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D
espite last year's U.S. Supreme 
Court decisions rejecting physician-
assisted suicide as a constitutional 
right, both acceptance of the prac
tice and efforts to legalize it contin

ue. The issue has not gone away, and is not likely to 
do so any time soon.1 What does this mean for the 
Catholic community and especially for Catholic 
healthcare? It must mean more than mounting 
campaigns against the legalization of physician-
assisted death and using moral arguments to try to 
persuade the citizenry and members of the commu
nity of faith. It must also mean more than formulat
ing institutional policies prohibiting physician-
assisted suicide and stating publicly that this prac
tice is not an option for terminal care. 

These efforts are undoubtedly important . 
Nevertheless, Catholic healthcare facilities remain 
complicit in the growing acceptance of physician-
assisted suicide to the extent that they provide 
poor or mediocre end-of-life care. And communi
ties of faith comply to the extent that they fail to 

provide care and support for the terminally ill and 
their families as well as resources for their members 
to come to terms with the reality of death in the 
context of faith. If Catholic healthcare and the 
Catholic community are to make a significant and 
lasting difference in the acceptance of physician-
assisted suicide, it is increasingly urgent that they 
walk the talk, that they demonstrate an alternative 
way of approaching death and the care of the 
dying. 

Just a few weeks prior to his death, Card. Joseph 
Bernardin wrote a letter to the U.S. Supreme 
Court expressing his opposition to any decision 
that would legalize physician-assisted suicide. It 
was a powerful statement—partly because of what 
it said, partly because of who authored it, but par
ticularly because, at the time he wrote it, he was 
actually demons t ra t ing a different way of 
approaching death. The statement, without the 
example of the alternative, would have been less 
effective. WTiat will be remembered is not so much 
what he said, but how he embraced his imminent 

S u m t t l c i r y To combat physician-assisted 
suicide, Catholic healthcare and the Catholic com
munity cannot solely focus on mounting cam
paigns and formulating policies. They must also 
demonstrate an alternative way to approach death 
and care of the dying, taking a leadership role in 
improving end-of-life care. 

To accomplish this. Catholic healthcare must 
foster a culture that recognizes death as the 
inevitable outcome of human life and makes care 
for the dying as important as care for those who 
may get well. The ministry must acknowledge the 
limits of human life, human abilities, human inge
nuity, and medical technology; and respect deci
sions to forgo life-sustaining therapies. In addition, 
physicians must address advance directives with 

patients before hospitalization and must be willing 
to offer hospice care as an option to dying patients 
and their families. 

More effective pain management must be 
devised. Catholic facilities must develop palliative 
care policies and commit to ongoing education to 
provide such care. It is essential that they pay 
attention to the environment in which patients die; 
identify the physical, psychosocial, and spiritual 
needs of family members; and use prayer and ritu
als in meaningful ways. 

With a clear focus on improving end-of-life care, 
Catholic healthcare-in partnership with other 
denominations—can eliminate some of the factors 
that can make physician-assisted suicide seem 
appealing to suffering people. 
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death and how he did 
his dying. 

Rev. Richard Gula 
has it right when he says 
in his book Euthanasia: 
Moral and Pastoral 
Perspectives: 

Now it is t ime to 
"walk the talk," as it 
were, if our princi
ples and arguments 
are ever going to be 
convincing. . . . In 
moral matters, wit
ness is more compell
ing than arguments. 
Principles may teach, 
but shining examples make principles come 
alive and influence public opinion more 
strongly. Why? Because we learn morality 
primarily through real-life people and their 
stories, which have a fascinating appeal to 
the moral imagination. . . . The true signifi
cance of our Catholic opposition to eutha
nasia ultimately rests on the kind of witness 
that runs ahead of and behind the convic
tions which we say make euthanasia unten
able. In order to be a credible player in the 
debate, then, we have to bear convincing 
witness, personally and corporately, to the 
way we care for the sick, the elderly, the 
dying, the unsuccessful. What kind of per
sons and community should we be in order 
to encourage people to view death as an 
inevitable outcome that no one needs to 
hasten t h r o u g h lethal injection?2 

This is the principal and urgent challenge facing 
Catholic healthcare facilities and communities of 
faith—individually and collaboratively enflcshing 
the principles in practice by focusing considerable 
energies in a concerted and public way on improv
ing our approach to death and the care of the 
dying and their families.1 

What would have to happen in Catholic health
care facilities and communities of faith for this to 
occur? The following areas, although not exhaus
tive, if adequately addressed, could begin to make 
a difference.4 

ACCEPTING DEATH 
Catholic healthcare facilities, while continuing to 
cherish and nourish life, must also foster a culture 
that recognizes death as the inevitable outcome of 
human life and cure as an oftentimes unreachable 
goal. Some patients in these facilities have reached 
the inevitable conclusion of their lives. 

