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Introduction

Rabbi Elazar ben Azaryah said, “Where there is no Torah, there will be no good conduct;
where there is no good conduct, there will be no good Torah. Where there is no wisdom, there
will be no reverence; where there is no reverence there is no wisdom. Where there is no

understanding there is no knowledge; where there is no knowledge there is no understanding...”

(Pirkei Avot 3:17).

This memra from Pirkei Avot is the basis for my presentation of this very difficult but
necessary topic. As Rabbis and Cantors we will be plunged into a sea of painful emotions and
intricate situations which are beyond our control. Much of what we may encounter will be very
stressful, leaving us feeling ill prepared and inadequate. My hope for this paper is to provide the
reader with knowledge leading to wisdom, wisdom leading to reverence and reverence leading to
Torah as we discuss our feelings and decisions.

The various topics presented in this paper are an integration of my five units of clinical
pastoral education as well as my rabbinical education and medical background. Over the years I
found end-of-life decision making to be the most challenging, and yet one of the most important,
functions a clergy member will perform. Understanding basic medical law, medical technology
and implementation as well as Jewish law and ethics are imperative to implementing appropriate
decision making and guidance for our patients and congregants.

The topics on chaplaincy incorporate some techniques to help us identify our own feels as
we receive “the call.” Many helpful techniques are used, such as exploring our feelings toward

the situation, learning how to handle our own stress, listening, and experiencing physical pain



and spiritual suffering. Tool used by chaplains are explained in light of techniques used to give

structure to a pastoral care session. These tools help to facilitate the healing process through the
use of spiritual assessment and life review.

This paper’s medical complement stems from my medical knowledge. Over the years I
have taken my medical knowledge for granted. Today I realize that many of the critical decisions
we are going to be asked to respond to throughout our careers will require a basic understanding
of what is happening to the patient medically. This includes a clinical explanation of pain and the
different types of pain that can develop with or precede spiritual pain, the difference between a
feeding tubes an IV or other medical treatments, the effects on the body as CPR are performed,
the medical criteria used for diagnosing brain death or a persistent vegetative state. Jewish law
on withholding or withdrawing food or medicine, and the Halakah concerning the refusal of

:\) treatment or implementation of a do- not- resuscitate order. Also presented are the criteria
) regarding organ donation and the process of advanced care planning including ethical wills?

I found these topics to be the most common and yet the most intricate and
confrontational. There really are no typical situations. Each one is unique and each one has its
own story. Our job as clergy members is to utilize our pastoral care skills and knowledge of
Jewish law and sacred texts to guide our congregants with wisdom and reverence. Remembering
always that as we walk the path of our journey, we will walk with the light of Torah in our

hearts.

I



D “The Call”

L

It was two o’clock in the morning and I was awakened by the ring of the
telephone. I jumped out of bed, startled and some what dazed. My heart seemed as if it
was leaping out of my chest into my throat. I could barely breathe. As I composed
myself, I picked up the telephone receiver and placed it to my ear. I heard the hurried
voice of a nurse requesting my presence at the hospital. She informed me of a three year
old child about to be taken off life support. She requested my immediate presence in the
Pediatric Intensive Care Unit. “Does the family know you are calling me?” I asked. The
nurse becoming more anxious paused and responded, “Yes™. I told her I was on my way.
I quickly got dressed and jumped in my car. The hospital was about 15 minutes away
with no traffic, and at 2:30 in the morning this was not a problem. When I was 5 minutes

away from the hospital, I received another call. It was the nurse. She informed me, “the

family is requesting a priest”. I paused for a moment and informed the nurse that I would
contact the priest, as soon as I reached the hospital. I went to the hospital called the priest
and spent some time with the family until the priest arrived to administer last rites. The
next day I reexamined my conversation with that nurse. I came to the conclusion that if I
had stopped to ask the appropriate questions at the beginning of the telephone call, I
could have saved time by contacting the priest at that moment. Or perhaps they did not
need me to be there at all. Also, who was my actual patient? Was my patient the child,

the parents, or the nurse? It could have been anyone, or it could have been everyone.

“The call”: every clergy member lives with hidden stress of the possibility he or

she will receive the emergency telephone “call.” We know that our jobs include these




situations but some how our bodies just never get used to the, emotional and physical jolt.
Throughout our clergy training, we have some preparation in dealing with crisis

situations and bikkur cholim visitations. But as clergy members, we also need to know
how we personally react to stress in order for us to be able to assist others through their
stress. As we become familiar with our roles as clergy, we quickly learn that each
situation is new and different. No matter if we have been clergy membes for 25 years or
months, we pray that we will be able to react to each new situation. Some of our anxiety
can be diminished by just knowing what questions to ask when we receive “the call”. Our
anxiety can also be diminished by our own understanding of how we hand our stress
while handling our patients’ stress at the same time.

By definition, stress is the response of the body to danger. The heart and
blood vessels, the immune system, the lungs, the digestive system, the sensory organs,
and the brain are all stimulates and are ready to take on the situation at hand. This
response by the sympathetic nervous system is called “the Fight or Flight Response.” Our
bodies are flooded with a hormone called cortisol. This response signals to our bodies
that something is happening to us. Opposing the Fight or Flight response is the alternate
named the parasympathetic response. This provides the body with a normalizing or quiet
response. We don’t have much control over our bodies’ reaction to stress since, stress
reaction is hereditary. Différent people react differently to the exact same stress. Some
biological signs that you are under stress are increased or decreased sleep, fatigue,
agitation, stomach upsets, headaches, irritability, chest pain, high blood pressure,

depression, anxiety and reoccurring thoughts. Most of us have experienced at least one of



these symptoms from time to time, even when we have no idea that we were under attack

from the claws of stress.

Knowing how to handle our own stress is the beginning of an effective pastoral
care visit. The time of day, the day of the week, the time of the month, and the time of
year (winter blues, anniversaries. etc.) can affect our ability to be present, in a therapeutic
manner. Some hints for managing stress include “be organized, make lists so as not to
task your mind.” “Use a schedule and prioritize your time and demands on it and your
attention. “Recognize your limits and set them accordingly. Setting limits on what you
take on and on what others ask of you can be a great help in decreasing our stress as
clergy members. Recognize typical stress.” (Selye 2005, p.1 ). Burnout is the most
common complaint of those who work in highly charged stressful situations; it is defined
as a state of emotional, mental, and physical exhaustion. Contributing factors are
professional isolation, emotional and physical drain from providing constant empathy,
ambiguous successes, and erosion of idealism and lack of expected rewards. As
caregivers, we need to know what our issues are so we can recognize counter-
transference and know our emotional limits. We should be aware of how we are
functioning in any given setting and give ourselves the freedom to take a time-out. As
well as our own limits, we need to be aware of our teammates emotional limits and needs.
Taking care of ourselves and our teammates is a basic element in being an effective
pastoral counselor. It is our responsibility to work through these situations so that we can

be present in a therapeutic manner for our patients. In order to do this, we must care for

ourselves first.



/m) Taking care of ourselves so that we can care for others is of the utmost
importance in a clergy member’s life. When faced with burnout or counter-transference,

consider the following suggestions from Servio Carroll, NCSP :

o Alter periods of exercise with periods of relaxation.

o Structure your time, keep busy.

« Reassure yourself that you are normal and having normal reactions. Don't label

yourself crazy, weak or ineffective.

Talk with others. Talking about your feelings, issues and events is healing.

Reach out. People do care. Spend time with others.

Maintain as normal a schedule as possible.

Give yourself permission to feel rotten. It's normal.

Keep a journal, write through sleepless hours.

Do things that feel good to you.

Realize that those around you are also under stress.

Don't make any big life changes.

Do make routine daily decisions. Regain control.

Eat regular meals, even if you don't feel hungry.

Get plenty of rest, as much as you can.

) o TFlashbacks are normal, don't fight them. They'll decrease in time and become less
painful.

Taking part in a support group of close clergy friends can give you the opportunity to
alleviate some of your own stress. As Carroll (1998[p.1]) notes “however, strong
emotional feelings in a crisis situation signal the need to deal with unresolved issues.”
(Servio Carroll, NCSP, is a school psychologist and crisis team manager in the Sheridan,
Wyoming schools. These issues may need to be resolved by a profession during several
therapy sessions.

When we do not attend to our stress it can increase the amount of stress we carry
around inside of us. This can produce a highly stressful situation that can be categorized
as atrauma. “Psychological trauma is the unique individual experience of an event

rendering conditions in which 1) the individual’s ability to integrate his/her emotional

experience is overwhelmed or the individual experiences (subjectively) a threat to life,



body, integrity, or sanity.” ( Pearlman & Saakvitne[1995], p.60) When someone is
experiencing trauma, the stress overwhelms the individual’s ability to cope, leaving the
person devastated and even fearing death as well as emotionally, cognitively and
physically exhausted. When stress runs high the ability to process simple directions or
perform simple tasks become overwhelming and almost impossible. Knowing about this
element of stress will enable the clergy members to provide supportive environments
without increasing the stress of the patients. Being mindful of our own stress levels,
while using a period of simple meditation or visualization, can be essential to a
productive visit. Meditation prior to a pastoral visit can help to center our emotions while
opening ourselves to be a true presence in our pastoral counseling for our patients.
Remember, each time a clergy members visits a patient, he or she brings G-d and
Judaism into the room. This can be an overwhelming responsibility producing stress in us
and in the patients.

As we have stated in previously, the first question one should always ask is,
“Who is calling and requesting this visit?” Many of us often overlooked this question and
yet it is the most important question to ask prior to making the visit. Many times, it is
not the congregant calling for the visit. It could be the people who are caring for the
patient, a son, daughter, family member, a friend, a nurse, or a doctor who may feel the
patient is in need of a visit from the rabbi or cantor. This originates from the caller’s
anxiety regarding the condition of the congregant that precipitates a telephone call to the
clergy member. It is good advice to ask this important question in order to know who
really needs your presence. Many times, you will work with a family member more than

your actual congregant in dealing with the illness of a loved one. There have been



numerous occasions on which I have been called to see a congregant, thinking that was
the person requesting my visit. However, after the fact, 1realized that my patient was
really the daughter, the husband , the friend, or the nurse. Each person connected to that
patient has the potential to need our assistance. Keeping yourself open to the experience
of visiting the sick will enhance your experience and the experience of those lives you

touch.

Before we begin our encounters as pastoral caregivers, we need to be aware of
some interpersonal terminology, which will help us understand ourselves as well as our
congregants. First, there are two pertinent terms that we should be familiar with before
entering any counseling session. They are transference and its partner counter-
transference. “Transference is when, the patient sees in the therapist, the reincarnation, of
some important figure out of his childhood or past, and consequently transfers on to him
feelings and reactions which undoubtedly applied to this prototype. This fact of
transference soon proves to be a factor of undreamt-of importance, on the one hand an
instrument of irreplaceable value and on the other hand a source of serious dangers. This
transference is ambivalent: it comprises positive (affectionate) as well as negative
(hostile) attitudes towards the analyst, who as a rule is put in the place of one or other of

the patient's parents, his father or mother. From "An QOutline of Psychoanalysis" by

Sigmund Freund 1940)

Transference has been around since the beginning of man’s life on Earth. We
can see active transference in the Torah. “And there we saw giants who come of the

giants; and we were in our own eyes as grasshoppers, and so must have been in their



%‘3 eyes”. ( Tanak, Numbers 13:33)[1], “These distortions are an inevitable aspect of human
relationships that can contribute to misconceptions and misunderstandings between

people, as well as to healing, love, and erotic feelings.” ( Friedman [2001] pg 94-95)

Counter-transference is the pastoral counselor’s emotional reactions to the patient
that are based on the pastoral counselor's unconscious needs and conflicts, as
distinguished from his or her conscious responses to the‘patient's behavior. “Counter-
transference occurs when our own issues from our past are revisited due to the sights,
sounds, stories or issues raised by the victims or survivors. Given the range of events we
have experienced since birth, I think it would be safe to say that all adults have
unresolved issues to some degree.” (Carroll [1998], p.2) As professionals experienced in
working with people whose unresolved issues are burdening their healing process, we

") help them to face and try to resolve these issues. These issues can remind us of our own
unresolved feelings. Addressing our feeling and processing them in a safe environment as
they arrive , will allow for us to freely walk with our congregants through their suffering.

In addition to counter-transference, caregivers face burnout when their core needs
are not addressed. As pastoral care counselors, we become accustomed to trauma events,
finding it difficult to talk about our experiences to friends or relatives who may not
understand. Although we have been trained to helping others, we often forget those skills
when it comes to ourselves or our colleagues. Perhaps we are afraid to be seen as weak or

unable to deal with our feelings or problems or unable to deal with the stress of our job.

Dr Richard Schwartz has established that clergy members are especially

vulnerable to “ performed transferences”. These transferences can be grouped into three




categories: “1) transference based on previous experiences with parents and other family
members in positions of authority; 2) transferences based on previous relationships with
clergy; and 3) transferences based on experiences of or relationship with G-d”

( Friedman [2001] pg 95)

Transference allows others to experience the clergy members as larger than life
with the capacity to be Wisé and loving at all times and is based on the wish for a super-
parent. Many people hope that the clergy members will be the great healers of the
coinmunity as well as to be all things to all people at all times. Clergy members reactilons
to such d¢mands can be to try to be all things to all people in hope that they will be loved
and accepted, “the people pleaser.” Or some may become extremely angry and
disgruntled as a reaction to these unrealistic expectations placed upon them by others. In

these situations, burnout is becomes the major complaint among clergy members.

Knowing who is requesting your pastoral care visit, can eliminate an awkward
situation when you enter the patient’s room. Under the new confidentiality laws, the
patient is the only one who can request a visit from his or her community clergy member.
Before going into the room to visit a patient, you should center oneself by taking a few
minutes to focus on your own feelings. Ask yourself the following questions: What am I
feeling? Am I tired, anxious or sad? Does this patient hold any memories for me? What
are they and how do I feel about them? By bringing these issues up prior to the actually
making the visit , you can be true to yourself and work past those issues while being truly

present for your patient. Then a healing relationship can be established. In the beginning



this can seem like a daunting process. However remember that it is a skill and will

become easier as you master the technique.

Prior to entering a patient’s hospital room, the clergy members should be aware
of the transference present from Jews . The patient may be experiencing guilt or shame
in a relations to the clergy member. These feelings stem from the patient’s fears that the
clergy member will think less of the patient because he or she doesn’t go to synagogue as
much as he or she should or feelings of inadequacies concerning their knowledge or
observance of Judaism. The patient will need some reassurance that the clergy member is
not there to judge the member, the focus is to offer support and healing. It is a privilege to
be invited into the life of one who is suffering, fearful, and at their most vulnerable time
in his or her life. As clergy members, we find ourselves day after day in the midst of
human pain and suffering. Even though we do not take on the pain of others, we do
become open to their hearts, minds, and souls. This allows for a human connection,
which through empathetic listening , allows the clergy member to experience the feelings
of the patient. Remember, even thought we are sharing the feelings of the patient, we do
not take them on as our own. Maintaining adequate boundaries with our being distant is
the trick to effect empathetic listening. Everyone can learn the skill of empathetic
listening. However, this does take practice. Some technical skills to promote empathetic
listening are the using of attentive posture, maintaining appropriate eye contact with the
use of gesturing and expressions that match the mood and expressions of the speaker.
When a listener is truly focused on the speaker empathetic listening can naturally occur.
The true skill of empathetic listen is knowing how to listen with an open heart. Peter K.

Gerlach, MSW of the Stepfamily Association of America August 7, 2005, provides us



with some techniques for what empathetic listening should sound like. First he says that
“the listener can summarize while the speaker is still talking, picture a butter knife in a
stream of water; if the blade is parallel to the flow of empathy, inserting it does not
disturb the flow ( the speaker’s stream of thought).” “Inserting your needs opinions or
thoughts, which is an interruption, which is like turning the blade of the knife sideways
in the flow.” Doing this sends signals to the speaker that you are not connecting and
listening to the speaker and his or her situation. Empathetic listening can sound like any
one of the following sentence openings: “ So you think that”, “What you need now is”,
Seems your unsure  of ”, “ You’re really feeling” or * It seems to you That” These are
just a few of the many sentence openings that can help facilitate the process of
empathetic listening. The real challenge in the empathetic listening process isto
remaining in the moment with the speaker. Many times, our minds tend to wander or
begin to focus on one problem of the speaker. We may want to try to fix the speaker’s
problem, and interject our own opinions. This is not the goal of empathetic listening. The
goal is to remain with the speaker through his or her emotional situation and not allow
our minds to stray from this. This skill is much easier said than done. In our society, we
are constantly thinking about what we have to do and, find it difficult to remain in the
moment concentrating on the task at hand. We have to consciously retrain our minds to
stay in the present situation. Sometimes I find myself exhausted after a good pastoral
visit. Empathetic listening is an intense skill to master. There is no easy way to develop it
but practice will make you better. This skill needs to be practiced continually; the
benefits will be visible in all of our relationships in our lives and both the listener and the

speaker will benefit from this attentive practice. By meeting the patient where the patient

10



is and using the skill of empathetic listening the clergy member can uncover the spiritual

needs of the patient.
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The Chaplain’s Tools

A fundamental tool found to direct the process of pastoral counseling is spiritual
assessment. Spiritual assessment is the structured process by which health care providers
and clergy members can identify patients’ spiritual needs pertaining to their mental and
physical health care. “The spiritual assessment is a tool to help us develop a thorough
and useful understanding of the sufferer’s situation, needs, and resources.” (Davidowitz-
Farkus [Friedman, 2001] p 104) The summary of the spiritual assessment is the
foundation used to organize a beneficial plan of spiritual care. Whether the patient is in
a hospital or is recovering at home a spiritual assessment can always be useful. There are
multiple formats of the spiritual assessment. No one is better than the other. Some are
more intricate than others in which the user must spend more time with the patient As
Jewish pastoral care givers we search out the history of our own tradition within the area
of spiritual assessment. Today we find our spiritual connection to G-d through prayer and
text study. As part of this text study, midrashim can be used to begin a spiritual
assessment. “ We wrestle with the text, try to understand them and by extension of
ourselves.” (Davidowitz- Farkus [ Friedman,2001] p.107) Since each one of us writes
our own spiritual text, and carry our own torah through out our lives, the interaction
between the text and those for whom we are caring for become essential for
understanding the spiritual place of the patient. While reading texts with patients, many
feelings may be uncovered through explaining of the story and feelings of the characters
within the context of the story. This is therapeutic for the patient if done in a caring and

nurturing environment. Some of the following topics are worth questioning in the

12



spiritual assessment; Where do you find G-d in the world? How do we find and approach

G-d? Can we approach G-d in tefilah, Torah, deeds and or by living in a community?

