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Using medical science to prolong life, as we 

understand it today, simply was not possible dur-
ing the Middle Ages and Renaissance. A belief that 
physicians had a duty to prolong the life of a dying 
person did not arise until the writings of Francis 
Bacon in the 16th century.3 Prior to that time, most 
people shared the conviction that, although the 
physician may be responsible for care during ill-
ness, it was the responsibility of the priest to care 
for the dying in order to prepare them to enter 
eternal life.4

This early understanding of the ars moriendi 
rested on two foundations: (1) that for the Chris-
tian, it was more important to prepare for death 
than to prolong life; and (2) that the most appro-
priate preparation for death was the way one had 
led his or her life in general.

PROLONGING LIFE OR PREPARING FOR DEATH?
St. Bernardine of Siena, a 15th-century preacher 
and spiritual writer, exhorted his hearers that try-
ing to extend one’s life in the face of dying was, in 
reality, an attempt to evade death and therefore 
demonstrated an attachment to life that is “sin-
fully loved.”5

As the science of medicine became more 

and more capable of extending life, this attitude 
changed. Especially because of technological 
developments during the last half of the 20th cen-
tury, the possibility of prolonging physical life 
today has become virtually unlimited. The accep-
tance of these technological advances has become 
so much a part of life and culture in the United 
States that we tend to believe there is a techno-
logical solution to every medical problem. The 
philosopher and medical ethicist Daniel Callahan, 
PhD, has termed this phenomenon “technological 
monism” and has described it as the belief “that all 
meaningful actions [in medicine] are technologi-
cal, whether technological actions or technologi-
cal omissions.”6 He adds that because of this phe-
nomenon, death itself is no longer seen as natural,  
but rather as the result of discontinuing techno-
logical interventions.

Such dependence upon technology also has 
affected Catholic moral reasoning. In a reversal 
of the tradition, many Catholics now demand that 
physicians preserve life at all costs, believing that 
to do less would be immoral — an act of euthana-
sia. Callahan explains the irony of this position: 
“Thus was created the perfect double bind: If you 
are serious about the value of life and the evil of 

ecent years have witnessed a revival of the ars moriendi, the early modern Christian 
practice of the “art of dying” in preparation for death.1 Even though this tradition 
formally began in the 15th century, it has its roots in the Middle Ages. Essentially, 

the ars moriendi described a series of temptations that a person might face prior to death, 
along with the specific virtues that help overcome the temptations,2 virtues that needed to 
be practiced by the person preparing to meet Jesus in death.
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death you must not stand in the way of medical 
science, our best hope to eliminate it. If you hesi-
tate to use that science to the fullest … you are con-
victed not only of failure of hope … but also a lack 
of seriousness about the sanctity of life.”7

Advances in medical technology have 
increased the patient’s choices, which in turn have 
heightened the importance of patient autonomy 
in medical choices. Originally seen as an antidote 
to excessive paternalism on the part of physicians, 
autonomy has now come to mean, for many peo-
ple, “total self-reliance, personal pref-
erence, and self-assertion.”8

When there was little that medi-
cal technology could offer to pre-
serve life, patient autonomy had little 
meaning. This is no longer the case. 
Patients desire to die “on their own 
terms,” and among their greatest fears 
is the possibility of losing control and 
becoming a burden to others.

Unfortunately, this combination of advances 
in technology and heightened patient autonomy 
often has led to the overuse of technology at 
the end of life. Hospice and palliative medicine 
have been developed in reaction to this overuse. 
They provide patients with relief from the symp-
toms and stress of serious illness, allowing many 

patients to heal more quickly. For those patients 
with a chronic progressive terminal illness, such 
care helps them live as fully as possible in the time 
they have left.9

The United States Conference of Catholic 
Bishops has praised palliative care, affirming it as 
“a readiness to surround patients with love, sup-
port and companionship, providing the assistance 
needed to ease their physical, emotional, and 
spiritual suffering . . . anchored in unconditional 
respect for their human dignity.”10

As helpful as palliative care has been, it is not 
the entire answer to the inappropriate use of life-
sustaining technology. Here is where a contem-
porary Christian art of dying enters the picture. 
Although palliative or hospice care is an appropri-
ate element in preparation for death, it is only an 
element of such preparation. The “art” in the early 

Patients desire to die “on their own 
terms,” and among their greatest 
fears is the possibility of losing 
control and becoming a burden to 
others.
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Our highly developed medical 
technology has created the 
attitude among many Christians 
that we are in control — and that 
we should be in control. 

modern Christian ars moriendi implies that a good 
death does not simply happen. It is a task in which 
the patient must engage.

Farr Curlin, MD, a physician and ethicist who 
teaches at Duke University, has explained that 
palliative care is not a substitute for an “art of 
dying,” but, rather, is its handmaid. By relieving 
the patient’s symptoms, it allows the patient to 
participate in the task of dying well, but the dying 
patient still has to engage in the task.11 Patients 
must confront the temptations and practice the 
virtues that help them prepare for a good death.