Recogni t ion of this 
reality is a prerequisite 
to transforming how 
the dying arc cared for. 
Were such a culture to 
take hold in our health
care institutions, there 
might be fewer efforts 
to unreasonably pro
long the dying process. 

Focus ON CARE 
Also critical to trans
forming the culture is 
fostering the belief that 
caring for the dying is as 
important as caring for 
those who may get well. 

So much attention is given to curing that death is 
seen as a failure, and the dying viewed as second-
class patients, undeserving of as much attention as 
patients "for whom something can be done." 
When die marvels of medical technology and the 
skills of health professionals fall short of cure .\nd 
are overtaken by advancing death, one often hears, 
"There is nothing more we c.\n do , " and the 
patient is left to die. There is great wisdom in the 
old French adage about die goals of medicine: "To 
cure sometimes, to ameliorate often, to care 
always." Patients who may be beyond cure arc 
never beyond care. Medicine, when it is holistically 
understood, still has much to offer those whose 
primary need is control of physical, psychosocial, 
and spiritual symptoms. 

RECOGNIZING LIMITS 
Transforming the culture also means fostering a 
healthy recogni t ion of limits —the limits of 
human life, of human abilities, of human ingenu
ity, of medical technology. So much of the abuse-
that occurs at the end of life is due to the inabili
ty to recognize or to accept that limits are inher
ent to human nature and to the human condi
tion. This acceptance of limits needs to occur 
among health professionals as well as among the 
lay public. For some of the latter, communities 
of faith can be places where such an attitude is 
nourished. 

RESPECT FOR PATIENTS' DECISIONS 
To avoid unnecessary prolongation of the dying 
process, Catholic healthcare facilities must foster 
and embody a respect for decisions to forgo life-
sustaining therapies, whether communicated ver
bally by a patient with decisional capacity or 
through advance directives. Neither patients nor 
their families should have to fight to be allowed to 
make this decision. 

c 
V_>atholic healthcare 

must foster a culture that recognizes death 

as life's natural end. 

HEALTH PROGRESS SEPTEMBER - OCTOBER 1998 • 5 5 



CARE OF THE D Y I N G 

PROMOTING ADVANCE DIRECTIVES 
In a similar vein, Catholic healthcare facilities 
should expect their physicians to routinely 
address advance directives with their patients 
prior to hospitalization, and the institution itself 
should have effective mechanisms in place to 
address advance directives with hospitalized 
patients who do not have them. Advance direc
tives have their own limitations, some of them 
serious, but at least they provide some guidance 
with regard to patient preferences and permit 
individuals to have some say, some control, in 
how their lives will end. Currently, about 15 per
cent of the population has an advance directive. 
Typically physicians do not promote them in their 
offices and hospitals do not generally do well 
dealing with them despite the Patient Self-
Determination Act of 1991. Long-term care facil
ities also need to address advance directives with 
their residents and their families. Too often, resi
dent or family wishes are unclear, resulting in 
inappropriate resuscitations and hospitalizations 
that end up subjecting patients to aggressive 
treatment that provides little or no benefit. 

PALLIATIVE CARE POLICIES 
An important component of impro\ing end-of-life 
care in Catholic facilities is the development of 
guidelines for the formation of a palliative care poli
cy and a palliative care plan (see Box below). 
Virtually all hospitals today have policies regarding 
CPR, limitation of treatment, and so on. These 
policies focus on what is not going to be done. A 
palliative care policy and guidelines begin to address 
what will be done and, to some degree, how to do 
it. Many physicians tend to lack experience in car
ing for the dying. Palliative care protocols can assist 
them and other health professionals in that process. 
And they can provide something of an antidote to 
the belief that forgoing aggressive treatment means 
"doing nothing" for the patient. The alternatives 
are not between doing everything and doing noth
ing. An aggressive plan of symptom management— 
of physical, psychosocial, and spiritual symptoms-
can go a long way in improving the way people die. 

