permanent deep sedation for other categories of patients "who have no substantial 
prospect of recovery."5 

An often-crucial component of TS is the withholding or withdrawing of life-sustaining treatment, pri-
marily food and water,6 but routine medications such as insulin or blood pressure medicine are also 
rarely continued. But while there is universal agreement that treatment or care which is medically 
futile or excessively burdensome can be ethically forgone, TS itself does not depend on such determi-
nations. 

For example, in their article "Responding to Intractable Terminal Suffering," Drs. Timothy Quill and Ira 
Byock describe the case of a retired radiologist with an eventually lethal brain tumor who "feared be-
coming a burden to his family and developing progressive loss of mental capacity." Concerns about 
the beginning signs of impending decline motivated the radiologist to talk to his doctor about his 
decision to stop eating, drinking, and taking his medication with the stated intention of hastening his 
death. His doctor agreed to help him remain comfortable during the process. 

After nine days with a continuous low dose of morphine to control discomfort, the radiologist be-
came confused and agitated, which are some of the symptoms associated with dehydration. TS was 
then started and maintained until his death. 

Quill and Byock justify this manner of death by stating that voluntary refusal of food and water has 
"the ethical advantage [of ] being neither physician-ordered nor directed." They do admit, however, 
that this "requires the support of the family, physician, and health care team, who must provide ap-
propriate palliative care as the dying process unfolds." 

While Dr. Quill is a prominent supporter of Assisted Suicide and Dr. Byock is an equally prominent op-
ponent, both consider TS with voluntary refusal of food, water, and other life-sustaining measures to 
be a valid alternative to Assisted Suicide and an expression of patient autonomy. 

I disagree. We cannot ignore the fact that this radiologist's death was actually accomplished with 
the physical as well as psychological support of the health care providers. The radiologist could not 
starve and dehydrate himself without prescribed medication to relieve the suffering. This is far from a 
natural death and indeed turns the trusted hospice philosophy of neither prolonging nor hastening 
dying on its head. 

TS supporters point to the accepted principle of the "double effect" in these cases. The intention of 
the doctor is considered paramount, and the good effect of relieving unbearable suffering takes pre-
cedence over the bad effect of foreseen death. This is more than a little disingenuous.7 Even doctors 
like Jack Kevorkian have used this as a legal and moral defense when obviously lethal injections were 
given.8 

In the case of the radiologist above, he clearly stated that his own intention was to cause death. The 
doctors themselves had to expand the definition of unbearable suffering to include psychological 
suffering, which, disturbingly, is now also being used in Holland to justify the practice of Euthanasia 
for physically healthy people. 
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The Pontifical Council's 1994 Charter for Health Care Workers makes an- other important point when 
it warns that: 

"sometimes the systematic use of narcotics which reduce the consciousness of the patient is a cloak 
for the frequently unconscious wish of the health care worker to discontinue relating to the dying 
person. In this case it is not so much the alleviation of the patient's suffering that is sought as the 
convenience of those in attendance. The dying person is deprived of the possibility of "living his 
own life," by reducing him to a state of unconsciousness unworthy of a human being. This is why the 
administration of narcotics for the sole purpose of depriving the dying person of a conscious end is 
"a truly deplorable practice."9 

In the end, we must also consider the outcome if the doctors had refused to participate in the ra-
diologist's desire to end his life prematurely and instead had affirmed the value of his life, however di-
minished in the future. Would the radiologist have then really persisted in his intention to die as soon 
as possible, or would he have instead reconsidered his decision because of the doctors' commitment 
to helping him die comfortably and naturally at a later time? 

We will never know. 

Nonvoluntary Terminal Sedation? 
Although most discussions of TS primarily involve dying cancer patients who request it, supporters of 
TS now even include incapacitated patients. The rationale for this is supplied by TS supporters such 
as Dr. Perry Fine who point to an advance directive "that sufficiently suggests or requests sedation 
in the face of unrelieved distress" or, in the absence of such a directive, asks "a health care proxy" to 
make the decision.10 

In reality, however, decisions to terminate awareness or ensure unawareness are often being made 
for incapacitated patients with a variety of conditions, some of which are not necessarily terminal.11 

For example, it is not unusual to see withdrawal-or-withholding-of-treatment decisions made for pa-
tients with conditions such as brain injury or dementia automatically accompanied by pain medicine 
and/or sedation to ensure that the patient feels no discomfort. It is also common to see continuous 
sedation and/or pain medication initiated or increased when a ventilator is stopped with the expec-
tation - if not the actual hope - that the patient will not resume breathing.12 

Even when a person has a potentially survivable but severe stroke, many families accept doctors' pre-
dictions of poor future recovery and agree to only give comfort care because "Mom wouldn't want to 
live like that." Medications given under these circumstances are usually called "comfort care" rather 
than TS even though the result is almost always unconsciousness or a patient too sleepy to safely eat 
by mouth. 

In one case, an elderly woman I will call Kay was admitted to a hospital with a massive stroke that 
the doctors deemed a terminal event. Kay had an advance directive from an anti-Euthanasia group 
and had named her sister as the person to make her health care decisions if or when Kay became 
incapacitated. This particular advance directive was similar to most others except that it was quite 
specific that basic life-sustaining care, especially food and water, should be provided unless medically 
contraindicated or if death was inevitable and imminent. 

After several days, one of Kay's nieces called me and said that she was concerned because Kay was 
still alive and breathing although unconscious. The relative wanted to know if Kay's unconsciousness 
meant that she was indeed terminal and, if not, should she now receive food and water? 
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One of the first questions I asked was if Kay was receiving morphine. The niece said Kay was indeed 
on an intravenous morphine drip, which the doctor had prescribed as comfort care. 

Cerebral vascular accidents, commonly known as "strokes," are not usually terminal and also rarely 
cause pain beyond sometimes an initial headache. The length of time since the stroke argued against 
Kay's stroke being automatically terminal and therefore also argued for the provision of basic medical 
treatment, including the requested food and water. 

At my suggestion, the niece talked to Kay's sister about stopping or reducing the morphine to assess 
Kay's level of awareness and to see if she were indeed in any pain. Kay's sister agreed to have Kay fed 
if she woke up. 

The cousin later reported that Kay started to respond not long after the morphine was reduced. She 
opened her eyes, looked at people when they spoke to her and even seemed to recognize her rela-
tives. However, Kay's sister said a priest told her that such apparent reactions were merely "reflexes" 
and she had the morphine drip restarted. It was not surprising that Kay died two weeks after her 
stroke, especially since no one can live without food and water for an extended period of time. The 
niece and some other concerned relatives had briefly considered talking to a lawyer about enforcing 
Kay's advance directive before she died but they finally decided against it because they were reluc-
tant to divide the family even further. 