As we use the spiritual assessment tool, we must remember that there are no right
or wrong answers or feelings. The spiritual assessment process uncovers situation of the
patient’s situation. The assessment presents us with the patient’s past experiences

combined with his or her current stress and doubts about the present and future.

Many spiritual assessment tools are non denominational and may be used by all in
spiritual distress. These tools may be helpful for you with Jewish patients as well as non
Jewish patients. “At St. Elizabeth's Hospital in Washington, D.C., the Chaplain Program,
headed by Clark Aist, conducts a "Spiritual Needs Assessment" on each inpatient,
concluding with a treatment plan that identifies religious/ spiritual needs and problems,

role of pastoral intervention, and religious/spiritual activities recommended.”

“Spirituality relates to ideas of meaning, of purpose and of the continuity of life. It does
not always include a religious component. Meaningful spiritual assessment comes from
understanding that there can be no one clear definition of 'spiritual needs". It requires a

'person centered approach', focused on the individual.”(Mitchell,[ 1998]p.1)

Pastoral caregivers will receive many types of answers during their interviews
with the patients. Some of these answers will give us great insight into the emotional and
spiritual states of the patient. Each person has a spiritual dimension to his or her life.
This process can be understood by terms of religious feeling or in terms of personal

meaning within a larger context . Clergy members must try to find the interpretation that

13



best fits to the patient. Individuals who report a strong spiritual life often report the

following, according to (Mitchell,[ 1998]p2):

A greater sense of purpose

A greater sense of having come to terms with dying
Better communication

Better relationships

O O O O

During the last stages of a person’s life, there is a significant
relationship among a patient, the patient’s clergy member and their physician. The
clergy member and physician should keep in mind that patients can and do
experience significant spiritual growth and gain meaningful fulfillment during
their illness and during the last stages of life. It is up to the clergy member to
educate the patient’s physician about the significance of these issues for the
healing process. The clergy member should educate the physician on how
spiritual this patient has tended to be in the past. How inclined toward spiritual
life he or she is now whether or not he or she would like (or has had) a pastoral
care visit and whether there are religious rituals that are important to the patient.
Patients have many fears and concerns about their illness. Patients facing a life-
threatening illness are often thinking about questions that they do not articulate
easily or freely. Often requires someone, such as the physician, or the clergy
member must give permission to the patient to discuss these issues. The following
two questions are key: How will the illness proceed? What will happen to me?
Many patients are fearful of the unknown and the finality of death. However,it is

the process of dying that most fear. Frequently, the patient is consumed with

14



?m's} thoughts of death and dying and is in dire need of someone to discuss these issues.
Some of the patient’s concerns may be the following: How will I die? Where will
I die (home, nursing home, ICU, hospice etc.)? What do I need to do (estate

planning, life review, advance care planning etc.)? How much pain will I feel?

The physician or clergy member may give permission for people to talk about
these things by introducing the subject in a general way by saying, "Many people in your
situation think about dying. Is that something you are thinking about?" As patients face
these questions, they also have to adjust to major changes and losses. Some of their
questions may include the following: Who will care for the people I love that depend on
me? Who will care for me? Will I be a burden? Will they still love/respect me? What

about my job?

When someone is ill and especially when someone is admitted into a hospital or
health care facility, that person may feel a sense of loss of control over his or her body
and life due to the real possibility that one’s plans are interrupted by the illness.
Independent people who have never considered being otherwise now face dependence.
Loss of body control, including the ability to feed, bath, and toilet oneself, is certainly a
frequent concern. These losses of control can facilitate feelings of fear and anxiety

associated in many people’s minds with indignity and shame.

During these times, religion and spirituality can be a great source of strength. While it
is helpful to know the religion and religious denomination to which a person affiliates

with, the degree to which religion is important and must be evaluated separately. Some

questions that can be helpful in this assessment are the following: How often the patient

15



has gone to services in the past? Would he or she would like to do so now? Are there
particular prayers or scriptural resources that mean a lot to the patient? Some patients
engage in spiritual activities that are outside of organized religion. The level of activity in

these pursuits is also relevant to the assessment.

Occasionally, physicians will feel comfortable praying with a patient. It has been noted in
several studies that many patients would like their physician to do so. However, this is
not a necessarily a part of the patient-physician relationship. Although, it can be helpful if
the physician is comfortable in allowing the patient to express religious feeling with the
physician, as this can be pertinent to their healing process. The physician should be sure
that the best available resources have been made available to the patient for his or her
spiritual care. If the physician does not feel comfortable praying with the patient, maybe
the clergy member can suggest that the physician be included in the prayers offered by

the clergy member.

Rituals can be an important part of a person’s spiritual life. They provide us with
the physical expression of our spiritual needs and connect with the Divine source and our
spiritual community. It may be beneficial to ask if the patient wants special prayers,
declarations, rituals or last actions. Someone should be designated to make sure that
special prayers or actions and last prayers or declarations are carried out, as the patient

and family would like them to be.

Many patients experience spiritual crisis and/ or spiritual suffering along with an
illness. Many aspects of advanced illness are not commonly appreciated to be

fundamentally spiritual. Yet, the search for meaning and purpose in life is a spiritual

16



»

quest. When someone perceives loss of connection to a community or to a way of life, the
loss may challenge his or her own sense of meaning and purpose. Feelings of guilt or
unworthiness may be manifestations of spiritual suffering. If these aspects of spiritual
suffering remain unrecognized, an appropriate plan for relief pannot be instituted. Some
aspects of advanced illness may be noted to be spiritual. For example, patients may

question their faith, express a need for forgiveness and reconciliation, or feel abandoned

by G-d.

We write a spiritual assessment for a patient whom we suspect is in
spiritual pain. For those patients who are facing a life-threatening illness, establish a
comfortable atmosphere that invites discussion of spiritual issues. Express your interest in
the patient’s pain beginning by asking specific questions, such as the following:"Would
you consider yourself to be a spiritual person?”,"What role does religion play in your
life?" "Have you thought about what will happen after you die?" "What are the things that
matter most to you?” "How have you tried to make sense of what’s happening to you?"
"If you were to die suddenly, are their important things you feel would be left undone?"
"As you look back on your life, what has given your life the most meaning?” "What are
some of the things that give you a sense of hope?" Listen for deeper meanings in the
patient’s description of his or her situation and how he or she is feeling at the present
time. In order to do this accura;[ely we need to be aware of our own beliefs and disbeliefs
towards religion and the spiritual dimension. As pastoral care providers, we must be
sensitive to the beliefs and practices related to healing, dying, death, and life after death.
We must acknowledge the resources for the family and the patient’s coping process. By

definitions most patients and families experience some level of spiritual suffering. The
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goal of the pastoral care giver is to develop a plan of care to lessen or alleviate the the
patient’s spiritual distress. The following are some questions we can ask to learn more
about the patient’s and their family’s spiritual framework for end- of -life medical care.
“What is your philosophy of life?” “Are you affiliated with any tradition and how
important is it to you? To whom or what do you turn to in crisis? “Are there spiritual
beliefs you hold that conflict with the general philosophy and goals of your treatment or
palliative care? Does your religious faith have beliefs that will help you cope with this
news/ as your disease progresses?” “How has this illness affected your physical, spiritual
and emotional states?” “You said your greatest fear is that you will suffer. What would
that look like to you? What do you mean by suffering? Are you suffering now? Has being
sick made a difference in how you believe? What do you miss most as a result of your
illness? And are there any rituals that will help to decrease your anxiety or help you feel
less alone? What are you hoping for during this time?” (Endlink.[2006] p.5). These
questions can help you produce a framework for you spiritual assessment and produce a

foundation for your care plan.

The following are some additional formats of spiritual assessment questions

currently being used by clergy and chaplains.

A. RELIGIOUS BACKGROUND AND BELIEFS

1. What religion did your family practice when you were growing up?
2. How religious were your parents?

3. Do you practice a religion currently?

4. Do you believe in God or a higher power?

18
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5. What have been important experiences and thoughts about God/Higher
Power?

6. How would you describe God/Higher Power? Personal or impersonal?
Loving or stern?

B. SPIRITUAL MEANING AND VALUES

1. Do you follow any spiritual path or practice (e.g., meditation, yoga,
chanting)?

2. What significant spiritual experiences have you had (e.g., mystical

experience, near-death experience, 12-step spirituality, drug-induced,

dreams)?

C. PRAYER EXPERIENCES

1. Do you pray? When? In what way(s)?

2. How has prayer worked in your life?

3. Have your prayers been answered?
HOPE Assessment

Yet another approach to spiritual assessment is entitled HOPE, in

which the acronym of HOPE is used to perform the assessment. HOPE has been
designed for medical professions as an easy way for physicians, nurses, and
chaplains to incorporate spiritual care into the medical treatment plans of the

patient. Physicians often hesitate to inquire into this universal dimension of

human experience, yet studies suggest patients welcome the inquiry.

H--sources of hope, strength, comfort, meaning, peace, love and connection
O--the role of organized religion for the patient
P--personal spirituality and practices

E--effects on medical care and end-of-life decisions
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Questions used in this approach are on included in this article:
Spirituality and Medical Practice: Using the HOPE Questions as a Practical Tool for
Spiritual Assessment GOWI ANANDARAJAH, M.D., and ELLEN HIGHT, M.D.,

M.P.H American Family Physician

Spiritual Assessment Questions for the —-FICA Assessment are as follows:
F) Faith and Belief

1) What are your spiritual or religious beliefs?

2) Do you consider yourself spiritual or religious?

3) What things do you believe in that give meaning to your life?
I: Importance and Influence

1) Is it important in your life?
2) How does it affect how you view your problems?

3) How has your religion/spirituality influenced your behavior and mood
during this illness?

4) What role might your religion/spirituality play in resolving your
problems?

C: COMMUNITY
1) Are you part of a spiritual or religious community?
2) Is this supportive to you and how?
3) Is there a person or group of people you really love or who are really

important to you?

A: ADDRESS
1) How would you like me to address these issues during your treatment?
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During the interview process, be aware not only of the spoken word but also note
body language and visual cues indicating possible religious or spiritual beliefs and practices.
Some visual cues indicating possible religious or spiritual beliefs and practices may include
the following: representations of religious figures or community leaders, religious symbols
or art, prayer books or scripture, books about the meaning of illness or healing practices,
religious clothing such as a prayer shawl, altars or shrines, herbal remedies, and any other
objects considered sacred, invested with healing powers, or used for specific religious

practices.

The most important part of the assessment process is the use of language as a
possible indicator of spiritual or religious framework. As patients and families ask questions
about their illness, discuss treatment plans, or carry on casual conversation, listen for
phrases suggesting explicit religious beliefs such as the following: “If God wills it”. “It is in
the hands of the man upstairs”, “This medicine is a blessing”, “When she makes her
transition...”, Also closely listen for statements that speak to a more general philosophy
about illness, fate, and the value of life such as the following: “You play the hand you are
dealt”,” He’s always been a fighter”, “There are some things worse than death” etc. As
people share pieces of their life stories, their core values, and perspectives are likely to

emerge.

The language used by the patient’s can be an indicator of possible spiritual suffering.
Some commonly heard statements that may indicate spiritual suffering include the
following: “What’s the point of living like this?”, “Why is God doing this to me?”, “I just

wish I was dead”, “Can’t you do something?”, and “When she gets better...” Some questions
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questions asked of the staff that seems to be purely medical may, in fact, be also indicate the
existence of spiritual suffering. For example, a family member asks “How much longer,
Doctor?” The family member may seek factual information regarding prognosis, need to
know in order to plan for the patient’s care needs, doubt their own ability to cope

emotionally, or perceive that the patient is experiencing prolonged suffering.

Often the patient may convey signs of spiritual suffering through the use of
metaphorical or symbolic language. This may be a key to unresolved issues or unmet
spiritual needs. Much has been written about the unique language of terminally ill persons.
Cultures where it is not accepted customary to speak directly about illness and death often
uses coded words to talk about these issues. Those who are ill, regardless of their traditional
background will use language and images whose meaning should not to be taken literally .In
some cases, this language may refer to a set of religious beliefs or spiritual understanding of
the world .For example, “I am ready to go home,” may indicate that the person wants to

leave the hospital and die in their own house. It may also refer to heaven.

Sometimes physical symptoms, including physical pain, are entirely biological in
origin and should be treated using the appropriate medication. However, many symptoms
may also indicate the existence of unaddressed emotional or spiritual pain Unaddressed
emotional or spiritual pain should be suspected in cases where symptoms include: physical
pain that is unrelieved after extensive and appropriate medication intervention, pain that is
unspecified or that frequently changes location, anxiety, and increased shortness of breath.
Restlessness or agitation, fatigue, flat affect or withdrawal and or insomnia can be signs of

underlining spiritual distress.
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The clergy member or medical staff can identify behavioral cues which uncover core
values and/or to underlying spiritual suffering. Such as a patient declining assistance with
personal hygiene and basic care needs, experiences power struggles with family members or
caregivers, has a history of practice/affiliation, refuses religious leader or stops religious
practices, isolates himself or herself, withdrawal from primary relationships, declining pain
medication when physical pain is present, and/ or shows a lack of engagement in activities
that bring comfort or joy. Once we have identified these behaviors then we can begin to

develop our plan for the spiritual assessment.

Some objectives of the spiritual assessment are to define the difference between
religion and spirituality, summarize the historical and present relationship between
psychology and religion/spirituality, learn how to conduct spiritual assessments and how to
structure interviews and other instruments, and identify common spiritual problems that
hinder true spiritual express and health of the individual. Once these questions are answered
the clergy member begins to structure his or her pastoral care visit in a manner to promote
healing. Health care professionals should know how to contact the patient’s clergy member
or spiritual representative relevant to the patient's faith and beliefs and should be aware
when input is required. Educating the health care staff about the clergy member’s
availability is crucial to the health and spiritual well being of the patient. It is a good practice
to stop at the health care desk on the patient’s floor to inform the nurse that you are have
completed your visit. Let the staff know when or if you will be back for another visit. This
ensures continuity of the patient and does not leave the care giver in the dark should the
patient have a spiritual break through when you are not present Before you begin to

formulate your care plan, one must keep in mind that you should not attempt to make the
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patient over and transform him or her into someone you think they should be. Spiritual
health is purely individual and should be left up to the patient. We each have a unique
relationship with G-d. This relationship can only grow when the individual wants itto

change and not before then.

However, there are situations when time is of the essence. “As pastoral
caregivers, we often encounter people who are in acute spiritual pain from loss or trauma.
The caregiver must meet the suffering individual in the place of challenge. This work
must be done using both intelligence as well as with heart.” ( Davidowitz Farkus
[Friedman 2001] p 104). Spiritual pain is a result of the experience of illness, which may
threaten an individual with, spiritual disintegration, isolation, and loss of meaning.
Spiritual assessment suffers from the misconception that spirituality equals religiousness.
Atheists may have spiritual needs. Chaplains and members of the multidisciplinary team
are experienced in meeting spiritual needs, and can assist the individual's search for

meaning from different faith perspectives, or from none.

The pastoral care giver may choose to use the process of ‘Life Review’ in helping
the patient assess confused feelings and unresolved issues. The pastoral counselor should
encourage the patient to tell his or her story through his or her life’s journey to the
present moment. This is known as a life review. Life review is a process that involves
listening attentively to the patient’s story of his or her life and explores the patient’s
feelings of unworthiness and fears about what he or she has left undone. The patient must
be able to speak openly about his or her fears and their mortality. Feelings of inadequacy

should be challenged gently by reflecting on the accomplishment of the patient’s life.
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Then the pastoral care giver is able to encourage the patient to work out the remaining
situations that he feels he or she have been left undone. Geriatricians Lewis and Butler
have emphasized this point: “ The therapeutic possibilities of the life review are complex.
There is the opportunity to reexamine the whole of one’s life and to make sense of it,
both on its own terms and in comparison with the lives of others. Identity may be
reexamined and restructured. “There is the chance to resolve old problems, to make

amends and restore harmony with friends and relatives.” (Byock [1996] p.10-11)

The process of story telling is a valuable validation of a person’s life. Stories
about a person’s life can be facilitated by anyone. With the aid of pictures or a photo
album precious memories and feelings maybe assessed through it. This process may
facilitate the development of an ethical will for the patient’s children, relatives, and

friends. We will discuss ethical wills further on in this paper.

When suffering begins to overwhelm the process of the life review we turn to the
original point and time of suffering. The meaning of suffering may well be equated with
spiritual pain and spiritual anguish. “It has been stated that suffering can include physical
pain but is by no means limited to it.” (Cassel [2004]p.1) It is true that for some suffering
can have a meaning, to others it is useless and then often unbearable. However the

emotional pain of a person’s emotional pain increases when he or she lacks an emotional

support system.

Kaye (1990) explains a wide variety of emotions experienced by those in spiritual
pain and has classified them in terms of: the past (painful memories, regret, failure, guilt)

the present (isolation, unfairness, anger), and the future (fear, hopelessness).
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When someone is ill or in the hospital for any reason, he or she may feel isolated
from his or her world. The patient experiences feelings of fear and anxiety, during long
periods of pain, in his or her physical, emotional and spiritual selves. The patient may
question the meaning of life while facing his or her own mortality. In many cases,
patients have no one to talk with concerning these issues burdening their souls. “For
some patients, the experience of acute illness evokes concerns about their relationships in
their live, especially with a spouse, children or a parent.” (Friedman [2001] p. 191) Since
the clergy members are that connection to the Jewish community, we are expected to
provide spiritual support through the process of the illness. Many recent studies have
confirmed the positive outcome of a patient, healing their relationships through the use of
spiritual connection and practice. Clergy members can facilitate this process by providing
access to prayer, encouraging the participation in daily davening and instructing the staff
on Jewish customs and holidays. The observance of Shabbat can play a major role in
adding a sense of spiritual personhood to the patient. Lighting candles, reciting the Motze
and Kaddish, experiencing visits from friends and relatives will help enrich the patients’

sense of connection to the Jewish community while remaining in the hospital.
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The Mitzvah of Pastoral Care

Judaism requires that every Jew participate in the mitzvah of visiting the
sick. In the Talmud , Resh Lakish is asked by one of his students, “Where is visiting the
sick indicated in the Torah? In the verse, If these men die the common death of all men,
or if they be visited after the visitation of all men”. “How is it implied? Raba answered
(The verse means this) if these men die the common death of all men who lie sick in a
bed and men come in and visit them, what will people say? The Lord hath not sent me for
this task”. ( BT Nedarim 39b)[2] This citation from the Talmud teaches us that the
obligation in visiting the sick is part of the spiritual evolution of humans on Earth. It is
not a direct commandment but it is found between the letters of the text. It is found by
understanding how G-d treated those who were in pain. In our world it is natural that
people get sick and in that natural course of life, it is natural that we respond to this

situation with our care and concern as part of the human race and the Jewish people.