MORE EFFECTIVE PAIN MANAGEMENT 
The SUPPORT Study, which collected data on 
thousands of seriously ill patients from 1989-1994, 

PALLIATIVE CARE PLAN AND POLICY 
In April 1996, a subcommittee of the Lutheran General 
Hospital Bioethics Committee met for the first time to explore 
ways to improve end-of-life care at the hospital, with a particu
lar focus on patients who are expected to die in the hospital 
within 72 hours. The subcommittee comprised seven physi
cians, two chaplains, and one person from each of the follow
ing departments: nursing administration, administration, social 
work, legal, pharmacy, and ethics. 

In its initial meeting, the group identified eight potential 
areas for improvement and decided to begin by targeting 
three: guidelines for development of a palliative care plan, a 
hospital-wide palliative care policy, and palliative care stand
ing orders. The guidelines and palliative care policy follow. 
The subcommittee continues to meet monthly to consider 
other aspects of end-of-life care, such as improved pain man
agement and a palliative care team. 

GUIDELINES FOR DEVELOPING A PALLIATIVE CARE PLAN 
1 What are the patient's/family's needs and goals? What 

is important to them in the time that remains? How do they 
want to spend their time? 

2. In light of these goals, what therapies should be with
drawn, retained, or continued to promote the patients com
fort? (See Palliative Care Order Form, p. 58.) 

3. What physical symptoms need to be addressed to pro
vide comfort? (See Palliative Care Order Form, p. 58.) 

4. What psychosocial issues need to be addressed, includ
ing location in which comfort care will be provided (e.g., cur

rent location, home, nursing home); whether hospice referral 
is appropriate; the environment in which palliative care will be 
provided (noise, monitors and other equipment removed, pri
vacy, sufficient seating for family, etc.); family involvement 
(who, when, for how long, etc.); family issues? 

5. What emotional/spiritual issues need to be addressed 
(including emotional/spiritual support; ritual/prayer; contact
ing a representative of the patient's faith community; facilita
tion of life review; facilitation of grieving; referral to support 
groups)? 

6. Has the palliative care plan been reviewed with 
patient/family? 

7. Has a clear order been written (Palliative Care Standing 
Order Form) and have the appropriate individuals been con
tacted for implementation of various parts of the plan? 

LUTHERAN GENERAL HOSPITAL ADULT PALLIATIVE CARE POLICY 
I. Policy 

Lutheran General Hospital-Advocate recognizes that in the 
care of patients with advanced disease it is medically appro
priate and ethically acceptable to shift the primary goal of 
treatment to palliative care if this is judged to be medically 
appropriate by the patient's physician and consistent with 
the wishes of the patient or the patient's surrogate. 

II. Objectives 
The purposes of this policy are to: 
A. Clarify the meaning of palliative care, often referred to 
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indicates that more than 50 percent of conscious, 
hospitalized dying patients experienced moderate 
to severe pain. Other studies have also indicated 
serious inadequacies in effective pain management. 
And yet pain is one of the most feared aspects of 
the dying process and profoundly affects a 
patient's physical, psychosocial, and spiritual well-
being. Catholic hospitals and long-term care facili
ties could make an enormous contribution to 
good patient care and to end-of-life care if they 
could assure all their patients, but especially their 
dying patients, that every effort will be made to 
relieve their pain. The technology and the knowl
edge arc both available. What is needed is the will 
to change practice and to acquire needed informa
tion and skills. 

HOLISTIC SYMPTOM MANAGEMENT 
Pain management does not address all of a 
patient's symptoms. Even if pain management 
were effective, it would not be sufficient. What is 
also necessary is a holistic approach to symptom 
management—an approach that deals with the 
patient's other physical symptoms as well as the 

patient's and family's psychosocial and spiritual 
needs. A palliative care order form—modeled after 
the one developed by Lutheran General Hospital, 
for example—assists physicians to take a more com
prehensive approach to palliative care and to avoid 
general orders such as "comfort care only" (sec 
Box, p. 58). In-service sessions will likely be 
required for this to be done effectively. As part of 
dealing with symptoms, more attention might be 
given to various modes of alternative healing, such 
as music therapy, healing touch, and relaxation 
response. 

HOSPICE CARE 
Improvement of end-of-life cafe in Catholic hospi
tals and long-term care facilities will entail a greater 
willingness on the part of physicians to offer dying 
patients and their families the option of hospice 
care. Despite improvement on this front over the 
years, many physicians are still reluctant to transfer 
their dying patients into a hospice program. And, 
surprisingly, many people are still either unfamiliar 
with hospice itself or with what hospice has to 
offer. Catholic healthcare institutions have an 

as "comfort care." 
B. Promote comprehensive and consistent palliative care. 
C. Establish a process for determining appropriate pallia

tive care for individual patients. 