While Kay's case evolved at a distance and I was unable to personally review her medical records at 
the time, her case resonates with my own experiences and those of other nurses around the country 
who have told me similar stories. Unfortunately, cases like Kay's seem to be increasingly common, 
and they illustrate the growing concerns about both the controversial practice of TS and the expand-
ing categories of conditions included in end-of-life care. 

Although no one would deny an incapacitated or critically ill patient sufficient medication to control 
pain or other symptoms, traditional comfort care has not included decisions to ensure unawareness 
until recently. 

A Nursing Perspective 
After thirty-four years as a nurse, working in such areas as medical-surgical units, home health/hos-
pice, oncology, and ICU, I have had a wide range of experience in end-of-life care for patients as well 
as for members of my own family. I have also had to work under doctors at all points on the ethical 
and competency scale, from doctors who magnificently care for their patients' emotional, spiritual, 
and physical needs to doctors who avoid their dying patients as much as possible. 

I have been frustrated both by doctors who will not order adequate pain medication or sedation in 
even imminently dying patients because of addiction fears and doctors who have demanded that we 
nurses keep increasing morphine drips "until the patient stops breathing." 

I have also cared for patients and even families who run the gamut from passively accepting any 
recommendation from a doctor to patients or families who adamantly demand that we doctors and 
nurses put them out of their misery. 

End-of-life issues now occur almost anywhere in the health care system, from hospitals to nursing 
homes to the patient's own home. Nurses are a necessary component in implementing and evaluat-
ing such care, including standard holistic care as well as controversial interventions such as TS. 

Unlike doctors, however, nurses ordinarily cannot pick and choose among the patients they care 
for because nurses are assigned to their patients. A refusal to participate in the care of a particular 
patient because of ethical concerns can be seen as an unreasonable demand on other, overworked 
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The Future of Terminal Sedation 
Rather than seeing TS as a rarely used last resort, even the few studies on it report the prevalence of 
terminal sedation to range from three to fifty-two percent in the terminally ill.13 When the unknown 
actual incidence of terminating awareness or ensuring unawareness in patients with stroke, demen-
tias, or other serious illnesses is factored in, the use of TS as a form of "comfort care" may well be ap-
proaching epidemic proportions, even outside the hospice area. 

Legally, TS may be impossible to regulate. Being a process rather than a single lethal overdose, TS can 
even be technically distinguished from Assisted Suicide.14 But what is legal is not necessarily ethical, 
and, unfortunately, even well-meaning medical professionals and ethicists may feel a need to "hurry 
up" the dying process or just spare a patient and his or her family from a perceived poor quality of 
life. 

In addition, the newer health care system problems of cost-containment and stressed, overburdened 
health care professionals can make TS even more attractive - and dangerous - to patients and caregiv-
ers alike. 

But alternatives to TS do exist, even in the case of terminal illness. 

For years, the usual and trusted approach to severe pain has been to gradually increase dosages of 
pain medications until a sufficiently strong and effective dosage is reached. When combined with 
anti-anxiety or sedative medication, this plan almost always helps the patient achieve the highest 
level of pain control while allowing the person to remain as calm and alert as possible. 

Of course, no mere pill or injection can substitute for the genuine compassion and reassurance that 
are also crucial aspects of good pain management. 

Short- or longer-term deep sedation may be indicated in some very rare cases As long as basic medi-
cal care, including even medically-assisted feeding,15 If the patient needs and can tolerate it, is con-
tinued, the concern about hastening or causing death should be alleviated. 

But death is not a purely physical event, as Elizabeth Kubler-Ross's groundbreaking work on the 
emotional stages of dying showed us decades ago. It has been my experience that patients facing 
a terminal illness fluctuate between welcoming and fearing death, hope and despair, and weakness 
and strength. Coming to terms with death is often harder than the dying process itself, but I have 
been privileged to accompany many people on this final, most important journey. This journey is 

staffer even as a refusal to honor a patient's legal rights, especially when there is an absence of any 
protection for the rights of conscience. Thus, nurses can even face termination for refusing to com-
promise their professional and ethical principles. 

With the welcome advent of the campaign to make evaluation of pain "the fifth vital sign," nurses are 
charged with constantly monitoring the success or failure of pain relief interventions in all patients 
who experience pain, whatever its etiology, and making adjustments or recommendations to the 
doctor. For the effort to control pain to be truly effective, however, nurses - as well as doctors - must 
have a thorough education both in the techniques of pain management in various scenarios and the 
ethical considerations involved. But while clinical guidelines for pain management are usually rather 
straightforward and accepted, controversial interventions such as TS depend on a more subjective 
determination of what constitutes unbearable suffering and evoke ethical concerns in regard to caus-
ing or hastening death. Sooner or later, we must answer a critical question: is medical ethics a matter 
of personal or legal interpretation or are there workable, universal principles upon which a consensus 
can be built?
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rarely easy or smooth, but the rewards to patients, families, and health professionals are enormous. 

The allure of preempting any suffering by dying unconscious may well appeal to a great number of 
terminally-ill patients as well as the frail elderly, the disabled, the chronically ill, and others. Some-
times no matter how hard we try, some patients, families, and even medical professionals may still 
demand the right to choose a hastened death. 

In those circumstances, as with Assisted Suicide and Euthanasia, the best and only answer should still 
be "No." 
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Sedated to Death? When “comfort care” becomes dangerous
by Nancy Guilfoy Valko, RN 
 
Families often agree to “comfort care only” for relatives with brain injuries or dementia without real-
izing that this can also involve TS. (Terminal Sedation) 
 
For example, a few years ago I received a phone call from a niece who was worried about her elderly 
aunt who had suffered a severe stroke several days before. The aunt had signed a protective docu-
ment designed by a pro-life group as an alternative to the dangerous “living will”. The document spe-
cifically said that, unless death was inevitable and imminent, ordinary treatments such as food, water 
and basic medical care were to be provided. The document also named the aunt’s sister as the person 
to make medical decisions if the aunt became incapacitated. 
 
The problem was that although the doctor had declared the aunt’s stroke a “terminal event” (a ques-
tionable prognosis at best), she was still alive and breathing, although unconscious. Understandably, 
the niece began to now question whether her aunt was indeed terminal and whether she should be 
receiving food, water and basic medical care as her protective document directed. 
 
One of the first questions I asked was whether the aunt was on morphine. (Although strokes rarely 
cause pain beyond a sometimes initial headache, many doctors and nurses consider unconscious-
ness a sign that the patient will be severely disabled even if he or she lives, and thus deem such a 
patient “hopeless”.) The niece said that the doctor had ordered the morphine as part of the “comfort 
care” to prevent any discomfort as the aunt died. I suggested that the niece talk to the doctor and 
her aunt’s sister about stopping or reducing the morphine to see if this was responsible for the aunt’s 
apparent coma. Sure enough, when the morphine was stopped, the aunt began to respond and, ac-
cording to the niece, even seemed to recognize relatives. 
 