Visiting the sick, Bikur Cholim is a subdivision of the mitzvah of loving kindness.
The goal of Bikur Cholim is to provide a healing relationship that will lessen the
suffering of the patient. The Talmud states that we imitate the essence of G-d when we
fulfill the mitzvah of Bikur Cholim. The Talmud also derives the concept of Bikur
Cholim from G-d’s visit to Abraham through the appearance of angels on the third day of
his circumcision. (BT Sotah 14a )[3] In these verses G-d appears to Abraham to become a
presence through a relationship of healing. ( Genesis 18:1-3)[4] The Talmud offers
social guidance about whom to visit and limits visitation to those with headaches, bowl -

trouble and eye disease ( BT Nedarim 41a)[5]
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These guidelines were established to protect the vulnerability and possible
embarrassment of the sick. “Family members can not be expected to carry the entire
burden of the patient’s illness and problems, “Bikur Cholim remains an important
imperative mitzvah for friends when a patient is living at home.” (Dorff [1998] p. 194)

An essential element in visiting the sick is to never abandon a patient.

Pastoral care visits becomes a critical therapeutic intervention when we witness and valid
patient’s suffering and pain. Frequently, patients who are agitated can be calmed by the
presents of another person holding their hand, sitting at their bedsides or touching their
brows. These gentle expressions of nurturing can assist in the healing process for the
mental, physical, and spiritual healing of the patient.

In the Babylonian Talmud Nedarim 40a [6], we find the teaching of our sages to
be congruent with this philosophy, “Rab Helbo is sick. But none visited him. He rebuked
them (the scholars), saying, “ Did it not once happen that one of R. Akiba’s disciples fell
sick, and the Sages did not visit him? So R. Akiba himself entered (the house) to visit
him, and because they swept and sprinkled the ground before him, he recovered. “ ‘My
master, said he, “you have revived me!”’” Rabbi Akiba went forth and lectured: He who
does not visit the sick is like a shedder of blood. Rab said: He who visits the sick will be
delivered from the punishment of Gehenna, as it is written, “Blessed is he that considered
the poor: the Lord will deliver him in the day of evil.” (Psalms 41)[7] The poor means
non other than the sick...as found in the Book of Samuel II, “Why art thou so poorly
(dal) thou son of the king?”” (Samuel II 13:4)[8] “But what is his reward in this world?
The Lord will preserve him, and keep him alive, and he shall be blessed upon the earth;

and thou will not deliver him unto the will of his enemies” (Psalms 41:3)[9] “The Lord
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will preserve him--- from the evil urge and keep him alive. (Saving him) from sufferings:
and he shall be blessed upon the earth.” It was also taught in the Talmud, “There is no
measure for visiting the sick. What is meant by, there is no measure for visiting the sick?
R.Joseph thought to explain it; its rewards are unlimited. Rabbi Abbaye said “Evena
great person must visit a humble one. Raba said (One must visit) even a hundred times a
day. R. Abba son of R. Hanina said: He who visits an invalid takes away a sixtieth of his
pain. Said they to him: If so, let sixty people visit him and restore him to health? He
replied: The sixtieth is as the tenth spoken of in the school of Rabbi”. (BT Nedarim
39b)[10]

As visitors of the sick, (pastoral caregivers) are asked to be a ben gil. The
commentators of the Talmud interpret a ben gil as meaning the visitor should be of the
same age as the one who is visited. However, others interpret the idiom to mean that the
visitor must be the same astrological sign as the ill person. (The Ran BT Nedarim
39b)[11] The belief is that the ben gil is able to establish the deepest level of rapport,
which is most available to a ben gil. As a clergy members, we are asked to function as a
ben gil for those we have never met or have very little connect with. To do this we must
search deep within ourselves to find our wounded selves . Then and only then can we
establish true empathy and becoming conduits for the patient’s pain.

An important component of the Bikur Cholim visit is praying for and with the
choleh. We learn this from the Talmud, “When R. Dimi came; he said He who visits the
sick causes him to live, whilst he who does not causes him to die. How does he cause
(this)? Shall we say that he who visits the sick prays that he may live and whoever does

not visit the sick will ask mercy that (the sick person) should die? Would you think this?
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But (It must mean) that whoever does not visit the sick will no task mercy, neither that
the sick person should live or die”. (BT Nedarim 40a)[12] One of the Commentaries
suggests, “There are times when one must ask mercy for the ill person that he should die.
Such as when he suffers so much in his illness and it is impossible that he should live.”
The Talmud continues with the story of an act of mercy upon the suffering of the Rabbi:

“On the day when Rabbi died the Rabbis decreed a public fast and offered prayers
for heavenly mercy. They furthermore, announced that whoever said that Rabbi was dead
would be stabbed with a sword.

The rabbi’s handmaid ascended the roof and prayed: ‘The immortals desire the
Rabbi (to join them) and the mortals desire Rabbi (to remain with them); May it be the
will (of G-d) that the mortals may overpower the immortals’. When, however, she saw
how often he resorted to the privy, painfully taking off his tefillin and putting them on
again, she prayed: ‘May it be the will (of the Almighty) that the immortals may
overpower the mortals.” As the Rabbis incessantly continued their prayers for (heavenly)
mercy she took up a jar and threw it down from the roof to the ground. (For a moment)
they ceased praying and the soul of Rabbi departed to its eternal rest. ‘Go’, said the
Rabbis to Bar Kappara, and investigate.” He went and, finding that the Rabbi was dead,
he tore his cloak and turned the tear backwards. (On returning to the Rabbis) he began:
“The angels and the mortals have taken hold of the holy ark. The angels overpowered the
mortals and the Holy Ark has been captured’” (BT Ketubot 104a)[13]

“ The later codes go even further they not only allow one to desist from praying
for a person’s recovery but explicitly permit one to pray that G-d speedily take the life of

a dying person in pain.” (Dorff [1998] p.198)
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Pastoral caregivers provide prayer to instill hope in the situation and the person.
‘Prayer is sometimes a tool used to transform and sometimes a means to “avert the
bitterness of a severe decree, “bringing peace but not a cure”( Friedman [2001] p-130)
The Misheberach prayer prays for a complete recovery of body “Rufat haguf” and the
soul “efuat hanefesh”. This prayer identifies the dual concept of illness and suffering.
The body may be healed, but the soul continues to suffer, or the soul is healed, but the
body continues to suffer. The concept of the miseberach is that healing is possible even
when there is no possibility of a cure.  Prayer is a step into the unknown and a surrender
to the possibility that life is much larger than we night have imagined” (Friedman [2001]

p.131)

There are many prayers within the Jewish tradition that can work for many
situations. However, there are times when traditional liturgical prayer is not fulfilling or
personal enough to express a person’s suffering. Spontaneous prayer can be most
effective in these situations. When assisting in a prayerful conversation with G-d,
spontaneous prayer can structure a persons suffering, giving it words and a reality by
making the situation something real that can be dealt with. By organizing the person’s
thoughts and providing a structure, spontaneous prayer can be one form used to connect
with the Divine. This connection can promote healing of the most intimate nature. “ The
pastoral care giver’s goal is to help each person to find the language through which his or
her individual heart and soul can speak” (Friedman,[2001] p. 132) Sometimes liturgical
prayer can provide the words, what the soul is feeling. Sometimes this form of prayer can
be the true connection to the Divine. It is the pastoral caregiver’s responsibility to find the

language, that expresses the feelings and suffering of their patients. Rebbe Nachman of
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Bratzlav “taught his students to speak out to G-d from the depths of their hearts. He
encouraged them' to go to a secluded place in the woods and give their voice to
spontaneous, uncensored speech.” (Friedman [2001] p 133)(Arthur Green, The
Tormented Master Woodstock, Vt: Jewish lights publishing, 1992) This practice can be
very cathartic for the patient as he or she tries to enunciate the feelings of torment of his
or her soul Spontaneous prayer can bring the patient to a place where his or her pain is

identifiable. Only then can we articulate our feelings and needs to the Divine.

32



s %
i

Pain and Suffering

Part of Bikur Cholim; is attending to the physical needs of the sick.
( Friedman [2001] Ozarowski p.25) As pastoral care givers we are interacting with those
in various levels of pain. This pain may begin at the spiritual level and transform into the
spiritual level and vise versa. We must be knowledgeable about the assessing the
different levels of pain The fact that “suffering” can exacerbate physical pain is well
described by Rene Leriche who wrote some 60 years ago wrote “Pain is the resultant of
the confounding factors, a logical approach and the use of validated tools may help to
clarify the different aspects of a patient's pain”. A body chart or sketches giving a
graphical description of pain can be useful for reference purposes when pain is being
assessed, especially when assessing the pain of a child. Notice the area of pain; the colors

they choose to describe their pain and the size of the painful area.

Pain assessment tools must measure: intensity of pain, relief of pain,
psychological distress, and the functional impairment. Physical pain can be a
manifestation of emotional pain. Sometimes our emotions are too much for our mental

abilities to bear. In that event our pain energy turns into a physical manifestation of pain.

Clergy members have the ability to begin talking about the physical pain and
walking with the patients, through that pain to the emotional component of the physical
pain. In order to walk with our patients, we must understand what the physical pain looks
like. The medical staff uses a universal system of assessing physical pain. They perform a
detailed history taking which is vital to a comprehensive assessment. Listen to the patient

carefully and determine the following areas of pain. By carefully listening to the patient,
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we can sometimes hear beyond the realm of the physical pain into the area of emotional

and spiritual pain. A physical pain assessment examines the following elements of the

pain

Site and number of pains
Intensity/severity of pains
Radiation of pain
Timing of pain
Quality of pain
Aggravating and relieving factors
Etiology of pain
» Pain caused by cancer
» Pain caused by treatment
«  Pain associated with cancer related debility (e.g. decubitus ulcers
or skin ulcers)
» Pain unrelated to cancer or treatment
o Type of pain
= Somatic
s »  Visceral
5 ) » Naturopathic
» Sympathetically mediated
=  Mixed
= Anguish
Analgesic drug history
o Presence of clinically significant psychological disorder e.g. anxiety
and/or depression)

O 0O 0O 0O 0O O O

Pain path physiology is identified by the categories that describe the pain as acute,
chronic, nociceptive or naturopathic. Each category has subcategories defining their
presentations. Acute pain is usually related to an easily identified event or condition. This
type of pain has a sudden onset and usually resolves within a period of days or weeks and
is usually nociceptive. This pain may be due to an injury or something such as

appendicitis etc. Chronic pain may or may not be related to an easily identified path

physiologically. It may have many factors and it may be present for an unknown period
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*mt? of time. Nociceptive pain is presumed to involve: direct stimulation of intact mechanical,
chemical, or thermal nociceptors and transmission of electrical signals along normally
functioning nerves. Nociceptive pain can be subdivided into two subgroups: somatic pain
and visceral pain. Somatic pain involves skin, soft tissue, muscle, and bone due to
stimulation of the somatic nervous system. Patients may describe this as sharp, aching,
and/or throbbing pain that is easily localized. Visceral pain that involves cardiac, lung,
and GI and GU tracts. This results from stimulation of the autonomic nervous system.
Patients may find this pain difficult to describe or localize. Nociceptive pain generally
responds well to medications such as opioids and/or co analgesics. Neuropathic pain is
presumed to result from disordered function of the peripheral or central nervous system
(CNS) due to any of many potential causes, including: compression, infiltration,

J) ischemia, and metabolic injury. There are varied subtypes of neuropathic pain including:

those sustained by peripheral processes (e.g., painful neuroma or tumor) and those

sustained by CNS processes (e.g., phantom pain from a recently amputated limb).

Complex regional pain syndrome can be classified by the syndrome (e.g., painful

polyneuropathy, phantom pain, etc) Patients tend to describe neuropathic pain with words

such as burning, tingling, numbness, shooting, stabbing, or electric-like feelings. The
intensity of pain involved may exceed observable injury. Although naturopathic pain may
respond well to opioids, adjuvant analgesic medications (tricyclic antidepressants,
anticonvulsants, antiarrhythmics, etc) are often required in combined with opioid

medications to achieve adequate relief.

The following chart is a good example of how a clergy member can be therapeutic

in raising the pain tolerance of people in pain even for a short period of time. Clergy
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members can encourage rest and relaxation when anxiety is present. As previously stated

in the Talmud, R. Abba son of R. Hanina said: “He who visits an invalid takes away a

sixtieth of his pain”. (BT Nedarim39b)[14].

Aspects that lower pain tolerance Aspects that raise pain tolerance

Discomfort
Insomnia
Fatigue

Anxiety

Fear

Anger

Boredom
Sadness
Depression
Introversion
Social abandonment
Mental isolation

(Chart adapted from Twycross and Lack)

VVVVYVYVYYVYYYVYY

A\

VVVVYVYYYVVYY

Relief of symptoms

Sleep

Rest

Relaxation therapy
Explanation/support
Understanding/empathy
Divers ional activity
Companionship/listening
Elevation of mood
Understanding of the meaning
and significance of the pain

The process of pain management starts with adequate assessment of the pain .The

absence of appropriate assessment is the leading reason for poor pain management. A

comprehensive pain assessment addresses the pain's nature and cause. In a personal

context pain is psychological, social, spiritual, and a practical issue.

“Pain is more than a physical phenomenon”, states CM Sauders in, The

Management of Terminally I1l Patients. Despite this, the psychological, social and

spiritual aspects of pain are not always considered. A complete assessment of pain

requires the assessment of the psychosocial needs, level of anxiety, mood, cultural

influences, and fears. These elements have effects on inter-personal relationships, which

can affect pain thresholds and possibly interfering with adequate healing during a pastoral

care visit. “No less emergent is the suffering of a person whose physical symptoms are
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controlled and whose agony detives from the sense of impending disintegration or the
loss of meaning and purpose in life.” (Byock [2000]p.6)

The Talmud acknowledges suffering through the telling of stories of our great
rabbis. The story of Rabbi Hanina ben Teradion brings this to light. “Rabbi Jose b. Kisma
died and all the great men of Rome went to his burial and made great lamentation for
him. On their return they found R. Hanina b. Teradion sitting and occupying himself with
the Torah, publicly gathering assemblies, and keeping a scroll of the Law in his bosom.
Straightaway they took hold of him, wrapped him in the Scroll of the Law, placed
bundles of branches round him and set them on fire. They then brought tufts of wool,
which they had soaked in water, and placed them over his heart, so that he should not
expire quickly. His daughter exclaimed, ‘Father that I should see you in this state!! !” He
replied, “If it were I alone being burnt it would have been a thing hard to bear; but now
that I am burning together with the Scroll of the Law, He who will have regard for the
plight of the Torah will also have regard for my plight.” His disciples called out, “Rabbi,
what sees thou?” He answered them, “The parchments are being burnt but the letters are
soaring on high.” “Open your mouth so that the fire will enter
Into you.” He replied,  Let thee who gave me my soul take it away, but no one should
injure himself.” The Executioner then said to him, “Rabbi, if I raise the flame and take
away the tufts of wool from over thy heart, will thou cause me to enter into the life to
come?” “ Yes, he replied. “Then swear unto me,” He swore unto him. He thereupon
raised the flame and removed the tufts of wool from over his heart, and his soul departed
speedily. The Executioner then jumped and threw himself into the fire. And a bat kol

exclaimed: R. Hanina b. Teradion and the Executioner have been assigned to the world to
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come. When Rabbi heard it he wept and said: One may acquire eternal life in a single
hour, another after many years.( BT Avodah Zerah 18a)[15]

Through the study of this section in the Talmud we become aware that suffering
had a purpose in allowing the sufferer to enter into Olam Habah. Within the experience
of a true healing relationship, the sufferer and the visitor play signifant roles in the
process so that both benefit from the pastoral experience. A healing relationship is
required when trying to decrease the suffering of the patient. Although most people
experience some level of pain while in the hospital due to a surgery or acute disease
process, suffering is the psychological reaction we experience from the actual physical or
psychological pain. When illness separates him or her from his or her activities of daily
living such as his or her job, family, friends, or hobbies a feeling of loss and isolation
becomes a presence felt by all. We can’t help but ask the burning questién of all who
deal with those who suffer, ‘is there any meaning in suffering?” “ Does G-d want us to
suffer?” Suffering is a human condition. “ Despite the familiarity with the general
situation, the task of a care giver for a person who is suffering can seem overwhelming.”
(Byock [1996] p.237) But for clergy members, it is surely a great reward to be given the
opportunity to apply what we know to help those who are troubled. “ In modern, secular,
western culture suffering is assumed to be wholly adverse and devoid of value. The
predominant personal orientation toward suffering is one of avoidance or alleviation.
When we suffer, we present ourselves as patients.” (Byock, [1996] p, 2) The word
patient means sufferer, in Hebrew, choeh.

“Traditional spiritual orientations toward suffering are instructive” Buddhists feel

that suffering arises from out attachment to the physical world.” (Byock, [1996] p, 2)
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Only through detaching ones self from these worldly desires will one reach
enlightenment. For Jews suffering has been a major theme in our history. During the
medieval period in the Jewish mystical text the Zohar suffering was thought to elevate a
righteous person’s soul out of this world making him more meritous in Olam habah.
However, the falmud brings us another philosophy about suffering in the story of Rabbi
Johanan. Rabbi Johanan once fell ill and Rabbi Hanina went in to visit him. He said to
him: “ Are your sufferings welcome to you?” He replied: “ Neither they nor their
reward.” He said to him: “Give me your hand.” He gave him his hand and he raised him.
Why could not Rabbi Johanan raise himself? They replied: “The prisoner cannot free
himself from jail.” (BT Berachot 5b)[16] *“ Judaism teaches that G-d chose us for certain
roles in the world’s development. * Inevitably, some human suffering will occur and
must be accepted for the sake of others or the community as a whole or in congruence
with G-d’s eternal plan.” (Byock, [1996] p, 2) It is our obligations as Jews to free the
suffer through the experience of visiting the sick. Eric Cassell contributed a valuable
model for understanding suffering. Suffering is defined as a topic of personhood. Each
person has a body that is totally unique unto that person. Also each person has his or her
own personality, temperament, and uniqueness. Inherently, we all are social beings. This
is why family and cultural backgrounds play such an important role in our adulthood,
giving us a sense of meaning. Some dimensions of personhood are more visible to others.
Most obvious is the community self-seen by your professional activities. Other
dimensions are aspirations, dreams, fears, memories and beliefs that are subjective to the
individual. Each person has a realm of unconsciousness in which intuition, memories of

tastes and smells are experienced as emotions. Every person also has a transcendent
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dimension. This is manifested through your relation ship with family, and friends and
having a connection to your family to live on through future generations.The fear of
loosing these connections that produce suffering within the heart and mind of the patient.

