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A booklet containing the Paper and the Guide, in a more accessible format,  
will be available soon after General Assembly. We hope that it will prove to  
be a valuable resource for church groups. Enquiries to Church and Society 
church.society@urc.org.uk or 86 Tavistock Place, London WC1H 9RT.  
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1.		 Why	this	debate	now?

1.1  The context is a momentum for change to the legislation governing 
euthanasia, which saw Lord Joffeôs Assisted Dying for the Terminally Ill Bill 
attract considerable support in the House of Lords early in 2006. The Bill 
was eventually defeated, due in part to opposition from Church of England 
bishops sitting in the Lords, but there will almost certainly be fresh attempts to 
amend the law. Some Christian denominations have clearly stated positions on 
Assisted Dying and Euthanasia; however, these issues have not been formally 
discussed by the United Reformed Church. A resource pack A Time To Die 
produced by Church and Society in 2002 covered issues of bereavement and 
loss but deliberately made no reference to assisted suicide, for the reason that: 
euthanasia is at present not legal in this country (1). 

1.2 The Church and Society committee agreed in January 2006 that this  
was an issue that the Church should be encouraged to consider and the intention 
to mount a debate was signalled in the report to General Assembly in 2006 (2). 
The Committee has encouraged discussion through:  

 A questionnaire, distributed widely and available at General Assembly  
 2006. (Section 9 and Appendix A); 
 The Church and Society network hotline;
 The Church and Society pages on the URC website;
 An article in the October 2006 edition of Reform; and 
 The Secretary raising the issue during visits to synods, districts and 
 local churches; 
 A study guide.

1.3  Many responded, their views nearly always being based upon formative 
personal experiences, either as a professional carer, or as a result of living 
through the death of a loved one. Encouragingly, some churches and districts 
reported that they held discussions, often led by people who had briefed 
themselves for the task. Invariably, the report back was that the debate  
was lively, with people sharing a range of experiences. By February 2007, 
139 responses had been received, including 12 from groups. Trends from 
the responses are highlighted in Section 9; the questions asked and a fuller 
summary of responses will be found in Appendix A. 

1.4 This paper does not pretend to be exhaustive, nor overly academic; 
it does try to identify the main issues of concern, recognising that medical 
advances make this a complex issue. It points the reader wanting more 
to further sources of information. In compiling it, the Church and Society 
Committee has been assisted particularly by the Revd Delia Bond, co-ordinator 
of the URC Health and Healing Network; the Revd Dr Neil Messer, senior lecturer 
in Christian theology in the Department of Theology and Religious Studies, 
University of Wales, Lampeter; Malcolm Johnson, Professor of Health and  
Social Policy at Bristol University, Professor of Gerontology and End of Life Care, 
University of Bath, and former Convener of the Church and Society Committee; 
Dr Pamela Cressey, Convener of Eastern Synod  Church and Society Committee 
and a retired GP, and colleague members of the Methodist, Baptist and United 
Reformed Church Joint Public Issues Team; and also by the many people who 
have taken the trouble to respond to the questionnaire (See Section 9 and 
Appendix A). 
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3.5 Neither Church insisted that a dying or 
seriously ill person should be kept alive by all 
possible means for as long as possible. Patients 
might reasonably refuse a particular treatment as 
being too burdensome. Treatment for a dying patient 
should be proportionate to the therapeutic effect to 
be expected and should not be disproportionately 
painful, intrusive, risky, or costly, in the circum-
stances pertaining. Having said that, the aim of 
giving or refusing treatment should never be to 
make the patient die. Patients should not be able to 
demand that doctors collaborate in bringing about 
their death; that, the submission said, would be 
illegal and morally wrong. If doctors were allowed, 
in some circumstances, to kill their patients rather 
than care for them, this would lead, inexorably, to an 
undermining of trust. A change in the law to permit 
assisted dying would change the cultural air breathed 
by all of us, and affect attitudes to older people and 
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3.8  The Royal College of General Practitioners opposed 
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be the kind of communities that can give suffering human beings the resource  
to endure pain and indignity. Stories can be told of ways in which this has happened,  
to remarkable effect ï the Christian roots of the hospice movement should be noted ï  
but it has to be said that our churches often fail to live up to their calling in this regard. 
If our practice were better, our words and arguments might sound less hollow.