However, the aunt’s sister insisted that a priest told her such apparent reactions were “just reflexes” 
and told the doctor to resume the morphine. The other relatives briefly considered talking to a lawyer 
about enforcing the aunt’s protective document but were reluctant to cause further division in the 
family. Not surprisingly, the aunt died after two weeks without food and water. 
 
Such scenarios are unfortunately becoming more and more frequent. Terminal sedation is not a 
rarely used last resort, as its supporters maintain. Even the few studies on TS report the prevalence of 
terminal sedation to range from 3% to 52% in the terminally ill. When the unknown actual incidence 
of terminating awareness-or insuring unawareness-in patients with stroke, dementia or other serious 
illnesses is factored in, the use of TS as a form of “comfort care” may well be approaching epidemic 
proportions, even outside the hospice area. 
 
As a former hospice nurse and now as an ICU nurse caring for some patients who turn out to be 
dying, I support the appropriate use of pain and sedating medications as ethical comfort care. How-
ever, even in circumstances where such medications are necessary, I have never seen a case where a 
patient “needed” to be made permanently unconscious. 
 
In addition, the newer health care system problems of cost-containment and stressed, overburdened 
caregivers can make TS even more attractive - and dangerous - to patients, families and medical pro-
fessionals alike. 
This article is reposted here with permission from Nancy Valko, RN and is originally posted at the website f the Women for Faith and Family 
organization. Pentecost 2002 --- Volume XVII No. 2:  www.wf-f.org/02-2-terminalsedation.html
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Medicare Hospice Entitlements: 
• Doctor services 
• Nursing care 
• Medical equipment (such as wheelchairs or walkers) 
• Medical supplies (such as bandages and catheters) 
• Drugs for symptom control or pain relief (may need to pay a small Copayment)
• Hospice aide and homemaker services 
• Physical and occupational therapy 
• Speech-language pathology services 
• Social worker services 
• Dietary counseling 
• Grief and loss counseling for you and your family 
• Short-term inpatient care (for pain and symptom management) 
• Short-term respite care (may need to pay a small copayment) 
• Any other Medicare-covered services needed to manage your pain and other symptoms re-

lated to your terminal illness, as recommended by your hospice team

Interviewing a Hospice Agency- What Questions Should I Ask? 
Hospice programs are independent from one another and the level of services provided are 
not the same.  For that reason, it’s essential that you interview hospice agencies prior to sign-
ing on for care and allowing them into your home. You can also look for Hospice providers 
beyond doctor or hospital referrals.

1. Is the hospice licensed?

2. Is the hospice Medicare certified?

3. Is the hospice non-profit or for profit? Pro-life? 

4. What is the “mission” of the hospice?

5. Does that mission match my own personal beliefs? 

6. Has the hospice been caught committing insurance fraud? (we suggest Googling Medicare 
hospice fraud or the name of the hospice and Medicare fraud)

7. How many counties does the hospice serve?

8. Can I meet with or speak via phone with the hospice administrator prior to a hospice admis-
sion?

9. Can I meet the staff who will be providing care prior to admission?

10. In detail, what types of services are provided?
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11. How often will each of these services be provided to me or my loved one?

12. Will services be provided by the same individuals throughout the course of my care?

13. What kind of support is available to my family/caregivers?

14. How are services provided after hours? How long may it take for an on-call nurse to respond to 
my call? How long may it take for an on-call nurse to get to my home?

15. What do hospice volunteers do? Am I eligible for volunteer services?

16.  Can the hospice provide care in a nursing home or personal care home/assisted living?

17.  Must someone be with me at all times?

18.  Must I commit to a DNR (Do Not Resuscitate) status?

19. Can I receive IV fluids and tube feedings?

20. Can I review all medications and the doses of the medications?

21. Can I refuse certain medications?

22. Do all patients receive the same medications?

23. Will I receive a bill for expenses not covered by insurance?

24.  What should I do first if I am having a problem with the care my hospice is providing?

25. What should I do if I feel the hospice hasn’t addressed my concerns adequately? 

Misconceptions about Hospice Care
1. Hospice hastens death

All human life is inherently valuable. The role of the hospice team is to alleviate distressing symp-
toms and increase comfort – not to hasten, nor prolong death.  A death with dignity allows for a 
natural death (free of discomfort) in God’s time.

2. Hope is lost with hospice

Hospice helps patients and their loved ones focus on living life to the fullest. Hospice assists them 
with the journey through emotions of anger, sadness, and pain and helps them to emerge with a 
feeling of hope to make the most out of the life that remains.

3. Hospice focuses on dying

Absolutely NOT!  The focus of hospice is not about how you die, but how you LIVE! Patients do not 
give up hope when turning to hospice for support. Instead the goal is to live life to the fullest, as 
symptom free as possible.

4. Hospice services are only for those with cancer

While many patients admitted to hospice have cancer diagnoses, a significantly high number 
have various other end stage diagnoses, such as lung conditions, cardiac conditions, end stage 
strokes, end stage Alzheimer’s, dementias,  neurological conditions, and other end stage condi-
tions. 
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5. Hospice patients must be homebound/bedridden

Under the Medicare guidelines, as well as the guidelines of other insurance plans, a patient does 
not have to be homebound or bedridden to be admitted to hospice.  Admissions to hospice are 
based upon the progression of a disease, not on patient’s current physical abilities. Therefore, 
upon admission to hospice, many individuals continue to lead independent productive lives. 

6. Hospice is only for Medicare aged patients

Any individual experiencing a life limiting illness at any age can be admitted to hospice. 

7. Patients under hospice care no longer receive care from their primary physician 

Hospice continues to work closely with the patient’s attending physician for direction with man-
agement of pain and other uncomfortable symptoms. 

8. A patient’s physician determines whether a patient should be admitted to hospice

While the role of the MD is to recommend hospice care, it is the patient’s right to decide when 
hospice care is appropriate. However, the physician must certify that the patient has been diag-
nosed with a terminal illness and the patient must meet the Medicare criteria for their end stage 
disease.    

9. Which  hospice the patient uses should be determined by the patient’s physician, hospital 
discharge planner or hospital/nursing home social worker

 The role of physicians and hospital/nursing home social service professionals is to recommend 
hospice care and then provide names of local hospices.  Providing a choice of hospice pro-
grams is federal and state law.  After receiving this list, the patient/family has the right to inter-
view hospice programs and ask questions before making a decision. Ultimately, it is the patient’s 
right to choose their hospice provider. 

10. A patient is not eligible to receive hospice care beyond six months

The Medicare guidelines stipulate that hospice services may be provided to a terminally ill indi-
vidual with a limited life expectancy of 6 months or less. However, often times the patient lives 
beyond the initial 6 months. The hospice can continue to provide care as long as the patient con-
tinues to meet hospice criteria which supports the terminal diagnosis AND their attending physi-
cian and the hospice medical director recertify the patient to continue to receive hospice care.   