Cassel conceptualizes suffering as “occurring when a threat to the integrality of
the person is perceived and asserts that the experience of suffering persists until the threat
has passed or until integrality of the person can be reestablished in some manner.”

( Byock [1996]p.4)

“The meaning of suffering may well be eciuated with spiritual pain/spiritual
anguish. It has been stated that suffering can include physical pain but is by no means
limited to it”. (Cassell [1982]pp 639-645) There is truth to the fact that some suffering
can have a meaning, but to some, suffering is senseless and then often unbearable. A
person may be suffering due to the agony produced by the possible loss of self, the
meaning of life and his or her purpose in it. With the help of our teachers, Jews find our

moral roots and comfort in our sacred texts.

Clergy members can help to ease this sense of loneliness and loneness by making
visits to the hospital or patient’s home. “Even when suffering derives from the deepest
realms of the personal, psychosocial, existential, or spiritual. * As a health care
professional Ira Byock MD approaches suffering after having made some effort to
prepare the mind. “It is, perhaps, the nature of study that it never seems sufficient”.
“Critical contributions from the clinical perspective to my understanding of suffering

have included Man’s Search for Meaning by psychiatrist Viktor Frankl and more

recently, Eric Cassel’s article and book, The Nature of Suffering and the Goals of
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Medicine. Frankl “asserts that physical discomfort and deprivation are not sufficient to
cause suffering, that suffering depends on an experienced loss of meaning and purpose.”

Cassell understands through the construct of personhood defines suffering in
terms of conditions or events that threaten the intactness or integrity of the person.”
(Byock, [1996]p.4)

In the pursuit for insight into suffering the medical model is limited. Suffering
represents a problem to be managed; the process of dying is a progression of problems to
confront. “While this analytical approach is valid within the confines of the medical
model it can facilitate a plan for effective intervention. However it is limited, offering no
place or terms for a wide range of human expression. Whatever one’s religious or
philosophical perspective, if the commitment to investigation is desired it becomes
undeniable that within the human condition there is opportunity hidden within
suffering”. ... “More generally the problem based model is two dimensional; it cannot be
perceive color, tone or the texture of life.” (Byock, [1994] p 8-13) The fear we feel while
suffering can be crippling. Our duty as pastoral care providers is not to provide the
answers. Our duty is to remain committed and walk along side of the one who is
suffering. Our skill and desire to navigate through the unpleasantly dark paths along side
of our patients, are what we give to those who as suffering. Acknowledging our
unknowing along the way is not a disempowering action. Here our honorable function is
being able to empathize and listen. We become the conduit for G-d to flow through our
vehicle and touch our patient. In saying, “I can only imagine how hard this is for you.”
We can communicate genuine compassion, assuming the statement expresses a genuine

willingness to invest the emotional energy and to accept the personal risk that such

41



imagination entails.” (Byock,[1996]p5 ) Transformation in suffering is real and possible.
We must be present ourselves with a prepared minds and hearts. We must always be a
presence and bear witness to their existence and suffering. Our responses to our patients
must be as unique as the individual and his or her experiences. We need to allow
ourselves the potential to experience and change with the patient through his or her
suffering.

However, working with a person who is in great agony, a person under great
stress is no longer considered in Jewish law to be a free agent. He is as the phrase is
onus’s, “under stress” or “compulsion.” Such a person is forgiven the act of suicide or
asking for assisted suicide. The classic example is King Saul, who fell on his sword. His
death and the forgiveness granted him gave rise to the classical phrase, in this case,
Onus’s k’Shaul . In many cases in the legal literature, the suicide was forgiven and given
full religious rites after death if h or she was under great stress in his last days.

However, the law does not mean that a person may ask for death if he’s in agony,
but that it is pardonable if, in his agony, he does do so.

As clergy members, we will be asked to assist our families, congregants and
patients face very difficult decision at the end of their lives. These decisions are
complicated and vary widely from one situation to another. We can gain a basic
background of the legal and ethical responsibility by exploring the medical law under
which physicians need to practice. From there, we can make accurate and ethical
decisions by applying Jewish law to these situations. For instance, if a patient is in agony
and requested medication, knowing this is definitely a lethal medication, the direct effect

of which would be to put an end to the patient’s life, the use of such medicine would be
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mi} absolutely forbidden. But perhaps this medicine is not immediately, or intentionally,

lethal; it’s prime purpose and main effect is the alleviation of pain. The harmful effect on
the heart of the patient is only incidental to its purpose and is only a possible secondary
reaction. The question, therefore, amounts to this: May we take the amount of risk to the

patient’s life in order to relieve the great agony that he or she is now suffering?

Interestingly, there is very little discussion in the Talmud about the relief of pain.
Perhaps it is because there was a lack of pain management treatments available or
because most individuals did not endure pain for any great length of time. This was due
to the level of medical care, which was available during that time period. Most of the
discussion deals with the theological question of why pain is sent to us and how we are to

endure it and our attitude to G-d because of it. The Talmud does mention one pain-killing

medicine that could be used in the ceremony of piercing the ear of a slave.
(Kiddushin21b).[17] This has been identifies as the basis of all modern legal discussions
as to whether an aesthetic may be used in circumcision. (Current Reform
Responsa,[1991] p.103)

The Talmud does discuss the pain of Rabbi Judah the Prince in Ketubot 104a.[18]
“Rabbi Judah The Prince was dying in great agony. The rabbis surrounded his house in
concerted prayer for his healing. But Rabbi Judah’s servant (who is honored and praised
in the Talmud) knew better than the rabbis did how much agony he knew better than the
rabbis did how much agony he was suffering. She therefore disrupted their prayers in

order that he might die and his agony end.”
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This Talmudic passage emphasizes the fact that sometime we must show
empathic mercy upon others by taking definite action to relieve pain, even if it is possible
to reason as follows: It is true that the medicine to relieve his pain itself will weaken his
heart, but does not that relieving the pain may strengthen him more than the medicine
might weaken him? In all events, it is a matter of judgment, and in general we may say
that to relieve his pain, we may incur some risk as to his final hours. ** Neither the patient,
nor others may induce death, they may pray to G-d to permit death to come” (Dorff

[1998] p.197)

Cicely Saunders, founder of the modern hospice movement coined the phrase “total
pain” to refer to “physical, spiritual, emotional kinds of suffering commonly experienced
by persons with life-limiting illness and their families.” The Joint Commission for
Accreditation of Hospitals have established new pain standards which represent a step
forward, however, their primary focus is on physical pain not spiritual pain. Palliative
care recognizes the intricate relationship between physical pain, and emotional and
spiritual suffering. “Physical pain itself can be exacerbated by non-physical causes such
as fear, anxiety, grief, unresolved guilt, depression, and unmet spiritual needs. Likewise,
the inability to manage physical pain well can be due to emotional or spiritual issues.”

(Saunders, C.M. [1997]p.5)

Any patient has the right to pain management and that right is supported and
respected by all involved in the patient’s care. Individuals may refuse pain medication
due to fear or because they wish to be alert in order to interact with loved ones or because

they believe they deserve to suffer. Unrelieved physical pain, among other symptoms,
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may itself cause emotional or spiritual suffering. Some emotional or spiritual suffering,
especially in certain cultures may manifest itself as physical pain. Spiritual frameworks
and religious traditions influence how persons interpret and experience physical pain.
Understanding how the mind, body, and spirit are understood in relationship to each other
and, in relationship to their spiritual presence or belief is important. This framework is
broad and includes suffering of all kinds, whether its cause is physical or due to spiritual
or emotional suffering. There are times when cultural interpretations of pain and
suffering may conflict with the goals of medical care. These cultural and religious
interpretations of pain and suffering can conflict with the stated goal of medical and
palliative care: to relieve pain and suffering. This is the reason the interdisciplinary team
assesses the person’s pain as a team. Often plans to manage pain pharmacologically fail.
a\) In these cases, spiritual practices can be implemented to help in the management of
physical pain. Clergy members will introduce the practices that have been proven to help
in the management of physical pain including: Prayer, Relaxation techniques, chanting,
ritual cleansing, acts of atonement, acupuncture, and herbal remedies. Physical pain and
other symptoms such as loss of personhood, despair, and feelings of abandonment by

God may cause spiritual pain and suffering.

When physical or emotional pain becomes intolerable, patient may resort to
requests for assisted suicide. Clergy members, as part of the team should pay attention to
spiritual suffering when pain is identified. Once the physical pain has diminished, the
interdisciplinary team should explore whether there is any spiritual pain remaining.

Spiritual pain and suffering not caused by physical pain or other physical symptoms are
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common for persons who are chronically ill. In the case of the terminally ill, once the

general goals are confirmed, specific life-sustaining treatment can be discussed.

46



End of Life Decisions

There are several legal implications to end- of -life decisions that the clergy
member should be familiar with. Many times questions about both halakic practices as
well medical law practices are presented to the clergy member during this stressful time.
Clergy members may be asked to participate in the decision-making and end of life
planning process. In order for the clergy member to make the most ethically sound
decisions and guide patient to the best of the clergy member’s ability, they need to begin
with the medical law under which the physician is liable. From there the clergy member
can build up his or her knowledge of Halakah to produce an ethically sound decision.

Physicians must function within the constraints of the legal system as well
as the wishes of the patients. So it is to the clergy member’s benefit to understand this
basic health care law. The following section will help us understand the law of various
ethical situations found within medicine such as, withdrawal or withholding féod or
hydration, euthanasia, withdrawal of life support, and or the use of pain management in
palliative care.

It is inevitable that the goal of every physician is to hold the hand of life
stable by providing life-supporting techniques, making death a choice and an ethical
matter. Today, due to our skill in technology and our increased knowledge of medicine,
we are able to prolong the lives of those who are terminally ill or are in a persistent
vegetative state and are unconscious. This presents ethical dilemmas concerning do-not-
resuscitate orders, euthanasia, and withdrawal of life support and prolonging life

treatment for those who are in the final stages of life.
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There are four categories of medical actions that can lead to the death of a patient.
They are withholding/ withdrawal of life support or life sustaining treatment, the
provisions of palliative treatment that may hasten death and euthanasia. Life sustaining
treatment can include mechanical ventilation, renal dialysis, chemotherapy, antibiotics,
artificial- hydration and nutrition.

The goal of medical treatment as well as palliative care is to relieve pain and
suffering, not to end a patient’s life, but a patient’s death may be the side effect of the
treatment. In these cases, the term “euthanasia” has been defined as the act of bringing
about the death of the terminally ill and the suffering person in a quick and
compassionate way. The word “euthanasia is derived from the Greek eu, meaning “well,
good, or pleasant,” and thanfos meaning ‘death’”( Newfield, [2004] p.1) Webster’s
dictionary defines euthanasia as the mode or act of inducing death painlessly or as a relief
from pain. The popular expression for euthanasia is “mercy killing.” There is a difference
between euthanasia and assisted suicide. The difference is found in the degree of the
physician’s patiticipation. Assisted suicide occurs when the physician provides the
necessary means for the patient to perform the life-ending act. The evaluation of a
person’s decision begins, depends upon the person’s ability to understand, communicate
and reason. Patient should not lack the basic decision making capability for what they
view is reasonable for their condition. People are entitled to make decisions about
themselves that others find judicious as long as they don’t endanger others.

Justice Cordoba, in 1914, pronounced that, “every human being of adult years and
sound mind has a right to determine what shall be done with their own body”. “We

demonstrate the respect for human dignity when we acknowledge the freedom of the
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individual to make choices in accordance with their own values”.(CEJA Report-
B(1992)p.3) The physician’s obligation to respect a patient’s decision does not require a
physician to provide medical knowledge to cure a medical disorder, relieving distressing
disorders or preventing the occurrence of either” (CEJA Report B {1992}p.1)

The physician must make sure a patient has the capacity to make medical
decisions before carrying out the wishes of the dying patient. The wishes of a patient may
be misunderstood because a patients depression or misunderstanding of the diagnosis.
Many times a psyiatric consult will be ordered to ensure the patient is of sound mind and
judgement. Withholding medical treatment or withdrawing treatment is not a
contradiction of a physician’s obligation to his or her patients. Physicians must offer
appropriate treatment to a patient when it is indicating by treating the condition of the
patient. They are not initialed to impose a treatment on any of their patients. (Some
commentators argue that, if a physician has a strong moral objection to withholding or
withdrawing life-sustaining treatment, the physician may transfer the patient to another
physician who is willing to comply with the patients wishes. However, New York’s
highest court has suggested that mechanical life support can never be withdrawn in the
absence of clearly expressed wishes by the patient. It is the patient’s wishes that most
important in these situations.

Withdrawal of some medical treatment may seem more acceptable than others.
For instance, the right to refuse artificial nutrition and hydration has been contested by
some because the provision of food and water has been a symbolic expression of care and
compassion. However, providing nutrients through a tube / IV line may cause unwanted

and discomforting symptoms therefore causing the patient to experience a prolonged
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painful experience. Withdrawing of life support may seem more difficult than
withholding nutritional support. Death occurs because of omission of treatment lacks
ethical dilemmas. (CEJA report A -91 Page 5) Most bio-ethicists now recognize that
there is no ethical distinction between withholding and withdrawing of medical treatment.
The ethical issues lie on the motivations and professional obligations of the physician.
For example refusing to start a ventilator for a patient regardless of his or her condition or
request because the heir of the patient will give the physician a portion of the estate is
clearly unethical. Prohibiting the withdrawing of treatment once it is in place and
initiated can cause patients and physicians to decide not to begin treatment at all.

The Physicians Council stated in its 1988 report on euthanasia, that the
administering of a drug necessary to ease pain of a patient who is terminally ill and
suffering excruciating pain may be appropriate medical treatment even though the effect
of the drug may shorten the person’s life. A patient competent to make this s decision has
the right to weigh against the risk of hastening death against the potential for relief of
pain and suffering. Moreover, it should be the decision of the patient in collaboration
with the physician in making these decisions. The benefit in allowing the physician to
provide palliative care is the relief of unrelenting pain and intolerable suffering. For many
patients, relief may be worth even the risk of death.

Passive euthanasia is the quickening of a person’s death by allowing the natural
biological process to take it’s course. Those actions categorized in passive euthanasia are
removing a respirator, stopping medications or treatments, food and or water and by not

ordering CPR when indicated under normal circumstances.
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Jewish law states that “everything possible must be done for every patient in
terms of preserving life, treating illness, and relieving suffering. All therapeutic décisions
must be in the patient’s best interests. The safest, gentlest treatment for a given condition
must always be the preferred one”. ( Ben Tzion Halevi #1) The Torah commands us to
guard ourselves diligently ( Tanak, Deuteronomy 4:15)[19] and to choose life above all.
(Tanak, Deuteronomy 30:19)[20] The preservation of life ( pikuach nefesh) is considered
to be of paramount importance, surpassing virtually all of the other commandments of the
Torah. One may violate Yom Kippur or the Sabbath if there is the slightest chance that
human life may be preserved or prolonged. (Tur, Orach Hayim Hilchot Shabbat 328)[21]
So, where does palliative care fit within this Jewish philosophy of health and healing?

There are certain phases before death occurs in which medical decisions can be
made within the boundaries of Jewish law. Palliative care falls into the approved
treatments of the goses. “ Once a patient becomes a goses (means has 72 hours or less to
live or has been establishes as a terefa a person who has been diagnosed with a terminal
illness but could still have a year or more to live, may deny heroic measure to prolong
their lives.( American Reform Responsa, [1950] #78)

The argument against euthanasia is that G-d alone gives and takes lives. The
difficulty question here is, does euthanasia shorten a life or shorten the dying? In the
story of Job, we try to make sense out of the suffering of the human being. We see that
Job endures his suffering. Therefore, if suffering is an element within the process of
living, do we have the right to shorten this time? Throughout the Bible, we find citations
that instruct us not to spill a man’s blood, not to murder, (don’t kill) etc. However, if we

turn to the First Book of Samuel we read about the first recorded instance of euthanasia
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through the actions of Saul. (Rosner [1990] p.356)) Rashi supports the idea that this was
a mercy killing by the Amalekite. “Saul had thrown himself upon his sword and he was
dying when the Amalekite slew him, and yet David ordered capital punishment for this
act of the Amalekite. However David’d decree was thought to be for the preservation of
the unity of the state and his’s kingship. David’s action can not serve as a basis for the
legal consideration of euthanasia.” (Freehoff, American Reform Responsa #78[1950] p.
269)

Professor Louis Ginzberg (1936) states in the The Conservative Responsa on
Euthanasia, “in evaluating human life, its duration is of no moment" Sources from the
Mishnah, Talmud and Codes will suffice to corroborate this view.” “One must not close
the eyes of a person in agony of death to hasten the end and thus save pain and one who
touches or moves his body sheds his blood”. “Said Rabbi Meir (the most famous doctor
of the law about the middle of the second century): Alleviating “ A person in agony of
death is like a closing of the eyes of a dying person is like pulling out the life from the
body.” The longevity of this law exists from the Mishnah composed around 200 C.E. To
the Shulkan Ark composed around 16™ century.

Rabbi David Bleich states in his book, Judaism and Healing, “The

mitzvah of saving a life is neither enhanced nor diminished by virtue of the quality of life
preserved. Nor, does the desire of the patient to have, or not to have, his life prolonged
play a role in the halakhic obligation to initiate or maintain life sustaining procedures.”
“It is true that man has the power to prolong life way beyond the point where life ceases

to be productive or pleasurable.” (Bleich, [2002] p.180)
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The Talmud instructs us that the one who is a goses is regarded as a living person
in all respects. (Semochot1: 1)[22] Rambam and Caro are sited in the Talmud, stating:
“One may not bind his jaws, not stop up his openings, nor place a metal vessel or any
cooling object on his navel until such time that he dies. One may not move him, nor may
one place him on sand or on salt until he dies.” “One may not close the eyes of the dying
person. He who touches them or moves them is shedding blood” for Rabbi Meir used to
say: “This can be compared to a flickering flame. As soon as a person touches it, it
becomes extinguished. So too, whosoever closes the eye of a dying person is considered
to have taken his soul.” Since the advances of modern medicine rabbis have redefined the
state of the ‘goses’ including those who suffer from a terminal illness even if it will be a
year or more before the person dies.