4.4 Acts, omissions and double effect

4.4.1 A third line of argument often used in favour of assisted dying is, in effect, 
that we already practice forms of euthanasia, so we might as well be honest and do it 
more efýciently and effectively. Doctors withhold or withdraw medical treatment that 
could prolong a patientôs life, so why not give a lethal injection that will end it all more 
quickly and easily? Or again, doctors might give drugs with the aim of relieving pain 
even though they can foresee that those drugs would have the side-effect of shortening 
the patientôs life. In doing this, they appeal to the ethical and legal principle of ódouble 
effectô which states that an action done with a good intention (in this case, relieving 
pain) can sometimes be permissible even if it also results in a foreseen but unintended 
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5.		 Practical	considerations

5.1  Advances in technology and medicine give us 
choices that were not available even a generation 
ago; choices about whether we prolong life at all 
costs, or recognise that there is a time to die. So 
many considerations come into the debate: the 
age of the patient, the quality of life, the cost and 
efýcacy of treatment and the patientôs wish and 
readiness to die. There will be as many views on 
this subject as there are individuals, each coming 
with their own beliefs, traditions and experiences; 
some will have been uplifting; others will have been 
dreadful. Each patient will have a different threshold 
of pain, and attitude to suffering. Each will have 
thoughts and beliefs about death and personal fears. 
Health professionals will have their own views; they 
are often under pressure to assist terminally ill and 
suffering patients to end their lives ï if not from  
the patient, then from family members.

5.2  As Christians we recognise we are made up of 
body, mind and spirit, and we function in relationships. 
There are many types of suffering, not just physical, 
and when addressing end of life issues we must heed 
the necessity to address not just physical, but also 
spiritual, mental and emotional needs.
 
5.3 
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5.6  In recent years, people have often been reluctant 
to discuss death, leaving superstition, fear, anger and 
guilt, especially about untimely death. Many say they 
are not afraid of death itself, but of the manner of dying 
as they have seen suffering ýrst hand. They are fearful 
of unmanageable pain in body, mind or spirit and of 
the inability to communicate wishes, and loss of dignity 
when they reach a point where they can do nothing for 
themselves. Many are afraid of dementia and the loss of 
personality. There is a fear of life-threatening diseases, 
and the treatment ï or unavailability of treatment. People 
ask themselves: Will I be able to cope ï and what about 
those looking after me. What about the burden I will be 
to them? There are those who say: If ever I become a 
vegetable and can no longer speak or move or do anything 
for myself, then please do not artiýcially keep me alive. 
What most would wish for is a timely, gentle and peaceful 
death in a loving, caring situation. 

5.7  It is difýcult to observe suffering in others, and 
difýcult for the sufferer to endure. Where does suffering 
ýt into the Christian perspective?  We are all part of a 
fallen world ï it is part of our human condition. There is 
evil, sickness, suffering and dis-ease; we cannot escape  
it whatever our piety and belief, none of us is immune.  
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6.		 A	researcher’s	epiphany	–	a	personal	view		
	 by	Malcolm	Johnson

6.1  As an academic gerontologist (a researcher on ageing and the lifespan), like the 
overwhelming majority of other gerontologists ï who study everything up to the brink, 
but no further ï I had paid little professional attention to death and dying. But in 1988, 
I was asked to produce an Open University course on end of life issues. After much 
effort, we not only persuaded the Department of Health to fund the production, but 
also completed a full half-credit undergraduate course, Death, Dying and Bereavement  
which has now been used by up to 40,000 students (13). 

6.2  During the three years it took to create the learning materials, the Course Team 
were immersed in matters related to dying. It was an immensely difýcult human task; 
though very rewarding. We had many wonderful collaborators, including St Christopherôs 
Hospice in South London and its charismatic founder, Dame Cicely Saunders, who is 
regarded as being the founder of the Modern Hospice Movement. Dame Cicely promoted 
the humane care of dying people with the evangelical zeal of the deeply convinced 
Christian she was. At that time and later, I was persuaded of her orthodox Anglican 
Christian view that all life was sacred and should never be taken. She added to this 
dictum a phrase that has become the doubtful mantra of the hospice and palliative care 
movement: The taking of life is never justiýed because we now have the ability to deal 
with all pain. This claim was made extensively by those who opposed Lord Joffeôs Bill.