A key constituent of this task is the virtue of 
patience.12 Both Christopher Vogt, PhD, MTS, 
chair and associate professor of theology and reli-
gious studies at St. John’s University in Queens, 
New York, and Allen Verhey, PhD, who was, until 
his death, professor of theological ethics at Duke 
University, see patience as an antidote to exces-
sive demands for autonomy. Vogt explains that 
patience is not “toughness and indiffer-
ence to pain,” but, rather, “a learned atten-
tiveness to God’s call and presence” in 
one’s suffering and a willingness to hand 
oneself over to that presence.13 Similarly, 
Verhey explains that patience at the end of 
life is watchfulness, knowing that God can 
be trusted. He continues, “God is faithful 
when we are dependent, as we always are. 
God is faithful when we are dying, as we 
all will.”14

Note, however, that this task is the opposite of 
contemporary attempts by many facing death to 
remain in control. The task that is part of a con-
temporary Christian art of dying demands not 
self-reliance, but reliance upon others, and espe-
cially upon God. It demands trust, moving one 
from a sense of one’s self-sufficiency to depen-
dence upon another — and especially upon the 
Other. The task involved in the contemporary 
Christian art of dying demands surrender rather 
than control, handing oneself over to God with-
out clinging to life at all costs. Yet such surrender 
goes against our contemporary American under-
standing of what it means to be fully human. In 
this sense, autonomy and the desire for control 
can be seen as temptations at the end of life rather 
than virtues.

AS WE HAVE LIVED, SO WE DIE
In the original ars moriendi, the temptations at the 
end of life were seen as attempts by the devil to 

pull Christians away from the life of virtue that 
they already were living. This is evident in the 
woodcuts that often accompanied the writings.15 
The ars moriendi called upon one to re-affirm a 
way of life already embraced.

Notice the difference today. It almost seems as 
if the virtues called for in a contemporary Chris-
tian art of dying are the aberration. These virtues 
seem to be in direct contradiction to the manner 
of life many embraced prior to serious illness. 
Most Americans — including many Christians 
— embrace autonomy and control as important 
aspects of their lives.

To develop the proper virtues at the end of life 
— virtues that lead to a good death — one must 
begin to develop them while healthy. Both Vogt 
and Verhey explain that “living well is the key to 
dying well” and that the practice of virtues that 
forms a contemporary art of dying must be devel-
oped throughout the Christian’s life.16

What these authors fail to note, however, is 
how foreign the practice of these virtues may 
appear in our contemporary culture. Our highly 
developed medical technology has created the 
attitude among many Christians that we are in 
control — and that we should be in control. Even 
proponents of palliative care tend to explain 
its benefits in terms of patient preferences and 
choice. Autonomy and control remain key ele-
ments in end-of-life care today, as they remain 
elements of life today.

Nevertheless, if authors such as Vogt, Ver-
hey and Curlin are correct that one of the tasks 
involved in a contemporary Christian art of dying 
is developing patience, we seem to be asking those 
who are dying to begin to develop virtues that 
were never integrated into their previous life. In 
fact, we might be asking our dying brothers and 
sisters to begin practices that contradict what 
they have been taught as virtuous prior to seri-
ous illness.
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Many have described Christianity as “coun-
tercultural.” Too often, this term has been 
merely rhetorical. Yet, it seems that if Christians 
are to undertake the tasks involved in the con-
temporary art of dying, we truly must become 
countercultural.

Verhey, for example, has challenged contem-
porary Christian bioethics “to talk candidly about 
the difference it makes to be a believer, to speak 
prophetically concerning the culture, and to draw 
out the implications for bioethics of such faith and 
criticism.”17 There might be no place where this 
is needed more than in developing early in our 
lives those virtues that are necessary at the end 
of our lives.

Christians must be allowed to confront how 
our way of living can make it difficult to die well. 
For example, the Catechism of the Catholic Church 
explains, “Life and physical health are precious 
gifts entrusted to us by God. We must take rea-
sonable care of them, taking into account the needs 
of others and the common good.”18

This attitude can be present in the dying per-
son only if concern for the needs of others and 
the common good already have been developed 
earlier in the person’s life.

Individuals normally cannot develop by them-
selves the virtues they need at the end of life. They 
need a faith community to support them. If those 
who are dying need to develop the virtue of trust, 
that cannot occur unless they have been able to 
experience others in their family or community as 
trustworthy. Those facing serious illness will feel 
a burden to others unless family and faith commu-
nity have the habit of responding as reliable wit-
nesses, showing that the person’s dignity can be 
preserved even when autonomy is relinquished. 
To be able to rely upon another at the end of one’s 
life, one needs to have experienced the reliability 
of others throughout one’s life and to have shown 
oneself also to be reliable.

Christians are taught that illness and death are 
a part of life. As much as we might try to deny 
them, they always will have a hold on us. Yet our 
faith teaches that God is present even in the midst 
of these apparent evils. They can become oppor-
tunities for the Christian to encounter Christ in 
death by engaging in the task of developing the 
virtues needed for dying well. This is the attitude 
behind the ars moriendi. And this attitude chal-
lenges contemporary Christians that preparing 
for death is a task — one that acknowledges that 
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Flannery’s Pilgrimage
By Angela Alaimo O’Donnell

“We went to Europe and I lived through it
but my capacity for staying at home has now been 

perfected, sealed & is going to last me the rest
of my life.” — Flannery O’Connor

The hope for a miracle’s what got me
out of Georgia, and by another mir-
acle I’m back. This is not to say
Spain didn’t speak to me with all her
santos and holy sites, the new beauty
of her words and dance a wild way
of being in the world to my ear and eye,
that Rome didn’t gild me with her glory,
that Lourdes didn’t humble me again.
It’s hard to know exactly where or when
I felt the magnet pull home to this red clay,
like a stone saint who has wandered away
from her fixed niche and must come back.
Next time I leave by box or croaker sack.



dying well is at least as important as preserving 
life and that the best beginning for such prepara-
tion is trust and acceptance — what the tradition 
has called patience — throughout one’s life.

FR. THOMAS A. NAIRN, OFM, is provincial minis-
ter of the Franciscan Province of the Sacred Heart, 
St. Louis.
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