Most rabbinical authorities, including Rabbi Moshe Feinstein an orthodox rabbi
and bio-ethicist, have supported the patient's right to refuse treatment when the following
conditions have been established. “First, the patient must be in a terminal condition that
is, whether the treatment is employed or not, the patient is not expected to live beyond a
year. Second, the patient suffers unbearable pain and suffering. Third, the patient has
indicated that he or she desires not to be treated. In the event the patient is incompetent or
unable to communicate his decision, next-of-kin or the health care proxy may make such
a decision based exclusively on what they feel the patient would have wanted”. “Fourth,
assuming the above three conditions are met, the patient may decline surgery,
chemotherapy, and painful invasive treatments but may not decline food, water, or
oxygen (which are the normal sustainers of life, the withdrawal of which may be

tantamount to murder or suicide).” (Tendler [1996] p.1)
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Over the years, there have been many discussions concerning the refusal of
antibiotics. These discussions were established to debate the categorization of antibiotics
as food or medicine. Since antibiotics are generally a non invasive, non-painful
procedures, they can be categorized as food. Because antibiotics will not cure the patient,
they are considered to be a element of delaying the death of a patient. There is also some
question to whether a feeding tube falls within the category of "food" or "surgery" since
a feeding tube is invasive to the body. Most would place a feeding tube in the former but
emphasize that even if the patient is obligated to take artificial nutrition, he or she should
not be force-fed or physically restrained. In other words it is the patient’s decision
weather he or she would or would not like to eat.

The physician is obligated to refuse to initiate any affirmative steps that would
hasten death. Active euthanasia, regardless of motive, is morally and legally equivalent to
murder. On the other hand, Jewish law views the goals and methods of palliative care in a
special light.

“Judaism thus attempts to strike a balance between the great mitzvah of
prolonging life and recognize that life may become unbearably difficult and painful.”
(Daniel Eisenberg, MD[1996]p.1)

. The basis for any of these decisions is based upon the amount of pain and suffering the
patient experiences at the time of the illness.

Rabbi Eliezer Yehudah Waldenberg an Orthodox Halakhic authority from
Shaarei Zedek Hospital in Jerusalem states, “that even if a patient is beyond cure and is
suffering greatly and requests that his death be hastened, one may not do so or advise the

patient to do so. A terminally ill patient may be given oral or intravenous narcotics or

54



other powerful analgesics to relieve his pain and suffering even at the risk of depressing
his respiratory center and hastening his death, providing medications are prescribed

solely for pain relief and not to hasten death.” (Rosner, [1990] p.358)

Rabbi Waldenberg explains “the halakah addresses this as blood beating and does
not have to be resuscitated”. (Abraham [1996] p.185-190) Cardiopulmonary resuscitation
is an intervention that may prolong the life of the dying patient may be legally required if
there are no clear instructions by the patient or the family members involved in the
decision making process. Clergy members should be educated on the process of CPR in
order to understand the reason’s it is to be performed or withheld. CPR is most important
when the heart or lungs stop working unexpectedly and when there is a possibility that
the underlying problem can be fixed. Next the procedure involves vigorous pressing on
the chest and electric stimulation to the chest. Along with the administering of
intravenous medications, some medications may be injected into the cardiac muscle or
via the endo-tracheal tube which is placed from the mouth past the trachea. Typically a
CPR session lasts for 15 to 30 minutes. However if CPR is not administered within three
minutes the patient will lose consciousness which will be followed by death in five to ten
minutes. For a patient with an advanced life-threatening illness who is dying of the
underlying disease, there is no benefit to CPR. For patients with good overall health
status, younger age, and administer within five minutes of cardiac or respiratory arrest,

CPR may permit prolonged life.

However CPR does not go without dangers to the body. Chest compressions can

result in a sore chest, broken ribs, or puncture a lung “Most people who need CPR also
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need to be on mechanical ventilator in an intensive care unit to support their breathing for
a period of time. Fewer than 10% of all hospitalized patients survive CPR and return to
their previous state. Patients who are able to leave but still need medical care may

require continual medical treatment, such as homecare, hospice or rehabilitation.

Before ending your discussion concerning life supporting measures with the
patient or family, confirm what you have discussed with the family and patient. Confirm
the active interventions that are or will be done for the patient. For many patients, full
medical interventions to reverse disease and sustain life are appropriate even when a
patient wishes not to be resuscitated visa CPR. In these cases the patient or the family

should facilitate a Do-Not-Resuscitate order.

Establishing a DNR or Do Not Resuscitate order is but one example of advance
care planning. When undertaking to establish DNR status, the physician may want to
consider a range of scenarios, not just the one that appears to be the most pressing. This
may also give the discussion a greater sense of proportion to establish general goals
before discussing specific treatments, confirm patient and family understanding about the
medical condition and the context, use understandable language, avoid implying the

impossible is possible, and ask about other life-prolonging therapies.

Advance care planning is most easily accomplished during stable health status.
Health changes often require a period for adjustment before the patient has stable goals
again. Patients in need of advance directives can include both: patients with known
illnesses, and healthy people who experience an unexpected illness or major trauma. It is

important for the clergy members , nurses, and physicians to routinely initiate the
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advance care planning process with all adults patient in the hospital regardless of their

current state of health .

In the face of life-threatening illness or other significant change in health status,
advance care planning becomes even more necessary. For pediatric patients with a
chronic illness, the optimal timing of advance care planning will vary due to the parent’s
acceptance level of the disease process but before a child is in a state of crisis. Most
professionals including physicians often have a number of concerns that make them
reluctant to introduce the topic of advance care planning, including concerns about\
frightening the patient or sending the "wrong message" and uncertainty about the most
effective approach to use at this time. In fact, research shows that most patients welcome
the opportunity to discuss their preferences with their physician. However, today most
patients are knowledgeable about their responsibility to start advance care planning and

will wait to discuss these issues freely with a professional. Physicians, nurses and clergy

members who routinely engage in the process find it helpful and not time consuming as

they speak with these patients..

One of the specified topics found within the health care proxy/ advanced directives
is that of withdrawing of a feeding tube or refusal of food and nutrition. Over the past
several years there has been much discussion over the well publicized case of Terri
Shivo. The controversy arose out of the fact that Terri had been kept alive for many years
with a feeding tube and parental nutrition. Terri’s husband wanted to remove this tube
and allow her to die a natural death. The husband stated that he knew Terri’s wishes in

regard to this situation and she would not have wanted to be kept alive in this manner.
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This was a great ethical dilemma. Since the treatment had already been established, it is
unethical to discontinue it. If Terri had written her health care wishes in a living will, then
her wishes would have been honored, and there would not have been such an ethical

dilemma to debate.

The Talmud gives reference to the time period of the goses, in which one must
provide water and food for these patients. However one is not allowed to feed them with
by touching them or moving them. Therefore, it is be up to the goses to feed him or her
self. Realistically, at this point the patient is far too weak to feed him or her self; this
supports practices found within the palliative care model. The Rambam does not
prohibit moving specifically as the Talmud states. The Rambam forbids washing and
rubbing a dying person. One of the forbidden tasks not mentioned in the Talmud is the
removal of the pillow from beneath a patients head. This was prohibited by Asher in the
Tur. This act should not be carried out until after the soul has departed. The reason for
this ruling is that it is easier to breathe with a pillow under ones head . The removing of

the pillow can cause extra exertion on the patient, therefore promoting death.

Rabbi J. David Bleich, an orthodox bioethicist affirms that “the practice of
cuthanasia whether passive or active is contrary to the halakic teaching of Judaism”.
“Any positive act designed to hasten the death of the patient is equated with murder even
if the death is hastened only by moments. No matter what the intention is of the person
performing an act of mercy killing his deed may be constituted an act of homicide”.
“The distinction between an active and a passive act applies only to a goses.” “Acts of

omission are only sanctioned in the care of the goses and not for those who may have a
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week or more to live.” The definition of a goses has changed over the past several years.
Today a goses is anyone who has a terminal illness and can even live a year or more.

On the other hand, as cited in the Sefer Hasidim, “one may not actively prolong
the act of dying”. If for example one , someone is dying and nearby a wood cutter insists
on chopping wood, thereby disturbing the dying patient so that he can not die, we would
remove the woodcutter from the vicinity of the dying patient. Also, one must not place
salt in a dying persons mouth in order to prevent death from over taking him or her.

“It is forbidden to prevent his quick death, lest a cry, or noise restores the soul to the
deceased. According to some authorities even medicine must not be used to delay the

departure of the soul. ( Dorf¥, [1998] page 199)( Yoreh Deah 339.1)[23]

The Shulkan Arukh in Yoreh Deah 339:1 states, “It is forbidden to cause ones
death to be accelerated, even in the case that one is terminally ill for a long time...
however if there is some factor which is preventing the exit of the soul, such as the
nearby woodchopper out side the window of a patient who is dying because the regular
sound of the action keeps the patient’s mind connected to the sounds n this world. Also
one may remove some salt from the lips of a patient. However the “Taz objects only to
the wiping away the salt from the lips, because this action might move or shake the
patient, and this would be an overt action in hastening the death.” ( Freehoff, American
Reform Responsa [1950] p. 260) Both the Shulkan Arukh and the Sefer Hasidim state,
“One must not scream at the moment at which the soul departs, lest the soul returns and
the person suffers great pain. One can not lengthen the pain and suffering of a person’s

death.”
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The pasuk in Leviticus 19:18 [24] states, “You shall love your neighbor as
yourself”, which is interpreted as our obligation as part of the human race is to refrain
from doing anything evil or mean to another human being. We give each person the
respect and thoughtful consideration to their pain and suffering as we would give to
ourselves.

In criminal cases, one should be given a mitzah yafah; the pain usually inflicted
by a death sentence is to be reduced both in time and degree by administering a pain
killing drug. So how much more so is a person who is sentenced to be a terminal patient
ought to be given at least the same consideration as a criminal? Not only may one make
a case for active euthanasia in Jewish law, one may also argue that under certain

j circumstances the killer is not to be considered a murderer. “According to Jewish law, a
murderer must have two conditions satisfied. One, the act must be premeditated, and
secondly there must be malice present in the act.”( Sherwin, [1990] 374)

Since traditional Judaism rejects the notion of unlimited personal autonomy, our
bodies and our lives are not our own to do with as we will. Only G-d can terminate and
just as we don’t have the moral right to kill or harm others , we don’t have the moral
right to take another person’s or our own lives.

“The Right of the Terminally III Act, which specifies that the patient must be at
least 18 years old, of sound mind, suffering from a terminal illness, and experiencing
pain, suffering and/or ‘distress’ that is severe and ‘unacceptable to the patient’ A terminal
illness is defined as an “ injury or degeneration of mental or physical faculties in

reasonable medical judgment will in the normal course without the application of
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unordinary measures or of treatment unacceptable to the patient. The physician must
provide any medical treatment reasonably available to the patient confined to the relief of
pain, suffering and distress with the object of allowing the patient to die a comfortable
death.”(Newfield [2004] p.8)

When discussing these issues of pain management, refusal and removal of
treatment, one can not help but assess the quality of life for the patient. With the
advancement of new medical technology this dilemma has reared it concern over and
over again.

In the American Reform Responsa #83, 1985 the question is asked , “ Does
Jewish tradition recognize the “quality of life” as a factor in determining medical and
general care to preserve and prolong life?”” One of the patients mentioned in this
responsum is slowly dying of cancer, is in great pain and wants a prescription that will
relieve her pain but will probably hasten her death. The conclusion of this responsum
stated: “We would not endorse any positive steps leading toward death. We would
recommend pain-killing drugs which would ease the remaining days of a patient’s life.
We would reject any general endorsement of euthanasia, but where all “independent
life” has ceased and where the above-mentioned criteria of death have been met, further

medical support systems need not be continued.” (W. Jacob, American Reform

~ Responsa # 83 [1985] p.140)

“The question here goes somewhat further as we are not dealing with life threatening
situations, but with the general question of prolonging life when its quality maybe

questionable.”
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“The individual who seeks from their pain should receive drugs which may help,
even though they may slightly hasten death. Suffering itself has never been seen as an
independent good by Judaism. Even criminals destined to execution were drugged to
alleviate their suffering.” ( BT Sanhedren 43a)[25] Similarly the executioner of the
martyr “Chanina ben Teradyon a victum of the Hadranic persecution. Wrapped in a scroll
of Law, he was placed on a pyre of green brush; fire was set to it and wet wool was
placed on his chest to prolong the agony of his death. His disciples asked him to open his
mouth wide so that fire might enter and thus put an end to his suffering but his answer
was it was best that He who has given the soul should also take it away; no man should
destroy himself.”.(Avodah Zara 18a)[26] ( Ginzberg [1936]p.2) Rabbi Israel Bettan of
the CCAR states “ Channinah would not inhale the fire to hasten his own death, but he
allowed the executioner to remove the sponge from his heart. The sponge keeping him
alive, was an artificial means which could be removed, but nothing of a positive nature
would he permit. ( Freehoff, American Reform Responsa[1950] page 265) Therefore,
the rabbis see no objection and “would recommend pain-killing drugs which would ease
the remaining days of a patient’s life.” ( Reform Responsa # 79[1980] p.139)

It is clear that we should do the best to enhance the quality of life and to use
whatever means modern science has placed at our disposal for this purpose. We need not
invoke “heroic” measures to prolong life, nor should we hesitate to alleviate pain, but we
can also not utilize a “low quality” of life as an executer for hastening death. (December

American Reform Responsum #83 [1985] p140.)

In the Responsum from Reform Responsa for Our Time #17 a similar question is

asked. If the patient himself gave permission for the use of pain-killing medicines it
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would make a difference to our conclusion ? “ Most requests for assistance in dying are
prompted by the patient’s fear of experiencing excruciating debilitating pain. The patient
would rather have things over quickly so as to avoid suffering during their last days of
life.” ( Dorf [1998] p.193)

Jewish halakah across the movements call for each one of us to evaluate life from
G-d’s perspective. “That means that the value of life does not depend on the level of
one’s abilities; it derives from the divine quality of life of the disabled people, even
though everyone would undoubtedly prefer not to be disabled. Our Jewish tradition
demands us to bless G-d for making people different, thus boldly reasserting the divine
quality of such lives.” (Dorff & Newman [1995] p.187)

As clergy members we will undoubtedly be involved with answering
questions concerning the end of life. These questions will include some of the topics
already discussed such as pain management , palliative care , removal of life support,
refusal of medications and procedures, and yet to discuss organ donation and the writing
of Advanced Directives and ethical wills. The following section will hopefully shed light
on some these topics so that you can assist your members as you see fit. There are many
the topics in which we will be dealing with in our pastoral counseling position. It is
important for us to understand all angles of these topics so that we may best advise our
patients. We must understand the psychological states of the patient, the medical
language and procedures, and, of course, the Jewish law, which accompanies our
decisions and our moral center.

“ As an editorial in Annals and Internal Medicine maintained, far too many

people are finding that their expressed desire for with holding life support, as states in

63



their Advanced Directives , is being ignored by physicians who are preoccupied with the
preservation of life that they can no longer see the broader picture of the human context
of their work.” ( Dorff [1998] p.192)

Traditional care emphasizes the use of medical interventions, hospitalization and
drugs to cure or control diseases. Traditional medicine can use high tech, and aggressive
treatments. This approach is appropriate when a cure is possible. Some choose to take
the traditional approach even when a cure is not possible. This is up to the physician and
the person. However, some patients and families choose palliative care for the humane

treatment of terminal illnesses.

“Fifty- two percent of those who die in the United States each year spend their last days
in an acute care hospital, that suggests that too few terminally patients are taking
advantage of hospice care.” ( Dorff [1998] p.192) Similarly, the largest study to add the
human context of dying and pain is known by the acronym SUPPORT. This study
involves more than 10,000 seriously ill patients. Most of these patients spent their last
days in what the researches termed- “ An Undesirable State™, “including staying in the
intensive care unit with an established DNR order and insufficient treatment of pain”.
( Dorff1998] p. 192) In the author’s experience as a nurse and a chaplain , these situations
become the most stressful experiences for all involved with the patient. It is a fact of life
we will all die. We have no choice in this matter, but we do have a choice in how we die.
Medical technology has advanced to the point where we can live longer lives as a result
of care available during a critical health crisis. These interventions are to be used to for
short periods of time during the acute phase of an illness. Today, the dilemma begins
after these measures have been implemented and there is no positive progression towards
health.

Hospice’s palliative care treatment can be one of the preferred choices prior to
arriving at these difficult situations. Hospice can be the intervention® as a response to

psychological pressures that prompt people to request help in committing suicide.”
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(Dorff [1998] p.194) Cases that are found to be “medically hopeless need not and should
not amount to psychological hopelessness.”(Dorff [1998] p.194)

One of these questions may be concerning the choice of palliative care and hospice.

Hospice care is the number one facility in palliative care. Hospice is a choice one
can make to enhance life for the dying person. A person with a terminal disease may
choose to stay at home with the support of family and friends. Hospice care emphasizes
comfort measures and counseling to provide social, spiritual and physical support. All
hospice care is provided under medical supervision. However there is a point in medical
treatment when it becomes less aggressive and palliative care begins.

The number one advantage of palliative care or hospice care is pain
management. Hospice is one of the leading experts in pain control in our world today.
The physical pain that can arise from terminal illness may be debilitating, frightening and
dehumanizing. Hospice providers have the skill and knowledge to permit persons to live
as pain-free, as comfortable and as full a life as possible. Palliative care provides dignity
and value to a person’s life up to the moment of his or her death. The value of life and the
humane treatment  of each individual is a primary teaching of Jewish ethics. “ The very
familiarity of the home setting and providing the companionship of friends and family,
make hospice care clearly preferable to hospitalization when doctrines can not
realistically expect to cure the patient” (Dorff]1998] p.194)

When palliative care becomes the primary medical treatment for the patient, we
are to treat that person with the same care and respect as a goses. As mentioned
previously in the Talmud, during the time period of the goses, one must provide water

and food for them but we must refrain from touching or moving him or her. This law
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makes feeding the person almost an impossible task. However, once the person is given
food and water, he or she must not be force- feed. Since most of these patient are too
weak to feed themselves, this action is considered a form of passive euthanasia and is
congruent with the palliative care model. One of the treatments modalities used in
palliative care is the concept of withdrawal of medicine, fluids, and food, which can be a
hard concept for most of us to understand palliative care produces many questions
regarding the ethical treatment of the dying. One distinction that must be explained is the
difference between passive and active euthanasia.