6.3  Further involvement with death and dying led me into work on funerals and 
memorialising with another social innovator, Lord Michael Young, who had just created 
The National Funerals College as a result of the misery he saw in researching his book 
A Good Death (14). Michael ï a sometime Buddhist ï observed the common everyday 
experience of death as a lamentable commentary on our death-denying society. We 
wrote (along with others) a publication called The Dead Citizens Charter (15). I took 
a closer interest in the real life experience of dying at the end of the 20th century, 
including training staff in care homes for older people, on how to understand the social 
and psychological processes of dying. My team taught the history of death, the cultural 
diversity of approaches to death and elders, the importance of symbolic rituals such as 
funerals, the contemporary meanings of spirituality and óbiographical painô and how to 
deal with death professionals ï funeral directors, doctors and clergy. 

6.4 My research on older people at the end of life led me to understand the anguish 
that many experience as they face imminent death. The average age of people in care 
homes today is 90. With endless time to think, but not much time to live, a great deal 
of time is given over to reþection.  For some, all is harmony and contentment. But 
most ýnd that unconýned time for life review takes them into the deeper recesses of 
memory. Too often the dominant recollections are of dreadful experiences ï things done 
by others to harm them, actions taken but deeply regretted, things always promised yet 
still undone. This leisure to reþect is accompanied by disability and an incapacity to right 
these wrongs, and there is much guilt and self loathing. Some see this as unforgivable 
sin. Others with no belief, simply feel tortured. Yet they rarely ýnd a sympathetic and 
safe listener to relieve this profound distress: which I have called óbiographical painô.

6.5  So when we observe the landscape of contemporary death, it is not one of pain-
free transition, assisted to a comfortable end by palliative care. Such services are 
rationed (mostly to younger people with cancers). More to the point, the indications 
are that the great majority die in physical pain which goes untreated or unreached by 
medication; or in unrevealed óbiographical painô. Without the opportunity to be relieved 
of this appalling anguish and the possibility of forgiveness, it seems right to allow those 
whose lives are a living hell to exit with careful provision, and dignity. 
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6.6  These observations over nearly a decade have made me a critical friend of the 
hospice movement and I am no longer able to stand with Dame Cicely Saunders on 
assisted death. I no longer accept arguments about the nobility of pain or the restrictions 
on freewill imposed by a God who will choose the hour and the manner of death, regardless 
of human cost. This is not our God of love. When you have seen it, you recognise the 
awfulness of continuing to sustain life that is ýnished; you know that to enable a patient to 
choose to leave it all behind in a controlled and honest way is a supreme act of love. 

6.7 In this brief account of an emerging recognition of the fallacy of the theologically 
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8.		 Palliative	Care

8.1 Good palliative care recognises that each 
person has unique physical, emotional and spiritual 
needs, all of which ought to be addressed. It aims 
neither to hasten death, nor to prolong life at all costs. 
But accepts that when a patient is dying, the relief of 
suffering, be it physical, emotional or spiritual, takes 
precedence over both of these concerns. 

8.2 There have been rapid advances in palliative 
care and in the growth of the hospice movement, 
such that a brieýng by the Christian group CARE says 
succinctly: We do not have to kill the patient to kill 
the symptoms (16). However, provision and expertise 
is not uniformly available. There seems to be general 
agreement on the need for better provision and for 
medical staff to be better trained in the discipline 
ï a clear point to emerge from the responses to the 
Church and Society Questionnaire (Section 9 and 
Appendix A).
 

9.
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10.		Conclusion

10.1  Church and Society encourages General 
Assembly to recognise that Assisted Dying is a 
complex subject; advances in technology and 
medicine pose new challenges. We believe there 
is a time to die, and we recognise that there are 
circumstances in which it will be wrong to continue  
to provide treatment designed to prolong life. 
However, we do not believe it is right to empower,  
or to give doctors responsibility for providing, 
medical intervention which deliberately seeks to 
assist a patient to die. We recognise that these  
are often matters of ýne judgment but we do not 
support changes to legislation to allow assisted  
dying or euthanasia. 
 