11. Once admitted to hospice, patients cannot return to curative medical treatment

At any time while a patient is on a hospice program, the patient and family have the right to re-
instate their former medical treatment plan. Furthermore, if a patient’s condition improves or the 
disease goes into a remission, a patient may be discharged from hospice.  Also, a patient who has 
been discharged from hospice may return to hospice care should their condition warrant a read-
mission. 

12. Pain medications make patients feel “doped up” and are addicting

When administered properly for medical reasons, patients find much needed relief and do not 
feel “high”. In addition, when used correctly, pain medications are not addicting to hospice pa-
tients. The result of proper pain medication administration is patients who remain more alert and 
active because they are not exhausted from dealing with uncontrolled symptoms. 
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13. Hospice care is only for the last few days of life

“If only we had called you sooner…” Hospice care is most effective when it’s started early; the edu-
cation, support and emotional counseling offered by the hospice team can be most beneficial.  

Information provided by

Catholic Hospice Pittsburgh

Cristen Krebs, DNP, ANP-BC, Executive Director & Founder

CatholicHospicePgh,org
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The Rise of  Stealth Euthanasia:  Imposed Death Disguised as Pain Relief
by Ralph A. Capone, MD, FACP,  Kenneth R. Stevens Jr., MD, FACR,  Julie Grimstad, and Ron Panzer, LPN
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Medications used to manage pain and other symptoms—opiates, sedatives and barbiturates—can be misused to 
cause death. The intention to kill a patient, not just to treat pain and other symptoms, is becoming more common in 
palliative and end-of-life care settings. The purpose of this article is to expose disingenuous arguments used to hide 
intentionality to kill patients in end-of-life care settings.

A nurse informed one of the authors that a doctor admitted a patient with painful metastatic prostate cancer and 
then verbally directed the nurse to “warp him out of this world.” She informed the doctor that she and the other 
nurses would provide the appropriate care for the patient, but the doctor insisted that the patient not be alive the 
next morning. However, the nurses were able to relieve the patient’s symptoms without causing his death.

Kevin O’Reilly, writer for American Medical News, states that “treatments—when conducted with the consent of 
patients or surrogate decision-makers and implemented with the intent of alleviating pain or other symptoms in ter-
minally ill patients—are broadly accepted as ethically and legally appropriate, even if they have the secondary effect 
of speeding the dying process.” 1

The principle of double effect is used to assess a good action that has both an intended good (primary) effect and 
an unintended bad (secondary) effect. Invoking the principle of double effect to justify speeding the dying process 
is disingenuous. In some palliative and end-of-life care settings, death from palliative sedation or use of opioids is 
not a secondary effect, but either the intended primary goal or the unintended result of failure to properly educate 
clinical staff. Becket Gremmels correctly reported that “the majority of studies have found that palliative sedation 
does not hasten death when used appropriately” and that there is “overwhelming evidence that the appropriate use 
of opioids at the end of life does not hasten death, and thus is not amenable to double-effect reasoning.” 2 The key 
word is “appropriate.”

Hospice and palliative care physicians and nurses must be well trained in the appropriate administration of medica-
tions and understand their potential to hasten death. Otherwise, unintentionally caused deaths are inevitable. When 
the staff is properly educated and the founding principles of hospice—to maintain dignity, to increase quality of life, 
and to provide comfort and pain control—are followed, hospice is a safe haven for patients in need of expert end-of-
life care.

Double-effect reasoning should not be used to justify inappropriate use of opioids and sedation. At best, it is inac-
curate to use the principle of double effect to justify an a priori intention to kill. At worst, it is a misleading attempt 
to justify an evil action.

Proper Titration of Opioid Analgesics

International standards of palliative medicine require careful dosage calculation and titration for administration of 
opioids to manage moderate to severe pain in patients. It is well established that clinically unnecessary doses of opi-
oid medications or extreme increases in dosage are likely to cause adverse effects, such as respiratory suppression, 
loss of consciousness, coma, and even death.3 Nazi doctors perfected euthanasia through morphine administration, 
so pretending that morphine use is always safe is a fantasy.4

When opioids are used to impose death, health care professionals usually cloak their actions by telling families that 
the signs of approaching death being observed are due to a terminal illness, not to the adverse effects of a clinical 
overdose, which conveniently mirror some of the signs of the end-stage active phase of dying.5

Misuse of Palliative Sedation

For decades, the praiseworthy goal of the hospice and palliative care mission has been to relieve patients’ distressing 
symptoms, but never to hasten death. Even when a patient asked to be killed, it was always understood to be a cry 
for relief from suffering—physical, emotional, or spiritual—and not as permission to take a life.

Today, permanent sedation and the withholding of nutrition and hydration are often done with the intention that 
the patient die. This practice is known by various terms: “terminal sedation,” “palliative sedation,” “total sedation,” “per-
manent sedation,” “comfort sedation,” and “deep continuous sedation.” Authentic terminal sedation is used to relieve 
“terminal agitation” or restlessness at the end of life. It is never appropriately used as a first line of therapy. Perma-
nent sedation is properly used when pain is so extreme that absolutely no other means have been effective.
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Sedation has a legitimate place in end-of-life care but must be used only when absolutely necessary. When 
palliative sedation is misused to cause death, the patient is placed in a medically induced coma and nutrition 
and hydration is withheld. When this happens, circulatory collapse occurs from fluid volume deficit within a few 
days to a few weeks, depending on the patient’s condition. This is an excruciating process for the patient and for 
those who must keep watch at the bedside.

Dr. William Burke, a St. Louis neurologist, describes what happens to patients as they undergo death from dehy-
dration: “They will go into seizures. Their skin cracks, their tongue cracks, their lips crack. They may have nose-
bleeds because of the drying of the mucus membranes, and heaving and vomiting might ensue because of the 
drying out of the stomach lining. . . . It is an extremely agonizing death.” 6 Even if patients are sedated, how could 
we be certain that they would feel no pain, thirst, or hunger?

Many in the field of hospice and palliative care—medical and nursing directors, nurses, social workers, and 
chaplains—as well as physicians across the country, confirm that there is a clear trend toward hastening deaths 
of patients. Oncologists and primary care practitioners are shocked when their patients, who have chronic or 
terminal illnesses but are not in the active phase of dying and are not expected to die suddenly, die within days 
or weeks of entering hospice. Internationally known hospice and palliative care leaders confirm these reports.7 
These professionals cannot all be wrong or ignorant.