While most ethicists do not classify providing food and fluids by an intravenous or
stomach tube different from other forms of medical treatment, Jewish ethicist con-sider it
a little differently. Although many rabbinic authorities permit withholding or
withdrawing of “medicine” that can no longer restore health, some distinguish between
nutrition and hydration required by all living beings as medicine. Due to the great
advances of modern medicine, there is a difference of opinion on this matter in the
Reform movement itself. Together we engage in these challenging decision which our
tradition demands of us so that “we play an active role for the dying by not abandoning
them.” (Dorff [1998] p.197) There are times when food can actual produces a painful
response to our loved one. In these cases we may have to make the decision regarding the
removal of nourishment from the patient to alleviate any additional suffering. One
Responsum states “that the discontinuation of artificial food and water may occur upon
the reality that it provides no therapeutic value to the patient. However, the opposing

thought is that food and water are just that no matter in what form they are administered
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to the patient. Therefore, the idea that by removing the feeding tube, the patient will
starve to death prohibits the withdrawal of this treatment. (CCAR (5754.19) p.7)

In order to make an educated decision about withholding a feeding tube, we
should be aware of the purpose a feeding tube. We asked, “When is artificial feeding and
nutrition most appropriate?’ If the condition is temporary and natural swallowing has
become difficult or is absent , artificial fluids and nutrition can be provided until the
patient recover. The procedure and equipment used when placing the feeding tube is an
intravenous catheter, which may be placed in a vein through the skin for fluids, or
sometimes nutrition . Alternately, a plastic tube called a nasogastric tube (NG tube) may
be placed through the nose, down the throat, and into the stomach. It is approximately 1/8
inch in diameter. This can only be left in temporarily. If feeding through this tube is
going to be for a longer duration of time, a more permanent feeding tube may be placed
into the wgll of the stomach (PEG tube or G tube) This is done via a surgical procedure
and is the reason Jewish law may consider it as a non mandatory procedure. Most people
would place it in the food category but emphasize that even if the patient is halakically
obligated to take artificial nutrition , he or she should not be force fed or physically
restrained. In no event may the patient or the physician take any affirmative step that
would hasten death via starvation. “This is considered active euthanasia and is forbidden
by law according to the opinion” of the orthodox ethicist, Rabbi Moshe Fienstein. The
consideration of the liquid placed within the tube for feeding is chemical by nature and
does not fit the criteria of satisfying foods. Jewish law has criteria stating that food is to
be pleasurable and satisfying to the person. If a person is unable to take in any food or

fluids due to illness, he or she will eventually fall into a state much like a deep sleep. This
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process will take one to three weeks. Before entering the deep sleep, after the first three
days the patient will not experience the any feeling hunger or discomfort. For a person
who has an advanced illness, giving artificial hydration and nutrition may not prolong life
and may produce added unnecessary pain in their joints. This pain is due to fluid build
up from the decrease in the system functioning of the body. A feeding tube may
temporarily reduce hunger in someone who is hungry, but cannot swallow. Intravenous
fluids may reduce some symptoms, such as delirium due to dehydration. However, all
feeding tubes are associated with significant risk. Approximately 30% of patients have
signs of the liquid entering the lungs. This aspiration of fluid can cause coughing
pneumonia and become a source of infection. . These infections can be life- threatening
to the patient. Feeding tubes may feel uncomfortable for the patient. They can block the
stomach, causing pain, nausea, and vomiting. the patient. In order to remove or replace
any of these tubes the patient can be disturbed by the moving or rubbing the patient
necessary for these procedures. As stared before, the Rambam does not prohibit moving
a goses as the Talmud states. Since moving the patient may cause the patient to die,
Ashe states, “this act should not be carried out until after the soul has departed.”
However, Rabbi Walddenberg, an orthodox ethicist, states that * the
halakah in regards to blood transfusions, oxygen, antibiotics IV fluids , oral and
parenteral nutrition and pain relief medication must be given until the very end.” Rabbi
Shlomo Zalman Auerbach narrows the criteria by stating that “a person must be given
food and oxygen even against his will”.(Eisenberg[1995] p.3) “However one may with
hold at the patients request medications and treatments that may cause addition pain and

suffering to the patient.” Rabbi Auerbach, an orthodox rabbi states, “a dying cancer
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patient must be given food ,oxygen, antibiotics, insulin and the like but does not have to
be given painful chemotherapy .” “Such a patient may be given morphine even if it
depresses his respiratory system” “Someone with a terminal illness whose heart stops
beating does not have to be resuscitated”. (Abraham [1980] p.185-190) As we can see

there are various thoughts about these among the religious leaders of our time.

Due to medical advances and the struggles of many clergy members and families,
American society has increasingly come to recognize what is known as the "right-to-die".
In the famous Cruzan case, the Supreme Court of the United States, in a 5-4 decision,
ruled that a patient who has been diagnosed to be in a persistent vegetative state and has
clearly communicated his or her wishes regarding the use of life support machinery or the
provision of hydration and nutrition has a constitutional right to have those wishes
respected even if the patient is not suffering from a terminal condition. A referendum in
the state of Washington that would formally legitimate physician-assisted suicides was

supported by almost 50% of the electorate and many feel that within the near future, such

~measures will be routinely approved. Under a recently-enacted federal law, persons

entering hospitals or nursing homes must be informed of their rights to execute living
wills or other advance directives spelling out ahead of time specific medical interventions
that should not be performed .

Judaism promotes the preservation of life “pikuach nefesh.” It is considered to be
of paramount importance, surpassing virtually all of the other commandments of the
Torah. This law must be honored even in the event that one may violate the Shabbat. One
must follow this law even if there is the slightest chance that human life may be

preserved or prolonged.
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Keep in mind, however, that a Jew believes in a soul and that the body is simply
an ark for the person's true spiritual essence. Souls come to Earth for many, many
purposes. However, we don't know why G-d sends souls into this life. Sometimes the
spiritual destiny of a soul is to elicit caring, sensitivity, and nurturing responses from us.
Other souls exists to teach us certain things about the meaning of life and love. Judaism
rejects the notion that the using of advanced technology to sustain life is somehow an
interference with G-d's will. Technology and scientific advancement are not man-made
but are in themselves indirect gifts of Divine to be used for the benefit of humankind.

Just as there is a Divine commandment to prolong life, there is a mitzvah to
alleviate pain and suffering. But what happens if one value can be achieved only at the
risk of devaluing the other ? Consider the patient suffering a terminal illness whose life
could be prolonged for no more than six months but only_at the cost of painful,
debilitating treatments and medications. The patient declines the treatment or procedure
to achieve a quicker, less painful death. This is the mitzvah of pikuach nefesh
(preservation of life) and not prolonging death.

There has been some discussion in the law, in recent years, of the difference it
would make if the dying patient gave certain permission with regard to the handling of
his or her body after death. For example, he or she might ask for certain parts of the usual
funeral ritual to be omitted; and some authorities say that he may permit an autopsy. This
permission was given by the late Rabbi Hillel Posek of Tel Aviv. These statements giving
the dying man or woman the right to make such requests deal with what shall be done
with his or her body after death, but does not any permission that he or she can hasten his

or her own death.
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Rabbi Moshe Feinstein clearly allows the terminally ill patients in debilitating

pain to refuse life prolonging treatment. Surely, such a patients may refuse resuscitation
or intubation if they so choose. Non-terminally ill patients may refuse treatment if the
proposed therapy is sufficiently dangerous or unproven to cure or prolong their lives in

any way.

The question of whether to institute the"do not resuscitate" orders is ethically
complex. The Torah commandments us, "do not stand by idly while your neighbor’s
blood is being spilled” a mitzvah that is commonly understood to mean that every Jew
has a personal obligation to prevent his friend from harm. This would seem to mandate

resuscitation of everyone, since cardiac arrest and apnea certainly represent the ultimate

threat to a person’s life.

) The reason that this is brought into question is because Judaism recognizes our

ultimate fate of death. When someone dies, we are forbidden to desecrate the body.
Moreover, the Code of Jewish Law (Shulchan Aruch) explains that there is “a prohibition
of touching a moribund patient (goses) who then was estimated to have less than three
days to live.” Resuscitation of a goses is not required, and in fact may be prohibited, as a
forbidden intrusion to the natural dying process. Therefore, the “underlying assumption
in Judaism is that one should NOT resuscitate a gravely ill patient.” Dr Eisenberg states
“one should not resuscitate a patient whose cessation of life functions is because their

body could no longer sustain life”.( Eisenberg[1995]p.2 )

There are times when our congregants may to turn to us in aiding them in making

these decisions for their family members. At the onset of the counseling session, we are
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obligated to make sure that a person is a goses. Once the patient’s diagnosis is verified ,
and it is known that he or she has less than a year or so to live, we can discuss with the
family options for care. These guidelines were instituted to guard the sanctity of life and

prevent any unethical motives on the part of the potential organ recipient.

There are certain situations in which the patient’s medical status
deteriorates even though medical treatment has been fully ordered and administered. The
physician may conclude that the patient is considered “brain” dead. This may be difficult
for some to understand because the person looks alive. In these cases the patient is
usually on a respirator which provides the cardio-pulmonary functions of the heart and
lungs. The member has a pulse, respirations and appears warm to the touch. There even
may be some small movement of the extremities. Patients in this condition can not live

with this mechanical intervention.

The "classic" halakhic "definition" of death (that is, the set of criteria
accepted by virtually all Jewish legal authorities prior to the late 1960s) is based upon
cardiopulmonary indicators: death is established by the complete and irretrievable
cessation of heartbeat and respiration. This standard proceeds from Mishnah Yoma 8:6-7,
[26] which declares that the saving of life supersedes the laws of Shabbat even when it is
not certain that an individual's life is in danger or, for that matter, that he or she is still
alive. Thus, when a building collapses upon an individual on the Sabbath, the halakhah
permits all necessary labor to remove the debris so that it can be determined whether he
or she is still alive. The Talmud (BT Yoma 85a)[27 ] verifies that we are obligated to

assess his or her heartbeat or his respirations. The major codes rule that the cessation of
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respiration is the determinative criterion for death. This does not mean that heartbeat is an

irrelevant factor; later rabbis realized that the cardiac and respiratory functions are
inextricably linked. Thus, R. Moshe Sofer, the "Chatam Sofer" (1 8™ t019th century
Hungary), established a threefold set of criteria for death: "when a person lies still as a
stone [i.e., absence of reflexes], with no discernible pulse, and then his respiration ceases,

he is certainly dead.”

We also find in the halakhic sources suggestions of a different "definition,"
namely that death is indicated by the cessation of neurological activity. Today the
"Harvard Criteria," which established testing protocols for determining that all
neurological activity (including that of the brain stem) has ceased, some halakhists have
come to accept brain death as a proper indication of death according to Jewish law. This

éw:> does not, in their view, contradict the cardiopulmonary standard as promulgated by Sofer:
death is still indicated by the complete cessation of independent cardiac and respiratory
activity. The difference is the introduction of diagnostic technology. At the time of the
Sofer, death could be determined solely by the actual measurement of heartbeat and
respiration. Today, we have conclusive testing procedures that can establish the cessation
of all neurological activity and the patient can be declared dead. Since "brain death” is
final and irreversible, and there is no possibility that autonomous respiration will begin
anew if the respirator is removed from the patient." The fact that the organs of a brain-
dead person are kept functioning by means of life support technology does not mean that
the person is still alive, because with the cessation of neurological activity autonomous,

independent heartbeat and respiration cannot be restored. Those Orthodox rabbis who

accept brain death as an adequate indicator of death have ruled in favor of heart and liver
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transplantation surgery, which require that these organs be retrieved from brain-dead
donors. This stance, however, remains controversial within the Orthodox world; most
noted halakhists continue to insist on the literal application of the "Chatam Sofer"
standard: death occurs only when heartbeat and respiration have irretrievably
ceased.(Meaning the person is off of mechanical ventilation for a period of time and

therefore unable to be used as a viable organ donor)

Liberal halakhic opinion, accepts the brain death standard as a proper criterion for
death. Since the determination of brain death signals that the body has terminally lost its
ability to maintain cardiopulmonary functions on an independent basis, the brain death
standard satisfies the requirements of both Jewish tradition and basic moral sense. When
clinical tests establish beyond scientific doubt that brain activity has irretrievably ceased
and that circulation and respiration are maintained solely through mechanical means, the
patient is dead. It is then, and only then, that the body's organs may be removed for

transplantation.

We should also note that this does not meet some Jewish individuals® standard of
establishing death according to cardiopulmonary criteria. That standard, similar to the
brain death standard, was meant to indicate that heartbeat and respiration have

irreversibly ceased to function independently for the respirator.

Two to three minutes without the detection of a pulse are not sufficient to meet
this test. Cardiopulmonary functions can return spontaneously or be restored through
resuscitation during a much longer period, even up to ten minutes following asystole

(cardiac arrest) It may be, of course, that physicians and family members have no
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intention of resuscitating such a patient. That decision can be a proper one. As we have
written, there are times when it is ethically permissible to withdraw most forms of
medical treatment, to "allow nature to take its course" and to let the patient die without
further "heroic" measures. It is for this reason that the “brain death” standard, which
does testify to the irreversible cessation of autonomous heart and lung activity, meets
the criteria for death as set forth in the sources of our Jewish tradition. Before the
development of these neurological criteria, death was classically described as the
cessation of circulation and respiration as the Sofer established. However, today
mechanical ventilation and of methods for cardiovascular support presented new
challenges for determining the end of life for patients with catastrophic cerebral
injuries whose lives could be preserved by using these complex technological devices.
Initial efforts to define death in this age of technological advancement included
development of the Harvard criteria in 1968 by an ad hoc committee on brain death at
Harvard Medical School. These criteria described determination of a condition known
as “irreversible coma,” “cerebral death,” or “brain death”. Since the initial
introduction of these criteria, the Uniform Determination of Death Act, established in
1980 and supported by the President’s Commission for the Study of Ethical Problems
in Medicine and Biomedical and Behavioral Research, has served as a model statute
for the adoption of state legislation that defines death. The act states: “An individual,
who has sustained either irreversible cessation of circulatory and respiratory functions,
or irreversible cessation of all functions of the entire brain, including the brainstem, is
dead. A determination of death must be made in accordance with accepted medical

standards.” Much of this discussion is the result of the awareness of continuing
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technological advances, neurological diagnostic developments, and clinical insight.

Although the concept of death determination continues to develop, clinical and
scientific experts have discovered clinical practice guidelines for the diagnosis of brain
death that are based in neuroscience. Experts continue to define brain death as
irreversible cessation of all functions of the entire brain, including the brain stem. This
definition remains consistent with the definition of brain death initially presented by
the President’s Commission for the Study of Ethical Problems in Medicine and

Biomedical and Behavioral Research

The Joint Report of the Council on Ethical and Judicial Affairs and Council on
Science Affairs A-89 , Persistent Vegetative State or PVS and Decision to Withdraw or
Withhold Life Support says that: “The definition of permanent unconsciousness is as
follows , ‘Consciousness has two dimensions: arousal and cognitive content of the
aroused state. Arousal is a function maintained by deep brainstem- medial di-encephalic
structures in the brain in contrast to learning, memory, self awareness, and adaptive
behavior, all of which depend upon the functional integrity of the cerebral cortical

mantle and its associated subcortical nuclei’.

People with overwhelming damage to the cerebral hemispheres commonly pass
into a chronic states of unconsciousness called the vegetative state in which the body
cyclically awakens and sleeps but expresses no behavioral or cerebral metabolic evidence
of possessing cognitive function or of being able to respond in a learned manner to
external events or stimuli. This condition of total cognitive loss can follow acute injuries

causing coma or can develop more slowly as an end result of progressive structural
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disorders, such as Alzheimer’s disease, that in their end stages also can destroy the
psychological functions of the cerebrum. When the cognitive loss lasts for more than a
few weeks, the condition has been termed a persistent vegetative state (PVS) because the

body maintains the functions necessary to sustain vegetative survival.

The distinguishing feature of PVS is chronic wakefulness without awareness. This
can be accompanied by spontaneous eye opening, the utterance of unintelligible sounds,
instinctive sounds such as grunting or screams or even brief smiles, and sporadic
movements of the facial muscles and non paralyzed limbs. Although there is an alert
appearance, observation and examination repeatedly fail to demonstrate coherent speech,
or comprehension of the words of examiners to initiate or make consistently purposeful
movements. Movements are largely confined to reflex withdrawals or any capacity to
initiate or posturing in response to noxious or other external stimuli. Since neither visual
nor auditory signals require cortical stimulate brief orienting reflexes, some of these
patients may return the head or dart the eyes toward a noise or moving objects. However,
they will not consistently follow objects with their eyes or show other than a startled

response to noise. They blink as an involuntary reaction when air stimulates the cornea.”

Cardiopulmonary activity, swallowing and digesting and other non- neurological
vital functions usually are preserved to the extents that standard nutritional and
supportive measures will sustain life indefinitely. The chance of regaining independence
after being vegetative for three months is extremely small. Rare exceptions are claimed to

have occurred but are a very low percentage of these cases.
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One aspect of the debate about stopping treatment in PVS focuses on a concern
that the patient will experience pain after the treatment is stopped. The person who is
unaware cannot possibly suffer; contradicts physiology and suggests that suffering can
remain when other unequivocal neurological signs and tests indicate profound loss of

cerebral cortical activity.

In order to ensure that a patient truly would want life sustaining treatment to be
withheld or with drawn, states have developed documentation that clearly states the
person’s wishes and desires concerning end of life care. These documents are referred to

as an Advanced Directive, Living Will, and Health Care Proxy.

Please note that brain-dead patients, may be medically cleared for organ donation.
Understanding the concept of brain death is an important factor that influences a family’s
decision to donate organs and tissues for transplantation. Families who are approached
for donation without having all their questions about brain death answered may refuse to
consent to donation. (Cahbalewski [1999]p.3)

When a situation arises in which it is permissible to withdraw treatment, the
medical profession has a very specific and technical role. The attending MD will make
the diagnosis of permanent unconsciousness, and in most states at least two MDs with no
interest in the case must confirm the diagnosis. These MD are known as the prognosis
board. Consultation with other MDs are desirable and appropriate. Once the diagnosis is
made with or with out court involvement, withdrawal of life supporting measure can be
implemented. Initial requirements for clinical determination of brain death include

cardinal findings in brain death include coma or unresponsiveness, absence of cerebral
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motor responses to pain in all extremities, absence of brain stem reflexes, and apnea.