10.2 There is clearly considerable interest in the 
subject within the Church. Many people have views 
born out of personal experience of seeing suffering  
in body, mind or spirit ï or all three. Most have 
experienced the death of a loved one and that 
has helped form their view on death and the 
way of dying. Sensitivity rather than dogmatic 
pronouncement is therefore required.

10.3  We recognise that the issues raised have 
implications for the Church and the pastoral care of 
the chronically sick and the terminally ill. There is 
a need to offer prayerful support, for sufferers and 
carers. We recognise pain can be in body, mind  
and spirit, and that care must be taken to address  
all three. 

10.4  We recognise and respect the fact that those 
of other faiths, or no faith, may have a different  
view of life, death and suffering.

10.5 Whilst acknowledging the dilemma and 
anxiety which sometimes surrounds terminal illness, 
we believe the vulnerable might be at risk from 
possible abuse of legislation that would empower 
medical staff to intervene in ways which deliberately 
seek to assist a patient to die. However, we do 
support the right that terminally ill patients already 
have, to decline treatment that might prolong life. 

Yvonne,		
had	only	a	distant	
elderly	cousin	and	was	
fearful	about	what	
would	happen	if	she	
became	terminally	ill	or	
mentally	incapacitated.	
She	wanted	to	make	
provision	for	that	
eventuality,	so	asked		
various	friends	and	a	
solicitor	to	take	care	
of	her	affairs,	in	that	
event.	She	approached	
her	minister	to	take	
her	funeral	when	
the	time	came	and	
gave	instructions	for	
that	too.	Sadly	she	
developed	cancer	just	
a	few	years	later,	went	
though	all	the	usual	
treatments	and	yet	died	
a	year	later,	after	the	
expectation	and	hope	
that	she	would	have		
2-3	more	years.	

She	died	after	just	a	
few	weeks	in	a	hospice,	
supported	by	the	church	
and		surrounded	by	
many	friends	who	really	
valued	her	friendship	
and	had	great	love	for	
her.	She	was	afraid	
of	pain,	and	had	a	
Living	Will	in	place.	
When	she	knew	there	
was	no	coming	back,	
she	bravely	faced	
the	inevitability	of	
death.	She	prepared	
herself	with	prayers	of	
confession,	was	prayed	
with	on	numerous	
occasions,	she	was	
anointed	and	found	a	
deep	peace,	but	would	
often	ask:	‘Is	today		
the	day	when	I	will	die.	
When	will	it	be?’			
Other	patients	came	
into	her	small	ward	and

...
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• at time chosen by individual if possible (including right to have assistance to die)

• not causing too much pain for those who love me ï having conýdence that those 
we love can go on without us (4)

• peaceful cessation of the human machine

• can there be such a thing? (4).

3 Are we worried about becoming a burden, restricting the lives of carers,  
 using up family resources, and not getting good care?

• yes to all of these (70)

• generally no (5); God will supply; trust in Godôs care and love; óworryô shows our 
failure to trust

• media generate anxiety

• being a burden/restricting lives of family (6); impulse for drawing up living will?

• cost of care/standards/availability (8) 

• elderly distressed at having to sell homes; paying for funeral/wanting money  
to leave to family

• horror of being put into a home

• should be balance between sacriýcial care of family and that provided by state

• many worries would disappear if we were a more caring community

• concern about lack of support for carers (2); love should never be a burden  
but illness or disability presents strains (6)

• as most can expect to live longer, it will be an increasingly complicated  
situation for individuals and families

• terminal care usually seen as excellent

• good care is physical, spiritual and emotional 

• hope for best care possible; no-one should be denied proper care and 
compassionate treatment

• people are unprepared ï not wanting to think about future

• may be worrying unnecessarily; can do something about it/plan to help  
alleviate (4) 

• should be target to match entry standards (maternity) to exit standards.

 

4  What are people most afraid of when they die?  Being alone?  Unbearable pain?  
 Loss of dignity?  Being trapped in a body that has become a tomb?

