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DIGEST 

From its origins as a waystation for s i ck and weary 

pilgrims in the Middle Ages, the hospice has evolved into 

its twentieth ce ntur y permutation as both a concept and an 

i nst itution with two fundamental goals : to allow the dy ing 

to live out their remaini ng days in a caring , pain-free en ­

vironment and to help the grieving family through the pro­

cess of bereavement. 

This work traces the history of the hospice concept , 

comparing it with compa r able Jewish institutions along the 

way, and follows hospice to its partial eclipse with the 

advent of the Industrial Age. The re ligious imperative to 

care for one ' s neighbo r, which lies at the core of the hos ­

pice concept , became obscu red as Western society came to 

view individuals not as human be i ngs, but rather as insig­

nificant parts in the societJl machinery. At the same time, 

death came to be perceived as the enemy, and no longe r the 

goal of life's pilgrimage . 

Contempo rary societal attitudes toward death reflect 

the legacy of the nineteenth century ••• death is still 

the enemy and is denied or trivialized on vi r tually every 

level . That hospice has reemerged in recent decades as a 

viabl ~ alte r native to death in the hospital or " convales­

~enL" home settings is , in large measure , a tribute to the 
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effo r ts of certain individuals who never lost sight of the 

need to always see the person and not mer ely the disease 

afflicting that person . 

From here the work turns to a study of traditional 

Jewish attitudes toward illness and death . The supreme 

importance atta c hed to the sanctity o f life manifests itself 

in Judaism through the reve r ence traditionally accorded the 

act of bikkur cholim, visiting the sick . In addition , J ew­

ish tradition sets forth elabo r ate dictates concerning the 

impe r missibility of wantonly fo r eshorten i ng life as well as 

unnecessarily pr olo nging the life of one who suffers . 

The hospice concept is then examined once again, 

this time i n the light of Jewish teac hi ngs , t o discover the 

degree to which the two are compatible . Ar eas in whic h 

Judaism can i nform a nd furthe r the goals of hospice , in a 

uniquel y Jewish way , are then set forth. 

Finally , recognizing the need to educate the Jewish 

communit y with regard t o hospice a1.d Jewish tradition, three 

model c ur r icula concl ude the work , demo nstrating way s i n 

wh ich this information may be t r an s mitted to Jewish learners 

wh o may, in turn , be inspired to effectuate a synthesis of 

Jewis h tradition and the mod e rn hospice . 
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INTRODUCTION 

Mortality is , undisputably, inherent to the human 

con dition, but the response to human fi n it ude has varied 

greatly over time and across cultural boundaries. It is 

possible to trace , in some detail , the history of shifting 

perspectives on the process of death and dying, particularly 

with rega r d to societal views on how the dying person is to 

be t~eated. 

In Western society it is the religious imperative to 

look to the welfare of oth er s , to treat the less fortunate 

with the God-like attributes of compassion and gentle con ­

cern , that i nspires the growth of elabo rate systems of 

health-care . Pa r adoxically , these systems with their hos­

pitals, nursing homes and convalesc ent faci l ities , often 

fail to me e t , or even re co gnize, the nee ds of the dying . 

. the need to be free from pain , to retain as much c0nt r ol 

o ver their lives as poss i ble and to live fully until they 

die . 

Recen t decades have witnessed the r eemergence of an 

institution un iq uely suited to meet the needs of the dying 

person , the one wh~se li f e spa n is measured in week s o r 

months at bes t . Th i s insti tut ion is known as hospice. It 

is not ve ry su rpris ing that hospice met with such success in 

recent years • • • societ y was ripe for an alternative to 
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the anxiety induced by pretending that death is what happerrs 

to the next person, never oneself . This massive denial of 

the reality and i nevitabilit y of death manifests itself in 

many ways • in society ' s fascination with television 

violence which is "unreal" and therefore safe; in society ' s 

preoccupation with youth culture and bodily perfection. The 

result of this denial is that the dying often end their 

lives in pain and anguish because so few dare make the 

effort to ascertain just what the dying really need to live 

out their days in peace and dignity . 

Such was not always the case. Medieval Eu r opean 

history reveals the role played by t he Christian hospice and 

its Jewish co un terpar~ , the hekdesh . These were places 

where the wayfarer or pilgrim found surcease from the rigors 

of the road, places where the si c k and dying could find a 

haven to regain their st r ength or die in the presence of 

com passionate caregivers . 

These early hospices were, more often than not , ex­

pressions of the religious imperative alluded to above . The 

dying person was likened to a pilgrLm o n life's road and it 

was a moral obligation to ease that person ' s final journey. 

Through the centuries these institutions evolved in-

to sick-ca1? societies , nur sing oc-de r s , etc • • all the 

wh i le operating on the principle that tn care for the sick 

and dying was to do God ' s woc-k in the world . 