In most patients with brain death, neurological imaging studies such as CAT
scan, PET scan or MRI show abnormalities consistent with loss of brain and brain stem
function. Clinical diagnosis of brain death is rare when findings on neurological imaging
studies are normal. Occasionally, patients with a specific cerebral injury may have a
normal brain presentation on neurological imaging, but does not mean that brain function
is normal. Determining brain death in patients with coma of undetermined origin remains
difficult but can be accomplished through prolonged observation and confirmation that
the patient’s condition fits clinical and diagnostic criteria. These criteria are as follows:
cerebrally modulated motor responses of all extremities are absent in brain death. These
motor responses should be absent after painful stimulation with pressure to the
supraorbital ridge or the area above the eye socket and the nail beds. However, motor
responses may occur spontaneously during apnea testing in the presence of hypoxia or
hypotension. Muscle stretch reflexes in arms and legs, resulting in movements that
resemble grasping or walking as well as assessment of neck muscle are assessed. In
addition, use of neuromuscular blocking agents may inhibit motor testing in patients with
brain death because of medication induced motor weakness. If this is use, other tests, may
be required.

Brain stem reflexes are measures that evaluating pupilary reactions and eye
movement. A patient’s eye pupils are round. Oval or irregularly shaped pupils are
compatible with brain death, and most pupils are midsize (4-6 mm). However, dilated
pupils may occur even in the presence of brain death, because the nerve of the papillary

dilator muscle may still be intact. The pupils may be unable to exhibit a light reflex in
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brain death. Although many drugs can influence papillary size, the papillary light reflex
remains intact only in the absence of brain death.

Both ocular movements both oculocephalic and vestibulo-ocular reflexes are
absent in brain death. The oculocephalic reflex is elicited by rapidly and vigorously
turning the head to 90 degrees laterally on both sides. The normal response is deviation of
the eyes to the opposite side of head turning. In brain death, oculocephalic reflexes are
absent, and no eye movements occur in response to head movements. The vestibulo-
ocular reflex is elicited by elevating the head at a 30 degree angle and irrigating both
tympanic membranes with 50 ml ( milliliters) of iced saline or water. In brain death,
vestibulo-ocular reflexes are absent, and no deviation of the pupils of the eyes occurs in
response to ear irrigations. The patient should be observed for up to one minute after each
ear irrigation, with a five minute wait between the testing of each ear. Several classes of
drugs can diminish vestibulo-ocular reflexes, including sedatives, aminoglycosides,
tricyclic antidepressants, and anti cholinergic, and anti seizure medications. Facial
trauma involving the auditory canal and inner ear bone can also inhibit these reflexes.
Facial, sensory, and motor responses are assessed by observing the corneal and jaw
reflexes. These are absent in brain death. Corneal reflexes should be tested by using a
cotton-tipped swab and gently touching the swab to the comeal area of the eye.
Grimacing in response to pain can be tested by applying deep pressure to the nail beds,
supraorbital ridge(above the eye)‘, or temporal mandibular joint (the space where the jaw
meets skull near the ear) . Severe facial trauma can inhibit interpretation of facial brain
stem reflexes.

Both gag and cough reflexes are absent in patients with brain death. The gag
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reflex can be evaluated by stimulating the posterior part of the pharynx with a tongue
blade, but the results can be difficult to evaluate in orally intubated patients. Artificial
ventilation is best used if the patient has a temporary condition that prevents adequate
breathing, a breathing machine can be used until the patient recovers. The procedure
involves placing a tube through the mouth or nose into the lung that is then connected to
a breathing machine. When a patient is unable to breath on his or her own, they may
benefit form the use of a breathing machine. This allows the body time to recover with
the hopes that independent breathing will resume. However there are some disadvantages
to intubation. For instance, the breathing tube is uncomfortable. Most patients require
medicine to keep them comfortable while they are on the breathing machine .It may
prolong a state of dependence in a medical setting that the patient finds not worth the
discomfort and it may prolong dying. The cough reflex in an intubated patient can be
tested by using bronchial suctioning. This is a procedure by which a small suctioning
tube is passed through the mouth into the throat to produce a coughing response.

An essential component in clinical determination of brain death is detection of
apnea. Apnea is the loss of breathing. Loss of brain stem function ultimately results in
loss of centrally controlled breathing, which produces apnea.

The actual testing to determine brain death occurs over several days. Following is the
actual procedure that is preformed in determining brain death.

1)Disconnect the ventilator

2)Deliver 100% oxygen at a rate of 6 I/min. .
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3) Observe the patient closely for respiratory movement (abdominal or chest excursions
that produce adequate tidal volumes. Measure Paco2 and pH after approximately eight
minutes and reconnect the ventilator. In a neurologically functioning patient, the Paco2
level would rise and spontaneous respirations would occur. In the brain dead patient no
respirations are noted during this test.

In clinical determination of brain death, persistent observation further confirms
the irreversibility of the patient’s condition. A repeat clinical evaluation of cardinal
findings in brain death is recommended. Most experts recommend an arbitrary interval of
six hours between initial and repeat observations for clinical determination of brain death
in adults.

Although confirmatory tests are not mandatory in most situations, additional testing may
be necessary for declaring brain death in patients in whom the results of specific
components of clinical testing cannot be reliably evaluated. Clinical experience with
confirmatory tests other than conventional electroencephalography, and transcranial
Doppler sonography is limited.

Electroencephalograph, or EEG, consists of a 16- or 18-channel instrument and
guidelines developed by the American Electroencephalographic Society are used to
determine brain death. In patients with brain death, no electrical activity occurs during a
period of at least 30 minutes of electroencephalographic (EEG) recording.

In the transcranial Doppler sonography, intracranial arteries are tested bilaterally (ie,
middle cerebral artery through the temporal bone above the zygomatic arch which is
above the eye). Some patients may have difficult to assess temporal windows.

Therefore, initial absence of Doppler signals cannot be interpreted as consistent with
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brain death. Findings consistent with brain death indicate a decreased blood flow to the
brain associated with greatly increased intracranial pressure.

Testing for sensory, evoked potentials is done at the bedside with a portable
instrument that provides bilateral stimulation of median nerves. In studies of patients with
brain death, most patients had no response to tests for sensory and brain stem auditory
evoked potentials. Both types of tests are less sensitive than previously mentioned
confirmatory tests.

Having a clear understanding of how brain death is determined and being able to
recognize that the criteria for neurological brain death differ from the cardiopulmonary
criteria used to determine death are the first steps in eliminating the confusion often
associated with brain death. Family members of patients with brain death need
reassurance and accurate information. They may think that their loved one has a heartbeat
and is therefore being “kept alive” by mechanical ventilation. They may also think that
their loved one will get better through treatment or intensive rehabilitation.

As clergy members we must understand that first and foremost, brain death is
irreversible. Patients who are brain dead have permanently lost the capacity to think, be
aware of self or surroundings, experience, or communicate with others. The common
pathological processes leading to brain death include massive head trauma, intracranial
hemorrhage( bleeding in the brain AKA, CVA or stroke, and hypoxic ischemic( loss of
oxygen to the brain tissue) damage suffered during cardiopulmonary arrest. These
conditions rapidly produce marked brain edema and swelling, which increas¢s brain
volume and pressure. Because of the skull’s fixed capacity, the increase in brain volume

produces an inevitable increase in intracranial pressure causing two morbid events to
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occur: (1) swelling due to infarction of the brain stem as it is forcibly displaced from its
original location; and (2) loss of cerebral perfusion pressure as intracranial pressure
exceeds the average arterial blood pressure. When cerebral swelling and pressure occurs
the brain tissue starts to die due to loss of circulation which the pressure cuts off.
However, if the patient has been maintained on a respirator, it also implies that
circulation and oxygenation has been delivered to other organs of the body making organ

donation a possibility. If the family does not give consent for donation, mechanical

ventilation should be stopped, and the patient should be given post mortem care
according to hospital protocol. Every patient’s family has the right to be offered an
opportunity for organ donation when their loved one meets accepted criteria. Regardless
of the decision, the clergy members can best help families as they grieve the loss of their

loved one by supporting them in their choice.

The saving of a life takes place over all but three halachic imperatives -
murder, idolatry, and adultery. Accordingly no barriers exist to donation of the organs of
the deceased if they are obtained in accord with halacha, which mandates the highest
standards of respect for human dignity. Vital organs such heart and liver may be donated
after the patient has been declared dead by a competent neurologist based upon the
clinical and/or radiological evidence. This case is usually reviewed by the medical ethics
board of the hospital prior to diagnosing the patient . In accord with the ruling of HaRav
HaGaon Moshe Feinstein, z'tl, and of the Chief Rabbinate of Israel, brain stem death,
together with other accepted neurological criteria, fully meets the standards of halacha for
determining death.Since organs that can be life saving may be donated, the family is

urged to do so. When human life can be saved, it must be saved. Even cornea transplants
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that can restore sight to the blind are also treated in halacha as life-saving. The halacha
therefore looks with great favor on those who facilitate the procurement of life-saving

organ donations.

Today there are approximately 93,888 people waiting for organ transplants in the
United States. Every 13 minutes another person is added to that list. In America at least
thirteen people die every day waiting for an organ transplant in the United States. When a
traditional Jew dies there is no question if there will be a ritual washing or a funeral.
Judging by the programs at the Frisch School Rabbi Moses Tendler states in his article on
organ transplant, “ there soon may not be any question in the Orthodox community about
the routine acceptance of organ transplantation. It may become just another part of Jewish
ritual at death.”. ( Tendler, [1996]p1 )All three of the major Jewish movements confirm
that “pikuach nefesh,” the saving of a human life, is the overriding value that permits
the ordinarily- forbidden removal of organs from the body of the dead for harvesting of
transplant organs. The significant and difficult halakic issue among the movements, is the
determination of when death occurs and the harvesting of the organs begins. The
determination of death is as follows: Rabbi Dr. Moses Tendler explains \“dead motion is
when blood circulation has been severed to a limb of the body, the organism can survive
for a while, but brain tissue dies in about four minutes. Once a person is declared dead , a
patient may be placed on a ventilator and then assessed for possible organ donation. It is
halakically permissible to use the organs for transplantation. Now it is medical law that
any patient who is considered brain dead and will be removed from life support, first be
considered as a possible organ donor.( Tendler [1996] p.2) Rabbi Tendler also states that

, “Human Life is identical. Jew or Non-Jew, chassid or secularist. Saving a life is
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hallachically mandated so that we transgress the law of Shabbat to do so. If that law
considering human life identical is violated, you’ve transgressed Torah law and

endangered Jews through out the world.” (Tendler[1996] p.2)

As cited from the Reform Responsa on Live Liver Transplants , it was stated that
“nearly eighty percent of all transplanted in the United States are taken from deceased
donors.”(CCAR[ 5763.2]p.1) Since the patient has been diagnosed as dead one might
think there would be no objection to this practice. Rabbi Joseph Prouser in his article on
“The Mitzvah of Organ Donation from the Unit Synagogue Review explains,” “the
objections to this practice include prohibitions against nivul ha-met, hana’ah ha-met and
halanat ha-met is over ridden just as the mandate to preserve a life take precedence over

all other religious obligations.” (Rabbi Joseph Prouser[1997]pp1-2)

The Reform Responsa on Live Liver Transplants continues , “Halakic authorities
have come to recognize organ donation as an exception to each of these
issues”(CCAR[5763.2]p.2-4) Reform Rabbis encourage their congregants to fulfill the
mitzvah of organ donation . This is not to say that Reform Judaism does not follow the
tradition of honoring and respecting the dead.” Now that physicians and surgeons can
save many lives with these procedures they have become an integral feature of the
legitimate practice of medicine. Cadaver organ donation is included in this healing
procedure of saving a life, which is a mitzvah, and it must not in any way be associated

with the acts that our tradition condemns as disrespectful treatment of the dead.”

The mitzvah of rescuing a person from mortal danger is cited in the Talmud BT

Sanhedrin 73a [29] : “From where do we learn that if one sees his fellow drowning in the
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‘\7 river, attacked by wolves , endangered by robbers that one is obligated to save him?”

“You shall not stand idly while your fellow’s blood is shed.”(Tanak, Leviticus 19:16)[30]

Jewish law forbids suicide and risking mortal danger to perform a mitzvah. This
situation is most often examined in regards to live liver transplants and kidney
transplants. Both transplants have been found to have manageable recovery periods. This
does not mean that the procedure is not serious and the recovery is easy. The risk of a
kidney transplant also places the donor in safek sakanah‘ ( possibility of danger), but it is

now permitted since medical advancements have made this surgery somewhat routine.

In R. Epstien’s , Aruk Hashulchan Chosen Mishpat 426, par.4, the poskim cite
the Talmud Yerusalmi to the effect that “a person is obligated to risk his life in order to
%) rescue his fellow. This passage has been omitted from the earlier codes, since the BT
takes the opposite position. Each instance must be judged on its merits. One should weigh
one’s decision carefully and not protect himself more than is presented.. for when a

person saves one Jewish life, it is as though he has saved an entire world.”

The Shulchan Aruk teaches this point that “one should in any event weigh the situation
carefully, to determine whether it is in fact Safek sakanah, and not to be overly strict
(shelo ledakdek beyoter) in the matter. As we have seen elsewhere, one who is overly
strict in insisting upon his own rights will one day lose the will to protect”. ( Bava Metzia

33a, SA Choshen Mishpat 264:1)[31]

The Reform Responsa, states that the preservation of human life as a mitzvah of

the highest form and that we are required to protect ourselves from danger as well as
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others. However if the act will pose mortal danger to our lives we are forbidden to
attempt this mitzvah. How much more so must we be obligated to save a life through the

death of a loved one.

The University of Pittsburgh Medical Center developed a set of guidelines,
commonly referred to as the "Pittsburgh Protocol," to allow for "planned" organ retrieval.
In the hypothetical case, a patient or the patient's surrogates make a legal and ethical
decision to. The "Pittsburgh‘ Protocol" specifies that organs may be retrieved once the
patiént meets the cardiopulmonary criteria for death, i.e., “the irreversible cessation of
cardiopulmonary function," and it determines that "irreversible cessation" has occurred
once the patient's pulse has stopped for a period of two minutes. To wait longer than two
minutes would subject the internal organs to warm ischemia (damage caused by lack of
blood flow) and possibly render them useless for transplantation. This presents a serious
problem for those who only accept neurological criteria (brain death) as the determinative
indicator of death. The Pittsburg Protocol meets the neurological criteria for death,
irreversible loss of all brain functions." Indeed, since "no one would claim that two
minutes of anoxia is sufficient evidence that the brain has ceased to function," a patient
declared dead according to the Pittsburgh protocol may also need the advances of modem
medicine which can accurately diagnosis brain death. A clear definition of brain death
must be given and reinforced to the family in order to clarify any doubt that may be with

them.
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Advanced Directives

The topic of Advanced Directives may present itself at the beginning of an illness
or at the end of one. When introducing the topic, inquire how familiar the patient is with
advance care planning. Some patients may already have advance directives in the form of
a living will health care proxy or durable power-of-attorney for health care. If this is the
case, review the documents and amend them if appropriate. An advisory medical

directive can be used to amend existing legal documents.

Physicians may disagree about the extent to which specific treatment preferences
ought to be discussed, especially if such treatment will not help achieve the overall goals.
As arule, the discussion of general goals of care should precede the discussion of specific
treatment preferences. Such c;onversations can begin like this, "Can we review our overall
goals for your care?" "Let me tell you what I understand you want as we plan your care" .
Make sure the pastoral caregiver and health care workers use language that the patient
will understand (use a medically skilled translator if necessary), give information in small
pieces, reinforce context in which the decisions will apply, stop frequently to check for
reactions, to ask for questions, and to clarify misunderstandings, and concerns about
discussion of specific treatments. This process can be an emotionally draining discussion.
During these discussions, respond to patient and family’s anxiety by acknowledging
emotional content of this topic. Patients, families, and surrogates may be profoundly
disturbed by subject matter being discussed. Parents, if the patient is a child, are likely to

be very emotional and need support from the physician and other members of the health
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care team including the clergy member .If the clergy member finds that emotions are too
challenging, ask other colleagues to assist in establishing and implementing the plan.
The next step may be as simple as planning to discuss the subject again at the next visit,

or convening a family meeting to further discuss the proposed treatment plan.

Informed consent is a fundamental ethical principle that underlies today’s medical
care. Patients (parents if the patient is a child) deserve a clear, complete understanding of
all therapies that are being proposed for them. Some will want to know all the details.
Others will prefer not to know anything. Be prepared to describe in simple, neutral terms
the aspects of each life-sustaining treatment in a manner that conforms to the principles

of informed consent.

Before you begin the process, be prepared to explain the goals and the process
that you recommend using to the patient or family. The clergy member may have
literature for the patient to read. If you are using a validated worksheet of the hospital,
give it to the patient to look over before the next discussion, explain the roles of other

family members, or a proxy.

If a patient (or parent if the patient is a child) does not seem comfortable talking with
you be supportive and provide information, but do not force the conversation. It may

happen later when the patient is ready.

“In most states, every patient admitted to a hospital must be offered the option of
filling out ‘advanced directives,” commonly know as a living will, indicating their

medical wishes in case the patient is not competent to express his or her desires at a

A9
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future time”. A patient may also choose to establish a durable power of attorney or a
health care surrogate , to be like to transfer legal authority to make medical decisions the
patient can not. While Judaism may not have encouraged the writing of living wills and
durable powers of attorney, it has begun to embrace the opportunity that these documents
offer in the supporting and establishing Jewish law in end of life situations. The most
direct argument for advanced directives is the recognition that if the patient has not
indicated his or her wishes in advance, someone else will and that person may not have
the same ethical concerns as the patient.

Agudath Israel and the Rabbinical Council of America have drafted model living
wills and powers of attorney documents that are intended to incorporate the values of the
Torah. Both The Union for Reform Judaism and United Jewish Synogoue have living
wills and power of attorney forms on their websites for easy access. It is important to
understand that advanced directives do not intrinsically require lack of treatment in cases
of medical emergency. While one may legally choose to refuse life-sustaining treatment
in cases of critical illness, one is also free to mandate that "everything" be tried. The
Jewish person contemplating using a power of attorney may name his or her rabbi to be
the his or her legal proxy, ensuring that any issues of Jewish law will be dealt with
appropriately.