• majority agreement with all the above, plus

• leaving others behind/not saying goodbye/unýnished business ï unpreparedness (6)

• dying outside relationship with God; not having a saviour

• loss of mental faculties/ability to communicate (20); the unknown 

• reduced quality of life with debilitating illness more frightening than death itself 

• being alone might be a beneýt ï the others are outside our choice and might  
be good argument for a human agency in death, just as there was in birth

• people seldom show their real feelings ï so how do we really know?;  
depends on individual

• being alone is not a worry; God is with us

• inappropriate attempts to resuscitate people ready to die

• being somewhere I donôt want to be ï ie. in hospital 

• only one cure for fear of death, the Christian message of promise of eternal life  
in Jesus 

• donôt think I fear death, in many ways I look forward with some curiosity.
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• is it really living or just not letting go?

• should only be with agreement of patient (7) and family/medical advice; right to 
choose is paramount

• 
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• human right to commit suicide ï why not help if itôs a personôs own decision?

• more research needed (2)

• people fear losing control ï blame doctors when they have done no wrong

• shouldnôt be needed with good palliative care (3)

• once the law has devalued life, who is to stop it being devalued further by anyone 
with an agenda?

• if dealt with openly there should be no wrong signals and hopefully few fears  
ï if individual has control of own death, that is not abuse

• not morally wrong, but to demand assistance as of right or legally may place too 
much weight on medical staff

• should trust medical profession/loving and caring families (2)

• people need to discuss dying before they reach stage of terminal illness

• should beneýt society overall

• if people of faith emphasised that death is not the end, perhaps some of the 
anguish around assisted dying could be allayed

• with modern science God has given us potential to óplay Godô with life all the time, 
eg. genetic engineering

• legalising would help a loving partner to carry out the ýnal loving act to a loved one 
ï I would hate to see my partner suffer if s/he no longer wanted to be alive

• the objections to it are far outweighed by the misery caused by refusing to allow it

• we realised, even more clearly, as our Church discussed the issue that our 
prayers for the medical profession are vital, as they struggle with ethical issues. 

8  
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9  What do we think about ‘Living Wills?’ (See Section 7). 

• two-thirds of respondents approve: excellent; everyone should be encouraged to 
produce one while mentally able to do so; with proviso of legal/medical assurance 
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Appendix	B	

Example	of	a	Living	Will	(Advance	directive)

The preparation of a Living Will can offer peace of mind to certain people, and 
assistance to medical practitioners who may be involved in their treatment.  
It is becoming more common for individuals to record on a simple form what 
they wish to happen in their medical care in the future, especially near the 
end of their life, if they are unable to convey their wishes to their carers, both 
medical and personal.  This may be because they are physically and/or mentally 
incapacitated, or are unconscious. It concerns their wishes on whether or not 
they want to be resuscitated or kept alive artiýcially.

It is possible to write a simple signed statement, or there are various forms 
available to help. An example of such a form appears below. However, this is 
not the only form of words which could be used. Every personôs situation is 
different, and you should consider whether, in your particular circumstances, 
you need to seek the advice of a solicitor to see whether a more detailed 
document would be advisable. Remember that a Living Will is different from 
any ordinary will which you may have made, or make, and which relates 
to assets you own. The important thing is that others know that you have 
recorded your wishes, so it is a good idea to discuss it with your next of kin or 
a near friend, your GP, maybe your solicitor, and give each a copy of the form, 
and also to have one available in your papers. It is not usually helpful to keep 
it with your Will! You will probably wish to ask someone to be your ñhealth care 
proxyò, who would take part in decision-making on your behalf if the living will 
was needed.
																												

Suggested	form	for	a	living	will

This is to record my wishes about my medical treatment, to take effect in the 
event of my being unable to communicate my preferences at a future date. 
This may be because of physical or mental deterioration in my health, which 
makes me unable to communicate my views, or because I am permanently 
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C)    I have speciýc wishes in certain circumstances named below:
                       

.................................................................................

                      .................................................................................

                      .................................................................................

.................................................................................

Your	signature	 .................................................................................

(witnessed)

Date												 	 .................................................................................
For the witnesses:–
I declare that when the maker signed this document he/she understood what it meant 
and that, as far as I am aware, no pressure has been put on the maker and that he/she 
has made it by his/her own wish

Witness	1	*	

Signature	 	 ..................................................................................