III. Definition 
Palliative care consists of all treatments and services 
aimed at alleviating physical symptoms and addressing the 
psychological, social, and spiritual needs of the patients 
and their families so as to enhance patients' and families' 
quality of life to the greatest degree possible. 
Palliative care: 

• affirms life and regards dying as a normal process; 
• implies the cessation of all diagnostic measures and all 

life-sustaining and other therapeutic treatments that do 
not directly contribute to the patient's comfort or to 
patient and family goals; 

• consists of active management of pain and other distress
ing symptoms. In the relief of pain, it is ethically permissi
ble to administer analgesics, in sufficient amounts, to con
trol the patient's pain even if this has the unintended 
effect of depressing the patient's respiratory function. 

• is multidisciplinary in order to address the physical, psy
chosocial, and spiritual needs of patient and family. 

IV. Procedure 
A. A discussion should be initiated between the attending 

physician and the patient and/or the patient's family 

about the appropriateness of shifting goals of treatment 
to palliative care. 

B. The attending physician and other members of the 
healthcare team should develop a palliative care plan 
with the patient and/or the patient's family (usually in 
the context of a family conference), taking into account 
their particular goals and needs. Special attention 
should be given to: 

(1) what therapies and procedures should be continued, 
discontinued or initiated; 

(2) symptom control, especially the management of pain 
and anxiety; 

(3) the most appropriate setting for the patient's death 
to occur, including the appropriateness of hospice 
care. 

C. The physician should document the patient's and/or 
family's agreement with the plan in the medical record. 

D. The physician should complete the "Palliative Care Order 
Form." A general order like "comfort care only" is not 
acceptable. 

E. A regular review of the palliative care plan should occur 
and adjustments made as the patient's condition 
changes. 

Endorsements 

Medical Staff Executive Committee 
Nursing Executive Team 
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C A R E O F T H E D Y I N G 

LUTHERAN GENERAL HOSPITAL 
ADULT PALLIATIVE CARE ORDER FORM 

DATE: 

TIME: 

1 RESUSCITATION STATUS 
This patient is no-CPR. In the event of cardiac or respiratory arrest, 
cardiopulmonary resuscitation will not be attempted. No "code blue" 
should be called. 

2. INITIATE THE FOLLOWING ORDERS TO PROVIDE COMFORT: 

Pain/air hunger: 

Anxiety/delirium: 

Sleep: 

Constipation: 

Diarrhea: 

Nausea/vomiting:. 

Thirst: 

Fever: 

Other: 

3. The following therapies may not contribute to providing comfort. If 
this patient is currently receiving any of these, please indicate below 
if they are to be continued or discontinued. 

IV hydration 

Diagnostic procedures 

ECG and 0 2 sat monitoring 

Supplemental 0 2 

Parenteral and/or enteral nutrition 

Arterial lines 

Central venous lines 

Peripheral venous lines 

PT/OT 

Blood products 

Radiation therapy 

Dialysis (Please notify 
nephrologist Dr ) 
Blood draws for standing 
laboratory orders 

• Continue 

• Continue 

• Continue 

• Continue 

• Continue 

• Continue 

• Continue 

• Continue 

• Continue 

• Continue 

• Continue 

• Continue 

• Continue 

• Discontinue 

D Discontinue 

D Discontinue 

• Discontinue 

O Discontinue 

D Discontinue 

• Discontinue 

• Discontinue 

D Discontinue 

D Discontinue 

• Discontinue 

D Discontinue 

D Discontinue 

4. Please discontinue the following medications: 

5. Consult Pastoral Care and Social Work departments 

6. Social Work Department to evaluate patient for appropriateness of 
hospice care 

7. Transfer orders: 

important opportunity to promote an understand
ing of hospice care, the increased use of hospice, 
and even the creation of hospice units within their 
walls if they don't already exist. 

STAFF TRAINING 
Palliative care is different from acute care or cure-
oriented care. If Catholic healthcare institutions 
are truly committed to improving end-of-life care, 
some training will be required for staff who care 
for the dying. Commitment to ongoing education 
will he essential to providing good palliative care. 
In addition, Catholic hospitals might consider 
forming a palliative care team that could advise 
physicians on how best to address patients' symp
toms and families' needs. More and more palliative 
care teams are springing up in hospitals across the 
country. 