The crucial issue involved with a living will is whether the Torah grants the first legal
principle concerning the duty of burying the entire body--- limbs , eyes, blood, etc...
applies as a general rule. However, if it is evident that certain parts of the body are a
remedy for a sick person who is in grave danger, then the necessities for healing would

constitute an exception. Jewish law states that it is “forbidden for the living to derive any
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benefit from the bodies of the dead.” “This objection is often applied to the planned use
of cornea and bones from a bone bank etc.., namely not to have benefit from a dead
body. It is , therefore, necessary to go into the question of the legal status of healing, as to
what may be used for healing”. Freehoff continues “That if a patient is in danger then
hesitation of using the dead person’s blood is overridden for the sake of life.”(Using The
Blood of the Dead CCAR response # 83 Vol. LXXVIII, 1967, pp.78-81)

Far preferable to the living will is the durable power of attorney (often called a
health-care proxy), which simply specifies a person-family member, friend, clergyman -
empowered to make health care decisions on the patient's behalf in the event he or she is
unable to do so for himself or herself. The power may in addition specify that all
decisions shall be made in accordance with Jewish law and in consultation with a
designated clergyman of the patient's choice. Sample forms - labeled somewhat
inaccurately as "Halachic Living Wills" -have been prepared by Agudath Israel of
America, This document ensures that decisions will be made consistently with the moral

and religious beliefs that the patient holds dear.

Incapacitation and terminal illness are tragic situations. Let us remember,
however, that we come from a tradition that has grappled with these questions and that
approaches these issues with sensitivity, compassion, and understanding. Some of the
decisions made will include the determining a health care proxy, durable power of

attorney, Advanced Directive, and health care surrogate.

We may gain insight into the use of the power of attorney through a responsum

written by Rabbi M. Feinstein. Rabbi Feinstein states , “if a pain-stricken terminally ill
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patient were to prefer to die and it would be "proper not to treat him in any manner that
would prolong the dying process", such as treating the second illness. Nevertheless,
Rabbi Feinstein writes, that “this is a decision that the patient must make, and if the
patient is incompetent, the doctor should consult the family regarding treatment, since
they are closest to the patient. While the family’s autonomy is limited by the same factors
that limit the patient himself, we see that Judaism does recognize the concept of
substituted judgment in such cases” (Tendler [1996]p2). A durable power of attorney is
the easiest method of recognizing whom should be consulted if the patient is unconscious
or incompetent. Patients frequently wish to minimize the decision-making burden for
families. Clergy member should ask the patient to identify a possible proxy decision-
maker who might act on the patient’s behalf, to be involved in subsequent conversations.
The health care proxy is someone the patient trusts - for example, a family member or
close friend - to make health care decisions for the patient if he or she loses the ability to
make decisions himself or herself. By appointing a health care agent, the patient can
make sure that health care providers follow wishes. The agent can also decide how the
patient’s wishes apply to his or her medical condition changes. Hospitals, doctors and
other health care providers must follow your agent's decisions as if they were your own.
This person as health care agent, can have as little or as much authority as their want.
This agent may make all of the health care decisions or only certain ones. The agent may
be given instructions that he or she has to follow. This form can also be used to document
for wishes or instructions with regard to organ and/or tissue donation organ viability. If
the patient has not give consent for donation, mechanical ventilation should be stopped

and the patient should be given post mortem care according to hospital protocol.
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However, the best proxy decision-maker is not always a family member or significant
other. Sometimes the decisions are too difficult for people close to the patient who may
be overly influenced by their attachment or by burdens of care. Whether close or not so
close, the proxy should be someone whom the patient trusts and who would be willing
and able to represent the patient’s wishes. The agent knows and understands the patient’s
wishes about his or her medical treatments. He or she can make decisions in situations
that might not have anticipated. An agent has flexibility. He or she can talk with the
patient’s physicians about the patient’s changing medical condition and authorize
treatment or have it withdrawn as circumstances change. If the patient has prepared a
living will, the agent can interpret it in situations that were not foreseen. The patient is to
make clear in a living will that the agent should make decisions on how to interpret it or
when to apply it. The agent should advocate for the patient. If health care providers insist
on following the patient’s wishes, the agent can negotiate with them and take any other
necessary steps to see that the patient’s wishes are honored. The living will, however,
which attempts to spell out in advance which treatments should be employed and which
should not be cold and impersonal of an instrument to accurately mirror the necessary
value judgments of the patient. Keep in mind too that many patients such as those with
advanced Alzheimer's or in comas may in fact not be suffering though their existence is
undoubtedly a hardship to their families. It is almost impossible to spell out all situations
in advance, making living wills incomplete almost by definition. There are legitimate
cultural, ethnic, and racial differences in approaches to medical decision making and
advance care planning. However make sure you are diligent in offering to discuss all

situations on this topic for each and every individual patient.
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The term advance directive describes two types of legal documents that enable the
patient to plan for and communicate his or her end-of-life issues in the event that the
patient is unable to communicate: A living will allows the patient to document his or her
wishes concerning medical treatments at the end of life. A medical power of attorney (or
health care proxy) allows the patient to appoint a person they trust as their health care

agent (or surrogate decision maker), who is authorized to make medical decisions on the

patient’s behalf.

Advance directives are legally valid throughout the United States. While one
does not need a lawyer to fill out an advance directive, your advance directive becomes
legally valid as soon as it is signed in front of the required witnesses. The laws
governing advance directives vary from state to state, so it is important to complete and
sign advance directives that comply with the patient’s state's law. Also, advance
directives can have different titles in different states. Before the Living Will can guide
medical decision-making two physicians must certify that the patient who is unable to
make medical decisions and is in the medical condition specified in the state's living will

law (such as "terminal illness" or "permanent unconsciousness"), other requirements also

may apply, depending upon the state.

Before a Medical power of attorney goes into effect a patient’s physician must
conclude that they are unable to make their own medical decisions. In addition: if a
person regains the ability to make decisions, the agent cannot continue to act on the
person’s behalf. Many states have additional requirements that apply only to decisions

about life- sustaining medical treatments. For example, before the agent can refuse a life-
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sustaining treatment on behalf of the patient, a second physician may have to confirm the

first doctor's assessment that the patient is incapable of making treatment decisions.

Emergency medical technicians cannot honor a living will, health care proxy or
power of attorney. Once emergency personnel have been called, they must do what is
necessary to stabilize a patient for transfer to a hospital, both from accident sites and from
a home or other facility. After a physician fully evaluates the person's condition and
determines the underlying conditi(jns, advance directives can be implemented. Thisisa
very important step for those who are under the palliative care. The family should be
fully aware of the procedures if they should call emergency personnel at the time of

death.

One state’s advance directive does not always work in another state. Some states
do honor advance directives from another state; others will honor out-of-state advance
directives as long as they are similar to the state's own law; and some states do not have
an answer to this question. The best solution is if the patient spends a significant amount
of time in more than one state, he or she should complete the advance directives for all
the states he or she spends a significant amount of time in. It will be easier to have the
patient’s advance directives honored if they are the ones with which the medical facility
is familiar. Advance directives do not expire. An advance directive remains in effect
until the patient revises it. If the patient completes a new advance directive, it invalidates
the previous one. The patient should review his or her advance directives periodically to
ensure that they still reflect the patient’s wishes. If the patient want to change anything in

an advance directive once he or she has completed it, the patient should complete a whole
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new document. Below you will find terms that you will be asked to have comfort with as
you assist the patient in writing their Advanced Directives.

During this discussion on end of life issues many terms emerge that the most
people are not familiar with. Below, I have provided a list of terms involved in making
about end-of-life decisions. The following are excerpts from the glossary of Caring
Connection: Caring Connections A Hospice Glossary.

Advance directive - A general term that describes two kinds of legal
documents, living wills and medical powers of attorney. These documents allow a person
to give instructions about future medical care should he or she be unable to participate in
medical decisions due to serious illness or incapacity. Each state regulates the use of
advance directives differently.

Artificial nutrition and hydration: Artificial nutrition and hydration (or tube
feeding) supplements or replaces ordinary eating and drinking by giving a chemically
balanced mix of nutrients and fluids through a tube placed directly into the stomach, the
upper intestine or a vein.

Assisted suicide - Providing someone the means to commit suicide, such as a
supply of drugs or a weapon, knowing the person will use these to end his or her life.

Benefits and burdens - A commonly used guideline for deciding whether or not
to withhold or withdraw medical treatments. A benefit can refer to the successful
outcome of a medical procedure or treatment. Outcomes can be medical (e.g. the heart
beats again) or functional (e.g. the person is able to walk to the bathroom after being
incapacitated by a stroke), or it supports the patient’s values (for example, the patient is
able to die at home as he wished). However, a benefit from one point of view can be
experienced as a burden from another and might be viewed differently by doctors,
patients and families. For example, if a patient is resuscitated and the heart starts beating
again, this is a successful outcome from a medical point of view and a doctor may
consider it a benefit. To the patient who is dying from a serious illness or disease,
resuscitation may cause further injury and only contribute to the overall experience of
suffering. This success, from the doctor’s point of view, might actually be experienced as
an additional burden by the patient. Discussions of the benefits and burdens of medical
treatments should occur within the framework of the patient’s overall goals for care.

Best interest - In the context of refusal of medical treatment or end-of-life court
opinions, a standard for making health care decisions based on what others believe to be
"best" for a patient by weighing the benefits and the burdens of continuing, withholding
or withdrawing treatment. (Contrast with "substituted judgment.")
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Brain death - The irreversible loss of all brain function. Most states legally
define death to include brain death.

Capacity - In relation to end-of-life decision-making, a patient has medical
decision making capacity if he or she has the ability to understand the medical problem
and the risks and benefits of the available treatment options. The patient’s ability to
understand other unrelated concepts is not relevant. The term is frequently used
interchangeably with competency but is not the same. Competency is a legal status
imposed by the court.

Cardiopulmonary resuscitation - Cardiopulmonary resuscitation (CPR) is a
group of treatments used when someone’s heart and/or breathing stops. CPR is used in an
attempt to restart the heart and breathing. It may consist only of mouth-to-mouth
breathing or it can include pressing on the chest to mimic the heart’s function and cause
blood to circulate. Electric shock and drugs also are used frequently to stimulate the
heart.

Clear and convincing evidence - A high measure or degree of proof that may
be required legally to prove a patient’s wishes. A few states require clear and convincing
evidence that an incompetent patient would want to refuse life-support before treatment
may be stopped unless the patient has completed an advance directive authorized by the
state's law.

Do-Not-Resuscitate (DNR) order - A DNR order is a physician’s written
order instructing health care providers not to attempt cardiopulmonary resuscitation
(CPR) in case of cardiac or respiratory arrest. A person with a valid DNR order will not
be given CPR under these circumstances. Although the DNR order is written at the
request of a person or his or her family, it must be signed by a physician to be valid. A
non-hospital DNR order is written for individuals who are at home and do not want to
receive CPR.

Emergency Medical Services (EMS) - A group of governmental and private
agencies that provide emergency care, usually to persons outside of health care facilities;
EMS personnel generally include paramedics, first responders and other ambulance crew.

Euthanasia - The term traditionally has been used to refer to the hastening of
a suffering person's death or "mercy killing". Voluntary active euthanasia involves an
intervention requested by a competent individual that is administered to that person to
cause death, for example, if a physician gives a lethal injection with the patient’s full
informed consent. Involuntary or non-voluntary active euthanasia involves a physician
engaging in an act to end a patient’s life without that patient’s full informed consent. See
also Physician-hastened Death (sometimes referred to as Physician-assisted Suicide).

Guardian ad litem - Someone appointed by the court to represent the
interests of a minor or incompetent person in a legal proceeding.
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Hospice care - A program model for delivering palliative care to individuals
who are in the final stages of terminal illness. In addition to providing palliative care and
personal support to the patient, hospice includes support for the patient’s family while the
patient is dying, as well as support to the family during their bereavement.

Intubation - Refers to "endotracheal intubation" the insertion of a tube
through the mouth or nose into the trachea (windpipe) to create and maintain an open
airway to assist breathing.

Life-sustaining treatment - Treatments (medical procedures) that replace or
support an essential bodily function (may also be called life support treatments). Life-
sustaining treatments include cardiopulmonary resuscitation, mechanical ventilation,
artificial nutrition and hydration, dialysis, and certain other treatments.

Living will - A type of advance directive in which an individual documents
his or her wishes about medical treatment should he or she be at the end of life and
unable to communicate. It may also be called a “directive to physicians”, “health care
declaration,” or “medical directive.” The purpose of a living will is to guide family
members and doctors in deciding how aggressively to use medical treatments to delay
death.

Mechanical ventilation - Mechanical ventilation is used to support or replace the
function of the lungs. A machine called a ventilator (or respirator) forces air into the
lungs. The ventilator is attached to a tube inserted in the nose or mouth and down into the
windpipe (or trachea). Mechanical ventilation often is used to assist a person through a
short-term problem or for prolonged periods in which irreversible respiratory failure
exists due to injuries to the upper spinal cord or a progressive neurological disease.

Medical Power of Attorney - A document that allows an individual to appoint
someone else to make decisions about his or her medical care if he or she is unable to
communicate. This type of advance directive may also be called a health care proxy,
durable power of attorney for health care or appointment of a health care agent..

Palliative Care - A comprehensive approach to treating serious illness that
focuses on the physical, psychological, spiritual, and existential needs of the patient. Its
goal is to achieve the best quality of life available to the patient by relieving suffering, by
controlling pain and symptoms, and by enabling the patient to achieve maximum
functional capacity. Respect for the patient’s culture, beliefs, and values are an essential
component.

Respiratory arrest - The cessation of breathing - an event in which an individual
stops breathing. If breathing is not restored, an individual's heart eventually will stop
beating, resulting in cardiac arrest.

Surrogate decision-making - Surrogate decision-making laws allow an
individual or group of individuals (usually family members) to make decisions about
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medical treatments for a patient who has lost decision-making capacity and did not
prepare an advance directive. A majority of states have passed statutes that permit
surrogate decision making for patients without advance directives.
(Caring Connections http://www.caringinfo.org)

One very important document which has not been mentioned thus far, but well
known to Judaism is the ethical will. The tradition for leaving a spiritual will as well as a
living will has it’s roots in the Bible and the Talmud. Historically, Jews have made
provisions to ensure their values will live on after their death. Jews have documented
their beliefs and moral teachings through the use of ethical wills. It can be difficult for us
to begin the process of writing an ethical will. First we must come to terms with our
mortality. We must acknowledge that each one of has a finite number of days on this
Earth. We do not know when, where or how that final day will occur. We just search for
the right was to live our lives through the ethics of our tradition. “ There is a story told
about the tourist who came from America to visit the renowned scholar and saint who
was known as the Chofetz Chaim. He came in, and he saw a bed a chair, a table, a
cupboard, a closet and a bookcase. The tourist was shocked and asked the sage”: “Where
are your possessions?” The Chofetz Chaim replied: And where are your possession? The
tourist said “what kind of question is that? I am a visitor here.” The sage replied “ T am
too” Jews live with the awareness that we are all strangers and sojourners on this earth,
we are visitors here.”( Reimer & Stamfler,[1991}p. xxvi) This story presents us with the
reality that we are just sojourners here on earth. It reminds us of the impermanence of
our lives.The material items we work so hard to obtain for our families and our selves are
really very immaterial to the grand scheme of life. We begin to face these issues when we

begin to contemplate writing an ethical will. We then shortly learn that the ethical will
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can be our voice in a world we no longer inhabit. Judah Godlin writes about meaning of
the ethical will.: “ The Hebrew ethical will is not a mere valediction but an audacious
attempt at continuing speech from father in the grave to children in a reckless world. The
teacher’s absence is not the end of instruction. It was said along time ago, When the dead
are quoted, their lips move.” ‘For I have singled him out, that he may instruct his
children, and his household after him to keep the way of Adonai by doing what is just and
right, in order that Adonai may bring about Abraham what Adonai has promised him.’
(Tanak, Genesis 18:19)[33] This is one of many citations found within the Torah and

could be considered an ethic will.

These documents “convey important information or advice to your family and
future generations, your convictions, the valuable lessons you have learned, your hopes
and blessings for the future and any personal statements you feel are necessary for them
to know. During the Medieval period, ethical wills were written as attachments to wills.
Since the Jews were dispersed over the Europe, these documents were ways in which to
convey values and traditions. Due to the increasing mobility of our society, ethical wills
are becoming popular once again. However, their contents have changed. The Talmud
and the Torah primarily cite bedside blessings. Today ethical wills include more personal
values of family history, values, and religious and ethical convictions. An ethical will has
no specific length or style. The important thing is that you convey honestly about your

deepest values.

By writing an ethical will, “we continue to teach by participating in this

ancient mitzvah of leaving behind our values for our children.” We have the opportunity
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to leave behind our wishes about our own death, the love and hopes we wish for our
children and to express the secrets we have learned through our lifetime. In preparing to
write an ethical will, we ask ourselves questions such as, What values of faith and
community of love and life do I want to share with the future generation? What legacy
fro living can impart of those who know me? An ethical will represents and transmits the
core values and structure of the true essence of the individual. In our Jewish heritage
there is ‘One of the most beautiful stories of ethical will writing comes from the Chasidic
tradition. Reb Zuzsya’s students came to see him while he was dying. They entered his
room and found him trembling. “Why are You afraid?” To which Reb Zusya replied,
When I stand before the throne of judgement, I will not be asked, “ Reb Zusya why were

you not more like Moses?” I asked “Reb Zusya, Why were you not more like

Zusya?”’p.)

Writing an Ethical Will at various time in your life will ensure that your values
and teachings will live on for future generations. No on can predict when the time will
come when you will need to have any of these issues conveyed to your loved ones. Since
we have this knowledge of the Ethical Will our responsibility lies within ourselves to get
the task done today.

In conclusion, as Jews each and every year we are reminded of our finite days on
earth. Throughout the liturgy of the Yom Kippur service we are confronted with the
ultimate judgment.. We acknowledge that only G-d knows who will live and who will
die. Who will die by fire, drowning, plague, etc.. The topics presented in this paper will

help prepare those facing their final days with healing, comfort and peace. The process
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of pastoral counseling can be tedious and draining. Only through continual use of these
tools can we master the skills of empathetic listen and true presence for those around us.
By drawing on your own personal torah, one can begin to develop sensitivities needed
for walking with another human being through their pain. Rich with answers to life’s
questions, our Jewish sacred texts have become the bases for all of our solution As Ben
Bag Bag used to say . Turn it, and turn it, for everything is in it. Reflect on it and grow

old and grey with it. Don’t turn from it for nothing is better than it. ( Pierke Avot 5:22)
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