Confirmation

Fifteen years ago, Dr. Joanne Lynn, a foremost authority in modern palliative care, was quoted in the New York 
Times: “When a patient is ready to die, I can stop nutrition and hydration, I can stop insulin and ventilation. I can 
sedate them.” 8 This is intended death, not death from any terminal illness. Dr. Timothy E. Quill, palliative care 
specialist and physician-assisted suicide advocate, and Dr. Ira R. Byock, prominent hospice and palliative care 
physician, suggest that when patients request that death be hastened, terminal sedation and voluntary refusal 
of hydration and nutrition can “substantially increase patients’ choices at this inherently challenging time.” 9

Thus, many hospice and palliative care physicians are urging, and actually performing, euthanasia by stealth. 
They administer sedatives that in themselves do not cause immediate death, but knowingly cause the condi-
tions that result in death. This misuse of terminal sedation with intent to end life is properly termed “stealth 
euthanasia”—it is not active euthanasia or passive euthanasia, but a combination of both.10

It strikes people as wrong to withdraw food and fluids from patients who are not in the end-stage active phase 
of dying. O’Reilly, perhaps unintentionally, exposes this fact: “New developments in end-of-life care—aggres-
sive pain and symptom management (even to the point of unconsciousness), along with a greater willingness 
to withdraw advanced, life-sustaining treatments such as mechanical ventilation, dialysis, and artificial hydra-
tion and nutrition—still strike many people as wrong.” 11 It is horrifying that health care professionals—those to 
whom we entrust our lives—intentionally hasten death while pretending to be providing appropriate end-of-life 
care. That this is a pretense is becoming more and more evident to patients and families.

Although Medicare guidelines require patients to have a terminal diagnosis in order to be enrolled in hospice, 
patients who are not terminal are fraudulently admitted.12 Sometimes patients with chronic conditions such as 
Alzheimer’s disease or brain damage were admitted to hospice, and then they died from dehydration.13

The Catechism of the Catholic Church states that “an act or omission which, of itself or by intention, causes death 
in order to eliminate suffering constitutes a murder.” 14 Therefore, omission of nutrition and hydration that 
causes or hastens a patient’s death must be rejected. Physicians who seek to continue providing food and fluids 
are often pressured not to do so. This results in patient deaths and terrible anguish for physicians.

Secular bioethical arguments are used to “justify” stealth euthanasia: for example, “poor quality of life,” suggest-
ing that the patient is “better off dead,” or “respect for patient autonomy,” even though many of these patients 
are not requesting death.

Expectations versus Reality

Traumatized families are reporting the hastened deaths of loved ones, and hospice and palliative care providers 
are warning that euthanasia and stealth euthanasia are sometimes being performed in end-of-life care settings. 
This is not surprising considering who leads the hospice and palliative care industry today. The National Hospice 
and Palliative Care Organization (NHPCO), the leading trade organization for this industry, is the actual legal and 
corporate successor to the Euthanasia Society of America.15 The Euthanasia Society of America was successively 
known as the 
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Society for the Right to Die, Choice in Dying, Partnership for Caring, and Last Acts Partnership before finally being 
absorbed into the NHPCO. This explains the contradiction between the publicly stated hospice mission and the 
reality in too manyclinical settings. It appears that the NHPCO is intent on quietly subverting that life-affirming mis-
sion.

The September 2000 declaration of the World Federation of Right-to-Die Societies, states in part,

We wish to draw public attention to the practice of “terminal sedation” or “slow euthanasia” which is performed 
extensively today throughout the world in hospitals, nursing homes, hospices, and in private homes. . . . A 
physician may lawfully administer increasing dosages of regular analgesic and sedative drugs that can hasten 
someone’s death as long as the declared intention is to ease pain and suffering. . . . Compassionate physicians, 
without publicly declaring the true intention of their actions, often speed up the dying process in this way. 16

Indeed, the culture of death has deeply infiltrated the hospice and palliative care industry! Despite this, some 
health care professionals courageously remain faithful to the original mission of providing care until the natural 
end of life of a patient. Faithful professionals, who have a reverence for life, need support and encouragement as 
they serve extremely vulnerable patients.

The difficulty facing patients and their families is that they do not know how to discern which health care provid-
ers can be trusted to care and to never kill. The first question to ask when looking for a pro-life hospice or a pallia-
tive care program is does every physician and nurse reject all justifications for intentionally causing the deaths of 
patients? Authentic hospice involves adding resources to uphold the dignity of the patient and the sanctity of life. 
Yet because the average person is uneducated about their rights at the end of life, they often do not question the 
advice, orders, or actions of their health care professionals.

Discerning True Values

Patients who are in pain need pain relief that is safely administered and poses little or no risk of hastening death. 
They do not need (nor do most want) death. The culture of life promotes ethical principles that guide the appro-
priate and judicious use of sedatives and opioids. Practice has shown such use prolongs overall patient survival in 
end-of-life care settings.

On the other hand, in the culture of death, unethical practices—overdosing with opioids and “permanent sedation” 
with dehydration—are surreptitiously employed to deliberately end lives prematurely. Those involved maintain 
that their only intent is to do good (i.e., “relieve pain”). At best, they are deceiving themselves; at worst, they are ly-
ing to others. They may say, “We’re letting him go,” “His quality of life is very poor,” or “It’s her time.”

Pope John Paul II stated that “there is need to develop a deep critical sense capable of discerning true values and 
authentic needs.” 17 What is at stake in the struggle between the culture of life and the culture of death is our 
very ability to discern true values. The needs of the most vulnerable among us cannot be truly understood or met 
without first recognizing the sanctity of human life. What is at stake affects not only patients but also the medical 
profession and the whole of society. Whether practices that are knowingly used to impose death are “justified” by 
principles of secular bioethics or the misuse of the principle of double effect, they are always unethical. 18

The American Medical Association’s position is that “the societal risks of involving physicians in medical interven-
tions to cause patients’ deaths are too great in this culture to condone euthanasia or physician-assisted suicide at 
this time.” 19 The British Medical Association is also officially opposed to euthanasia. However, the influential BMJ—
a journal that is supposedly independent of the British Medical Association yet is often cited as its official voice—
has taken a position in favor of euthanasia.20 An editorial and two articles were published in BMJ supporting the 
purportedly “neutral” stance of health care professionals not to oppose any efforts to legalize euthanasia. However, 
one of the two articles, by Dr. Raymond Tallis, an emeritus professor of geriatrics, was titled “Our Professional Bodies 
Should Stop Opposing Assisted Dying.” 21 This makes the American Medical Association’s qualification “at this time” 
profoundly troubling.

Stealth euthanasia methods avoid the readily identifiable labels “euthanasia” and “assisted suicide.” Nevertheless, 
physicians who use their medical skills to impose death by stealth defy the American Medical Association’s official 
policy and are dishonest with their patients and the public.