Contact	details	 ..................................................................................

      ..................................................................................

Witness	2  * 

Signature	 	 ..................................................................................

Contact	details	 ..................................................................................

                      ..................................................................................

* Witnesses must be 18 or over but not a partner, spouse, relative or anyone else who 
stands to benefit under the maker’s ordinary will

Review dates and signature:ï

Notes		

1) Living Wills are recognised as being legally enforceable by the British Medical 



2�

Appendix B – Assisted Dying

General Assembly 2007



27

Appendix C – Assisted Dying

General Assembly 2007

Appendix	C	
Parish	Nursing	

The title óParish Nurseô is widely used and recognised in North America where 
nurses operate across denominations and across faiths. In Britain, the term is less 
familiar. A Parish Nurse might operate within a local church context and provide 
a number of services that could be summarised as being medically informed 
pastoral care and health promotion within a spiritual context.  Below is an 
example of a job description for a parish nurse who might operate within Britain.  

1.		 Health	Educator	

The Parish Nurse will ýnd all sorts 
of ways of promoting health in the 
congregation and local community, 
for example by organising health-
care teaching with parent-toddler 
groups, exercise classes with the 
elderly, stress management courses 
with business professionals, or by 
participating in teaching on drugs, 
alcohol and sex education with youth 
groups.  Such classes could be in 
church buildings or beyond.  The 
Parish Nurse will also be concerned 
about environmental and safety issues 
and First Aid facilities relating to the 
church and local community, and will 
encourage church members to take 
appropriate actions.

2.		 Personal	Health	
	 Counsellor

The Parish Nurse will organise 
clinic sessions at the church 
building or elsewhere, when 
blood pressure checks, weight 
management, and personal 
health advice are freely 
available to everyone in the 
congregation and community 
who wishes to attend.  In 
addition s/he will make 
supportive visits to people who 
are in particular need because 
of family illness, bereavement, 
redundancy or other problems.  
S/he will also provide health 
care advice for colleagues in 
ministry and leadership within 
the church. 

3.		 Referral	Agent

Where necessary the 
Parish Nurse will make 
referrals to GPs, dieticians, 
physiotherapists, counsellors, 
social service departments 
and voluntary bodies as 
appropriate. This will require 
the development of good 
local relationships with other 
health care professionals 
and wide knowledge of local 
voluntary organisations. 

4.		 Trainer	and	Co-ordinator		
	 of	Volunteers	

When a family in the church or community 
is in need of extra practical care, the Parish 
Nurse will train and co-ordinate volunteers 
to help.  Unlike many NHS nurses, the 
Parish Nurse is in communication with 
many people who want to volunteer 
but do not know how to get involved 
appropriately. The Parish Nurse will run 
First Aid courses in order to equip people 
to provide practical care in emergencies.
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Appendix	D
Christian	Healing	Ministry:	a	brief	introducion

There is no one single deýnition of healing ministry for it encompasses so many 
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In 2 Cor 5:17-20 we are urged to work towards reconciliation.  In Col 1:20 there is a 
cosmic dimension to Christôs death on the cross; Jesus by his act, reconciled himself 
to all things whether on earth or in heaven. In Eph 2:16 reconciliation is seen as being 
supremely concerned with the healing of relationships. Reconciliation is the activity of 
God and man is the recipient. 

The healing ministry works towards peace in the deepest sense of the word ï the sense 
of well being that comes about when the will of God is being done, where there is a 
harmony of being at one with the purposes of God the creator.  It embraces, prosperity, 
bodily health, contentedness, and good relations between people. 

In practical terms for the church, it embraces:

• Pastoral care at all levels.

• Prayer, prayer groups, praying with people, healing services, sacraments, 
anointing, listening, preparation for death.

• Being involved in the community in whatever way is appropriate for the person 
and situation, with disabled, ethnic groups, elderly, marginalised, rejected, 
imprisoned, lonely, vulnerable, sick, terminally ill, bereaved, carers, victims  
and the frightened.

• Healing of memories. 

• Deliverance ministry for people and places.