IMPROVING THE ENVIRONMENT 
Improving end-of-life care also means paying 
attention to the environment in which patients die. 
This could involve something as simple as remov
ing unnecessary equipment from a dying patient's 
room to the creation of homelike palliative care 
rooms or units. They would be analogous to 
birthing rooms, which have been successfully cre
ated and employed in many hospitals. 

CARE OF FAMIUES 
Transforming the way dying occurs in healthcare 
facilities also implies identifying the needs of family 
members—physical, psychosocial, spiritual—as they 
journey with their loved one, and changing prac
tices and structures to meet those needs. Some 
kind of follow-up with immediate family after their 
family member has died is also an important com
ponent of good end-of-life care. 

USE OF PRAYER AND RITUAL 
Foster the use of prayer and rituals in ways that are 
meaningful and suitable to the patient and the 
patient's family. Of critical importance, chaplains 
must be able to help patients and their families 
address the basic "meaning questions" that arise in 
these situations, such as suffering, dependency, 
and hopelessness. Hastening death becomes a 
more attractive option as the experience of dying 
becomes more meaningless. 

PARTNERSHIPS WITH PARISHES AND CONGREGATIONS 
Improving care of the dying is likely to be much 
more effective if it results from a partnership 
between Catholic healthcare institutions and 
parishes (as well as congregations from other reli
gious traditions). Some aspects of end-of-life care 
are better addressed in the context of religious 
communities, which have as a primary function the 
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formation and education of their members. Matters 
of religious and ethical beliefs and of spirituality' are 
better dealt with before terminal illness and in a 
context .\nd by people more suited to those dimen
sions of the person. Again quoting Richard Gula: 

Daniel Callahan has it exactly right when he 
asserts that we cannot guarantee how we 
will react to the prospects of suffering and 
dying, but we can begin to shape the self we 
will bring to that experience. He says, "How 
we die will be an expression of how we have 
wanted to live, and the meaning we have 
found in our dying will be one with the 
meaning we have found in our living." 
Therefore, even now when death seems like 
"a distant thunder on a summer's day," as 
W. H. Auden once put it, I can still prepare 
to face death by working to become the 
kind of person I want to bring to it. I need 
not be a mere victim of what dying has in 
store for me. Rather, I can actively engage 
m\ dying by developing those habits of 
heart which will make a difference in the way 
I adapt to unwanted circumstances and 
endure what I cannot change. If we do not 
develop these habits for living throughout 
our life, then we will not have them to 
strengthen us in the face of death. So what 
kind of person do we want to bring to our 
sickness, suffering, and decline in order to 
make euthanasia unthinkable?5 

Individual members of the faith community 
must be educated about ethical issues at the end 
of life. That education must extend to how we 
view and cope with death, how we understand 
and respond to illness, suffering, and depen
dency on others, and how as people of faith we 
understand and exercise autonomy in a way that 
is congruent with our basic faith commitments. 
Our parishes also need to form communities of 
care that develop a variety of ministries to the 
dying and their families, whatever the context 
(i.e., hospital, nursing home, or home). End-
of-Iife care is not solely the responsibility of 
health professionals, nor can it be expected to 
be. It is also the responsibility of the communi
ty of faith, which is called to carry on the min
istry of Jesus. 

Just a little more than a year before he died. 
Card. Rernardin issued a pastoral letter on health
care in which he identifies hope as the distinguish
ing feature of Catholic healthcare: 

As Christians, we are called, indeed em
powered, to comfort others in the midst of 
their suffering by giving them a reason to 

hope. We are called to help them experience 
God's enduring love for them. This is what 
makes Christian healthcare truly distinctive. 
We arc to do for one another what Jesus did: 
comfort others by inspiring in them hope and 
confidence in life. As God's ongoing, creative 
acting in the world and the love of Christ 
make it possible for us to continue to live 
despite the chaos of illness, so too our work in 
the world must also give hope to those for 
whom we care. Our distinctive vocation in 
Christian healthcare is not so much to heal 
better or more efficiently than anyone else; it is 
to bring comfort to people by giving them an 
experience that will strengthen their confi
dence in life. The ultimate goal of our care is 
to give to those who arc ill, through our care, 
a reason to hope.6 

Many aspects of physician-assisted suicide 
seem to be the antithesis of hope . Catholic 
healthcare inst i tut ions, in cooperat ion with 
communities of faith, have a singular opportuni
ty to "walk the talk" of their moral convictions 
by making a concerted effort to lead the way in 
improving care of the dying. In doing so, they 
can be signs ot hope amid the tragic dimensions 
of death and dying. • 
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