They have been edging closer and closer to open euthanasia, but they are not there yet. In a few years, not too 
many, we will hear, “Everybody knows that we’ve been hastening death. Since we’re doing it anyway, let’s make 
it more ‘humane’—let’s legalize direct euthanasia through lethal injection.” Unless there is a major change in the 
health care system and in society, this is guaranteed.
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Health Care Directive Definitions*

Living Wills:

A Living Will is the oldest type of health care advance directive.

It is a signed, witnessed (or notarized) document called a “declaration” or “directive.” Most declarations 
instruct an attending physician to withhold or withdraw medical interventions from its signer if he/
she is in a terminal condition and is unable to make decisions about medical treatment.

Since an attending physician who may be unfamiliar with the signer’s wishes and values has the 
power and authority to carry out the signer’s directive, certain terms contained in the document may 
be interpreted by the physician in a manner that was not intended by the signer.

Family members and others who are familiar with the signer’s values and wishes have no legal stand-
ing to interpret the meaning of the directive.

Advanced Directive:

A combination advance directive is a signed, witnessed (or notarized) document which contains spe-
cific written directions that are to be followed by a named agent.

Since it is not possible to predict all circumstances that may be faced in the future or to cover all pos-
sible interventions, specific directions may severely limit the discretion and flexibility that the agent 
needs and may restrict the agent’s authority in a way the signer did not intend.

In addition, the specific written directions may not be altered through discussions between the sign-
er and the agent. Any changes necessitate a new document to reflect nuances or changed directions.

It is important that all adults consider who will make medical decisions for them if they are temporar-
ily or permanently unable to make them for themselves.

Unless a person has an advance directive, many health care providers and institutions will make criti-
cal decisions for him/her or a court may appoint a guardian who is unfamiliar with the person’s values 
and wishes.

Durable Power of Attorney for Healthcare:

A Durable Power of Attorney for Health Care is a signed, witnessed (or notarized) document in which 
the signer designates an agent to make health care decisions if the signer is temporarily or perma-
nently unable to make such decisions.

Unlike most Living Wills, the Durable Power of Attorney for Health Care does not require that the 
signer have a terminal condition.

An agent must be chosen with great care since the agent will have great power and authority to 
make decisions about whether health care will be provided, withheld or withdrawn from the signer.

It is extremely important that the signer carefully discuss his/her values, wishes and instructions with 
the agent before and at the time the document is signed. Such discussions may also continue after 
the document is signed.

It is also important that the agent be willing to exercise his/her power and authority to make certain 
that the signer’s values, wishes and instructions are respected.
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Protective Medical Decisions Document

The PMDD is a protective Durable Power of Attorney for Health Care which is available from the Pa-
tients Rights Council.

In the PMDD the signer names a trusted person to make health care decisions in the event that the 
signer is temporarily or permanently unable to make such decisions.

The PMDD, which specifically prohibits assisted suicide and euthanasia, is available in a Multi-State 
version for use in most states. It is also available in state-specific versions for states where particular 
requirements make a state-specific version necessary.

The Patients Rights Council does not charge for the PMDD. A donation of $15 is requested, but not 
required, for each PMDD packet.

If you would like to obtain a PMDD, call 800-958-5678 or 740-282-3810 between 8:30am and 4:30pm 
(eastern time).  

Physicians Orders for Life Sustaining Treatment (POLST):

POLST is a name that stands for a form called “Physician Orders for Life-sustaining Treatment.”  The 
form is also called by alternative names such as MOLST, POST, MOST, etc., depending upon the state 
in which it is filled out. It’s a brightly colored form that becomes the first page of a patients chart, 
it has boxes on there to be checked off refusing or accepting specific medical treatment. A POLST 
document overrides a patient’s previous health care directive. DO NOT ever answer POLST questions. 

*Taken from The Patients Rights Council Website http://www.patientsrightscouncil.org/site/



H-97
Week 5

Who decides what is best for the patient?
by The Editors, Wed Mar 27 4:46 PM EST

March 27, 2013 (Zenit.org) – There is an interesting juxtaposition of articles in the Feb. 27, 2013, issue 
of the Journal of the American Medical Association (JAMA). The first piece is a moving account of a 
medical student’s 90-year-old grandmother undergoing a hip replacement. The medical student de-
scribes her grandmother as smart, energetic, and sassy. However, after six months of worsening hip 
pain and an increasing reliance on either a cane or a walker, her grandmother was ready to take the 
plunge and have surgery. But not every orthopedic surgeon was willing to take on a nonagenarian 
for such major surgery. One doctor suggested to her that it would be better to live out the rest of her 
years with some hip trouble than to submit to the risks of surgery followed by weeks of rehabilita-
tion. This physician had only just met this elderly woman, yet presumed to know what was in her best 
interest better than she knew herself.

Clearly he had underestimated the strength of this woman. She did have the surgery, and endured 
six weeks of vigorous rehabilitation. And then she strode into her surgeon’s office without pain and 
without the use of a cane or walker. She had triumphed over both her hip ailment and the naysayers 
who were ready to write off her remaining years.

In this same issue of JAMA, is an article by Drs. Jon Tilburt and Christine Cassel on the merits of parsi-
monious medicine. The dictionary definition of parsimonious is “frugal to the point of stinginess.” The 
authors explain that their intention is to eliminate wasteful and ineffective diagnostic and treatment 
modalities, which makes the idea of parsimonious medicine more palatable. There are countless 
medical practices that have little value yet have worked their way into common use. For example, 
whole body CT scans are widely employed to screen for hidden illnesses in patients who have no 
symptoms to suggest the presence of a disease. Pap smears are useless for women who have had 
complete hysterectomies yet thousands are done every year.

The American Board of Internal Medicine (ABIM) Foundation developed an initiative called “Choosing 
Wisely” to help medical practitioners identify low value and ineffective interventions. In cooperation 
with this endeavor, a broad coalition of medical specialty organizations have compiled lists of inter-
ventions to be avoided.

In theory, the practice of parsimonious medicine as described by Tilburt and Cassel seems to be a 
reasonable approach to the ethical practice of medicine. The authors take great pains to distinguish 
parsimonious medicine from the rationing of medical care. Parsimonious medicine is about maxi-
mizing the benefit and minimizing the harm for every individual patient. In health care rationing, 
beneficial therapy or diagnostics are withheld from one patient category in order to redistribute the 
resources to another patient category. In the former, medical interventions are being evaluated and 
judged as to their worthiness for the patient. This is entirely ethical. In the latter, patients are being 
evaluated and judged as to their worthiness for care. This is ethically unacceptable in routine medical 
practice.