• 
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Study	Guide	
This Study Guide has been produced for use with the report on Assisted Dying. 
The subject is complex and there are no easy answers to the problems associated 
with end of life issues, suffering and death. The Guide is designed for small group 
discussion, and is in seven parts which can be used over a series of sessions. 
Each section looks at particular issues to do with assisted dying, and includes 
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Where O death is your victory? Where O death is your sting? 1 Corinthians 15:55

See Sections 1-3 of the report and case studies.  
If someone you loved was suffering unbearably, had lost their quality of life,  
and dignity, and wanted to dieéwhat would you want for them?
Would you be assured that they would be called home in Godôs good time?  
Or would you want to help them towards a gentle release? The answer isnôt easy.  
For Christians, ethical and moral dilemmas rarely are.
Some seek clear theological guidance; others are inþuenced by traumatic  
personal experience.
Assisted Dying ï the notion that people of sound mind, who are terminally ill and 
suffering unbearably might receive medical help to end their lives ï has become an 
issue of hot debate. Although an attempt to legalise this was defeated in the House of 
Lords in 2006, it is sure to re-emerge (2.1).
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   Human life, in common with the whole material world, is created by God, who loves 
it and has pronounced it óvery goodô. However, human life and the world are þawed 
and alienated from God in profound and complex ways (in traditional Christian 
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3.		 SUFFERING,	DYING	AND	FEARS	ASSOCIATED		
	 WITH	END	OF	LIFE	ISSUES

Prayer
We give thanks Lord, that we have come together to think and talk about the great 
mysteries of suffering and death. We thank you that you have an everlasting love for us, 
and that you want us to love and care for others.
We are often afraid to talk about suffering and dying because we do not know the 
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Share with one another any experiences of suffering you feel relevant.
In your opinion was this dealt with in the best possible way?
If not, how could it have been dealt with differently?
Were you involved in any decision making?

From the pastoral and practical perspective look again at section 5.7 of the report (if you 
are in a group, you could read it out loud).

This gives the church many things to discuss in respect of how we respond to caring for 
sufferers in practical ways. The Lord taught us and showed us how to pray, in James 5: 
13-16 we are urged to pray when anyone is in trouble, it is something we are all called  
to do as Christians.

Much will depend on individual circumstances. You may like to discuss:

1.  Do we pray enough? If not, how could we encourage one another to pray for others?

2.  If all resources were available, money, time, people, expertise, etc., how would  
we aim to alleviate suffering?

3.  With the resources we have, what should be our priorities in our community,  
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The hospice movement offers specialist palliative care for the terminally ill at home, in 
a hospice, special hospital unit or care home. This is usually excellent, with the patient 
receiving expert pain relief, care with the emotional and practical needs of family 
and friends being met as well. Hospices are usually quieter than hospitals with staff 
having time and training to deal with end of life issues. Through the trained chaplains, 
appropriate spiritual care is offered; this can bring peace of mind to both patient and 
family and friends.

Chaplains in all these situations have an important role in bringing spiritual help and 
comfort to the suffering and dying. However, there is insufýcient capacity to cope with 
all who are terminally ill (see paragraph 5.5 and section 8 of the Report). Inevitably some 
die in hospital alone, in geriatric wards where staff are busy.

For those looking after dementia sufferers, there is an even greater problem, how 
and where best to care for them, especially when other terminal illnesses add to the 
problem? (These issues are explored further in module 5 of this Study Guide.)

There are no easy or universal answers. Each group discussing these issues will have 
their own experiences to draw on. You might ýnd it helpful to look at the responses 
to the questionnaire (Appendix A) at this stage, as many are relevant to the practical 
considerations raised.

Questions
1.		 What	are	Christian	responsibilities	when	it	comes	to	caring	for		

the	terminally	ill?	Do	we	tailor	our	responses	to	the	situation	i.e.		
when	the	patient	has	a	large	supportive	family	and	friends	or	when	
there	is	no	family	at	all?	Look	at	the	case	studies	and	draw	on	your		
own	experiences.

2.		 Take	a	look	at	Appendix	C	on	Parish	Nursing.	Could	this	be	helpful		
when	addressing	end	of	life	issues?

3.		 In	your	experience,	is	hospice	care	widely	available	or	are	there	
limitations	in	the	availability	of	places?

4.		 Take	a	look	at	Appendix	D	on	the	Healing	Ministry.	Could	you	see	this		
as	an	extension	of	pastoral	care	relevant	to	the	situations	we	have	
been	discussing?