Of course, the devil is in the details. There are many who would argue that a hip replacement in a 
90-year-old woman is both ineffective and wasteful. My own great aunt suffered from congestive 
heart failure due to ischemic heart disease. She underwent coronary artery bypass surgery when she 
was in her late 80s. She subsequently lived to be 102, leading a very active life with minimal medica-
tions and only routine medical care. Should she have been denied heart surgery because the average 
woman of her age does not benefit from such aggressive therapy? Does an extra 15 years of life for 
an octogenarian justify medical care? Many medical professionals would argue that both the 90-year-
old grandmother and my 87-year-old great-aunt had lived long enough and were no longer entitled 
to expensive medical care. But as medical student Kelly Sloane asks in the first article, “When did old 
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age become a crime punishable by death?” Age alone should not be grounds for denying medical 
care.

Drs. Tilburt and Cassel write:

Thus, the practice of parsimonious medicine, were it to become widespread, could have the addi-
tional collateral benefit of freeing resources that could be used to provide care for those who are cur-
rently disadvantaged and underinsured or uninsured. But those potential consequences are not the 
primary ethical basis for parsimonious care—concern for individual patients is the primary focus.

Unfortunately, current health care reform efforts have lost sight of the individual patient. While pur-
portedly aiming to improve medical care, broad generalizations are applied in a one-size-fits-all man-
ner to every patient. For example, a 48-page report by the British Lancet Oncology Commissionoffers 
recommendations to reduce the costs of cancer care. Among these is the radical assessment that 
disease-free survival (DFS) and progression-free survival (PFS) are not adequate endpoints for cost 
effective cancer therapy. The only statistic that matters is overall survival (OS) or cure rate. This means 
that therapy that merely puts cancer in remission or prevents it from progressing but does not attain 
a cure is not cost effective. In other words, it may be considered wasteful to extend the life of a cancer 
patient if he is going to die of his cancer eventually.

The authors of the Lancet report also hold up the British National Health Service National Institute for 
Clinical Excellence (NICE) as the model for determining who receives care. Under this system, patients 
are reduced to a number that represents the number of “quality” years they are expected to survive. 
This is not the same as life expectancy. Quality years are years that they are expected to live with 
minimal disability and to need minimal outside care. The patients are allotted £30,000 per quality-
adjusted life years (QALY). If the therapy exceeds this amount, it is denied. They also note that in the 
United States, the Patient Centered Outcome Research Institute (PCORI) that was established by the 
Affordable Care Act can potentially do the same thing, but has not yet been given the legislative 
authority to make such definitive care recommendations.

Unlike the advocates of parsimonious medicine, these physicians put reducing costs above the well-
being of individual patients. They claim that requiring care or assistance with the activities of daily liv-
ing reduces, if not negates, the value of life. They seek to usurp the authority to make choices about 
medical care and ignore the uniqueness of each patient and each medical situation. Such a system 
denies patients their right to weigh the burden of, for example, cancer therapy against the benefits 
of additional weeks, months or even years of life. Yet, like Drs. Tilburt and Cassel, this group of oncolo-
gists asserts they are acting in the best interest of patients.

Clearly, many physicians and other health care professionals think they know what is best for pa-
tients. But generalizations are really bell-shaped curves and there will always be outliers. The intrin-
sic dignity of each patient must be respected, which means every patient deserves to be evaluated 
in light of his own unique individual circumstances. Health care providers have a duty to educate, 
inform and guide patients with regards to medical options. In the end, however, it is the patient or 
his designated surrogate who must weigh the burdens and the potential benefits of care and decide 
what is in his best interest.

Editor’s note: This article originally appeared on Zenit.org and is reprinted with permission.

Denise Hunnell, M.D., is a Fellow of Human Life International, the world’s largest international pro-life 
organization, and a contributing editor to Human Life International’s Truth and Charity Forum.

Copyright © 2012 LifeSiteNews.com, Inc. All rights reserved.
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Books

A Grief Observed
By C.S. Lewis
HarperOne, 2001, ISBN 978-0-0606-5238-8

Faithful Living Faithful Dying
By Cynthia B. Cohen,  et al.
Morehouse Publishing, 2000, ISBN 0-8192-1830-8

Toward A Good Christian Death
By Cynthia B. Cohen, et al.
Morehouse Publishing, 1999, ISBN 0-8192-1800-6

Please Get to Know Me
By Virginia Garberding
Pleasant Word, 2008, ISBN 978-1-4141-1207-7

Politics of Death
By William M. Kirtley
Create Space, 2012, ISBN 978-1470045401

Making Sense out of Suff ering
By Peter Kreeft
Servant Books, 1986, ISBN 0-89283-219-3

Finishing Our Course With Joy
By Dr. J.I. Packer
Crossway Books, 2014, ISBN 1-4335-4106-8

Quiet Moments for Caregivers
By Betty Free
Tyndale House, 2002, ISBN 0-8423-5377-1

Fighting for Dear Life
By David Gibbs
Bethany House, 2006, ISBN 0-7642-0243-X

Five Days at Memorial
by Sheri Fink
Crown Publishers, 2013, ISBN 978-0-307-71896-9 

Deadly Compassion
By Rita Marker
William Morrow and Company, 1993, ISBN 0-688-12221-3

Culture of Death
By Wesley J. Smith
Encounter Books, 2000, ISBN 1-893554-06-6

Grieving with Hope
By Samuel J. Hodges, IV and Kathy Leonard
Baker Books, 2011, 978-1-4412-3433-9

For some excellent information about current 
and historical issues regarding euthanasia, 
stealth euthanasia, hospice, advance directives 
and other pertinent topics, please check out 
these resources.   
 
Pro-life Healthcare Alliance
http://www.prolifehealthcare.org/

Hospice Patient's Alliance 
http://www.hospicepatients.org/

Prenatal Partners for Life
http://www.prenatalpartnersforlife.org/

Read Stealth Euthanasia: Health Care Tyran-
ny in America by Ron Panzer, an online book:
http://www.hospicepatients.org/this-thing-
called-hospice.html
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Consumer’s Guide to a Brave New World
By Wesley J. Smith
Encounter Books, 2004, ISBN 1-893554-99-6

A Will to Live: Clear Answers on End of Life Issues
By Jose H. Gomez, STD
Basilica Press, 2006, ISBN 1-930314-06-X

Nearing Home
By Billy Graham
Thomas Nelson, 2011, ISBN 978-0-8499-4832-9

Jesus Calling
By Sarah Young
Thomas Nelson; Special and Rev edition, 2004
ISBN-13: 978-1591451884

Preparation for a Holy Death in 16th and 17th Century Anglicanism
    Texts for this topic include:
 

•      David W. Atkinson - “Thomas Cranmer’s ‘An Exhortacion against the Feare of Death’ and the Tradition of   
 the Ars Moriendi.”  In: Christianity and Literature 

•      David W. Atkinson - “The English Ars Moriendi “

•      Nancy L. Beaty - “The craft of dying. A study in the literary tradition of the Ars Moriendi in England”  

•      Jeremy Taylor - “Holy Dying”

•      Richard Baxter - “Dying Thoughts of the Rev Richard Baxter”

•      Bettie Anne Doebler - “The Quickening Seed: Death in the Sermons of John Donne”

•      Frances M.M. Compter (Ed). - “The craft of dying, and other early English tracts  concerning death”

•      Phillipe Aries - “The Hour of Our Death”

Protective Medical Decision Document
By The Patient’s Rights Council
1-800-958-5678   or    www.PatientsRightsCouncil.org 

Web Resources
Euthanasia Prevention Coalition: www.epcc.ca

Wesley J. Smith’s Blog: http://www.wesleyjsmith.com/blog/blogger.html

Life Beyond the Grave - What Happens When You Die? Video presentation by Bp. Julian Dobbs

https://vimeo.com/channels/876573

AFL Resources - available @ AnglicansforLife.org

Curriculum - Embrace the Journey
Conference - Quasar Conference - A 3-hour presentation on Life issues 
Article   “Why Life is Important,” by Georgette Forney
Booklets
 “Life Affirming Bible Verses, Prayers, Liturgies and Litanies”
 “Finishing Life God’s Way”
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Additional Secular Resources
Note: Anglicans for Life does not endorse the following materials.  The materials below are provided for infor-
mational purposes and for further research, if desired.

Children

Baby to preschool
Badger’s Parting Gifts, Susan Varley, 1992

Pre-school to age 7
Talking about Death: A Dialogue between Parent and Child, Earl A. Grollman, 1991.

Ages 4 to 8
The Fall of Freddie the Leaf: A Story of Life for All Ages, Leo Buscaglia, PhD, 2002.

How it Feels when a Parent Dies, Jill Krementz, 1988.
Lifetimes: Beginnings and Endings with Lifetimes in Between, Bryan Mellonie, 1991.

Sad isn’t Bad: A Good-Grief Guidebook for Kids Dealing with Loss, Michaelene Mundy and R. W. Alley, 1998.

Ages 5 to 9
The Tenth Good Thing about Barney, Judith Viorst, 1987.

Ages 9 to 12
Tear Soup, Pat Schwiebert and Chuck DeKlyen, 2001.

For Adolescents and Teenagers

The Grieving Teen: A Guide for Teenagers and Their Friends, Helen Fitzgerald, 2000.

Helping Teens Cope with Death, The Dougy Center, The Dougy Center for Grieving Children, 1999.

Straight Talk about Death for Teenagers: How to Cope with Losing Someone You Love, Earl Grollman, 1993.

When a Friend Dies: A Book for Teens about Grieving and Healing, Marilyn Gootman, 1994.

For Adults
Necessary Losses, Judith Viorst, 1989.

Awakening from Grief: Finding the Road Back to Joy, John Welshons, 2003.

The Courage to Grieve, Judy Tatelbaum, 1984.

Good Grief, Granger Westberg, 1979.

I Wasn’t Ready to Say Goodbye, Brook Noel and Pamela D. Blair, PhD., 2000

Our Last Promise: A Father and Son’s Journey of Hope, Kevin Muphy, 2003

The Top Five Regrets of the Dying: A Life Transformed by the Dearly Departing, Bronnie Ware, Hay House, 
ISBN-13: 978-1401940652, http://bronnieware.com/blog/ We highly recommend Ms. Ware’s important book 
and blog. Each contain insights into caring for others and ourselves.
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Websites
http://www.bereavedparentsusa.org/ (Bereaved Parents of the USA)

http://www.webhealing.com/

http://www.griefnet.org/

http://www.bereavementmag.com/ (online bereavement magazine)

http://alexschadenberg.blogspot.com/2014/02/dutch-health-minister-45-psychiatric.html

http://www.missfoundation.org/ (The MISS Foundation online for death of a child)

http://grasphelp.org/  (Grief Recovery After a Substance Passing)

http://www.griefsong.com/  (Healing the Loss w/Paul Alexander, Music, and Bereavement Resources)

http://www.widowswearstilettos.com/ (online support for young widows) 
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We are so grateful to the following 
pastoral guides, ministry friends, and organizations 

for their help in creating Embrace the Journey, 
for granting us permission to use clips for our DVD presentation, 

and for the work that they do to preserve the sanctity of life.

Thanks!

Bp. Keith Ackerman

Bp. Derek Jones

Bp. Wesley Nolden

Bp. John Rodgers

The Rev. Geoff Chapman

The Rev. David Montzingo

The Rev. Deacon Dee Renner

The Rev. Russell E. J. Martin

The Rev. Keith Allen

Jessica Copeland Volante, Supervisor, Copeland Funeral Home 

Rita Marker, President, Patients Right fo Life Council

Julie Grimstad, Life Worth Living, Inc.

Mary Kellett, Prenatal Partners for Life

Cristen Krebs, Catholic Hospice

Ron Panzer, President of Hospice Patients Alliance, Co-founder of Pro-Life Health Care

Alex Schadenberg, Euthanasia Prevention Coalition

Anne Hennessey

Bobby Schindler with Terri Schiavo Life and Hope Network

Human Life Alliance - www.humanlife.org

Jim Forney,  DVD Producer
Forney Video Productions, Inc. - www.ForneyVideo.com



the only Anglican/Episcopal organization dedicated to ending abortion and Euthanasia, 
protecting embryos from research abuse, and promoting abstinence and adoption.

Our purpose is to be a life-affirming ministry in the worldwide Anglican Communion. Our 
mission is to: advocate the sanctity of human life, from conception to natural death, in the 
Church and society. Our vision is to stand for the value of every human life as revealed in 

Scripture and equip people to develop a biblical response to issues that threaten human life.

We are a fellowship of Anglican Christians who believe:
• God values each human life and gives it purpose.

• God ordains marriage and family for the creation and nurturing of human life.

• God desires that we respect and love each person, especially the poor, the weak, and 
the vulnerable.

• God calls us to minister to people in ways that affirm the sanctity of human life.

Declaration of Life Statement
God, and not man, is the creator of human life. Therefore, from conception to natural death we 

will protect and respect the sanctity of every human life. Furthermore, we recognize that the 
unjustified taking of life is sinful, but God gives absolution to those who ask for His forgiveness. 

Anglicans for Life encourages individuals, churches and groups to adopt this declaration 
so that others will know where they stand.

Prayer for Life
Lord God, thank you for creating human life in your image. Thank you for my life and the lives 
of those I love. Thank you for teaching us through Scripture the value you place on life. Help 

me to uphold the sanctity of life in my church and community. Give me the strength to stand up 
to those forces that seek to destroy the lives of those most vulnerable, the unborn, the infirmed 
and the elderly. Today I commit myself never to be silent, never to be passive, and never to be 
forgetful of respecting life. I commit myself to protecting and defending the sacredness of life 

according to Your will, through Christ our Lord, Amen.
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