5.		 If	there	is	a	serious	problem	with	care	for	someone	who	is	terminally	
ill,	what	should	we	do,	if	anything?	If	there	is	no	space	in	the	hospice,	
what	then?	What	are	the	issues	to	be	considered	before	intervening?

6.		 Hospices	are	often	under-resourced.	How	can	the	church	offer	support?

7.		 Do	you	liaise	with,	value	and	support	your	hospital	chaplains	in	their	
special	role?

8.		 How	can	the	church	and	individuals	best	support	the	patient,	family,	
carers,	chaplains	and	friends?



��

Study Guide – Assisted Dying

General Assembly 2007

5.		 THE	ELDERLY

Prayer
O Lord God, look with mercy on all those whose increasing years bring them isolation, 
distress, or weakness. Provide for them homes of dignity and peace; give them 
understanding helpers, and the willingness to accept help. And, as their strength 
diminishes, increase their faith and their assurance of your love.
We pray in the name of Jesus Christ our Lord. Amen

See Section 6 of the report.
For many old people there is much time available, perhaps too much, to sit and ponder 
over their lives, with success and failure, opportunities taken and missed, relationships 
broken and not restored.

Malcolm Johnson highlights the óanguishô which many old people endure in paragraph 
6.4 of the report. He speaks of óbiographical painô, which includes promises made but 
unfulýlled, wrongs unable to be righted, leading to guilt and self-loathing:

 “Some see this as unforgivable sin, others, with no belief, simply feel  
tortured. Yet they rarely find a sympathetic and safe listener to relieve  
this profound distress...”

The following meditation, óOld Nunôs Prayerô could provide the basis for a full discussion 
on the agonies of those who are growing old and dependent. It may be helpful to read 
it straight through, and then invite people in the group, or ourselves if alone, to recall 
situations with elderly relatives or friends who may have these thoughts ï or indeed 
ourselves, whatever our age! It is in many ways a positive conversation with God, 
sorting out what is a good way to deal with old age!

Lord, thou knowest better than I know myself that I am growing older, and will 
some day be old. Keep me from getting talkative, and particularly from the 
fatal habit of thinking that I must say something on every subject and on every 
occasion. Release me from craving to straighten out everybody’s affairs.
Keep my mind from the recital of endless details – give me wings to come to  
the point.  
I ask for grace enough to listen to the tales of others’ pains.
Help me to endure them with patience. But seal my lips on my own aches and  
pains – they are increasing, and my love of rehearsing them is becoming sweeter 
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It is possible to write a simple signed statement, or there are various forms available 
to help. Appendix B is an example of such a form, or you may like to ask a solicitor to 
provide a more detailed document. The important thing is that others know that you 
have recorded your wishes, so it is a good idea to discuss it with your next of kin or a 
near friend, your GP, perhaps your solicitor, and give each a copy of the form, and also 
to have one available in your papers. It is not usually helpful to keep it with your Will! 
You will probably wish to ask someone to be your ñhealth care proxyò, who would take 
part in decision-making on your behalf if the Living Will was needed.

It is at times when people have experienced the dying of loved ones or friends that the 
subject comes into focus, especially if the experience is not a good one.

When ñDNRò (Do Not Resuscitate) is written on hospital notes without the knowledge  
of ï or discussion with ï the patient or relatives, distress is caused. 

Confusion by some carers about what is euthanasia may cause unnecessary interference. 
If there is a Living Will that may help to avert this, but there is no guarantee that the 
patientôs wishes will be known or accepted.

Health workers on the whole welcome Living Will instructions as a factor in their choice of 
treatment, given the provisos of appropriateness at the time of decisions. Though these 
may have legal standing there is still uncertainly about how they should be interpreted.
As litigation increases, especially in hospital, a written statement of the patientôs wishes 
can be very helpful to doctors and nurses in making correct choices of treatment, with the 
written Living Will to guide them.
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7.		 WHERE	DO	WE	GO	FROM	HERE?

Prayer





��

Study Guide – Assisted Dying

General Assembly 2007