The advent of the Industrial Age and the quantum 

leaps made i n scientific knowledge in the nineteenth and 
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twentieth centuries had a twofoJd ~ffect: on the one hand , 

science made tremendous strides in diagnosing and treating 

disease , decreasing mortality and inreasing longevity; on 

the other hand, the Industrial Age reduced many to the 

status of the poor, sick and dispossessed • • • societal 

non-entities who were important only insofar as they served 

the societal machinery. The result was the emergence of the 

modern hospital , that fort r ess of health wherein doctors 

fought disease and death was the ultimate enemy , and the 

eclipse of the hospice concept and its paramou nt co ncern for 

the individual . It can only be interpreted as a healthy 

sign that the hospice concept has once ~ga in taken root and 

found acceptance. Naturally Jews ask, however, to what de ­

gree hospice addresses the concer ns of Judaism for the dying 

as given expression in the many layers of Jewish t : adition. 

To what extent is hospice, which has often been affiliated 

with the church, compatible with Jewish needs and views of 

t he process of dying? 

Jewish attitudes toward the ca r e of the sick and the 

dying are conditioned by the paramount concern for the sanc­

tity of life which God alone creates and sustains . The 

physician is obligated by Jewish law to heal the sick and 

the fo resh~ - tening of life in any way is regarded in Jewish 

tra dition as being tan tamount to murder . How, then, does 

one reconcile the demands of Jewish tradition with the im­

plicit claim of hospi~e that the quality of life remaining 

to a person is more important than the quantity of life? 
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The reader will learn that much of Jewish tradition is writ­

ten in the grey areas which lie between the ~lack and the 

white of absolute dogma . 

It is the author's premise that not only are Jewish 

t r adition and hospice basically compatible, but moreover , 

that Juoaism has much to offer the hospice concept as well 

as the Jew who may one day use the services of a hospice. 

While the halachic fi nepoints wiJl need to be resolved by 

competent authorities, hospice is already gaini ng widesp r ea d 

acceptance among Jews of every persuasion . 

This work concludes with a series of model curricula 

intended to set in motion the process of educating the Jew­

ish community about hospice and ways in which hospice may 

come to reflect a sy n thesis of Jewi s h values and the prin ­

ciples of compassionate care which undergird the hospice ap­

proach to caring for the terminally ill. 
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CHAPTER I 

THE HISTORY OF HOSPICE 

It is a measure of a concept's success when a word 

naming that concept filte r s down to public awareness . The 

word "hospice" achieved that sta t us in the early years of 

the present decade . Many hear the word but fe* are prepared 

to offer a good working definition of "hospice.'' 

If one is to fully app reciate the history of hos-

pi ce, its ramificati ons for 20th century Americans, and its 

value in the light of Jewish t r adition, it is essential that 

a working definition of hospice be established which will 

serve the reader as a guide through the followin~ seltions. 

The United States government, through the subcom-

mittee on Health and the Enviro nment of the House of Repres-

entatives, offers the following definition of hospice: 

HOSPICE: A program which pr ovides palliative a nd sup­
portive care for terminally ill patier.ts and their fam ­
ilies, either directly or on a consulti ng basis with the 
patient's physician or another c ·unty <'\gency such as a 
visiting nurse association . Originally a medieval name 
for a way station for pilgrims and travellers where they 
could be replenished, refreshed and cared for: used here 
as an orga nized program of care for people going through 
life's last station. Tte whole family is considered the 
unit o f care and care extends through the mourning 
process. Emphasis is placed on symptom control and 

5 
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preparation for and support before and after death, full 
scope health services being provided by an organized 
interdisciplinary team ayailable on a 24-hour-a-day, 
seven-days-a - week basis. 

The definition of Hospice ci t ed above succeeds in 

describing the scope of the hospice concept but falls short 

in describing the human element which i s so central to hos-

pice. IL is necessary therefore to augment this definition 

by stressing that, ideally, hospice is a "caring community" 

--a group of people who have joined together by means of a 

shared dedication to a common task , a group of people highly 

trained in var iou s skills , particularly in the art and craft 

of medicine. It is a community which operates on its own 

. . l 2 princ1p es. 

The etymology of the word "hospice" underscores the 

huma, interaction which lies at its core. "The latin word 

hospes means both 'host ' and 'guest '. This in itself is in-

teresting, since it focuses the spotlight on a process, an 

interaction between human bei~gs, which was once perceived 

as simple and natural ."
3 

Having established a working definition of hospice 

it is now necessary for the reader to view the hospice con-

cept in its historical context in order to fully appreciate 

the hospice of toaay . 

How e asy i~ is to convince ourselves that ours is 

the only gge in which the battle against disease and death 

h es been waged with fervor. We are but the beneficiaries of 

phenomenal scient i fic and technological advances . An explo-

ration of the roots of hospice reveals a longstanding 



7 

attempt to deal with human suffering and the special needs 

of the dying. 

It is impossible to say where and when hospice first 

began . The Roman Emperor J ulian t he Apostate (c . 361 C.E . ) 

spoke of early Christian communal care for the sick and 

makes mention, in this connection, of a wea lthy Roman matron 

by the name of Fabiola . Fabiola was apparently a Christ ian 

and is reported to have established a hospice-like facility 

wherein she lodged and fed pilgrims and nursed the sick and 

incurably ill. The emperor was suffic i ently impressed by 

s~c h good works that he bade all Roman citizens to emulate 

Christians in the '' brotherly love they demonstrate toward 

the sick and the poor. 114 

Although the classical world shared much of our con­

temporary passion for the perfectly formed, perfec tly 

groomed, healthy human body, it lacked a sufficieutly deep 

appreciation of the value of all human life for the true 

hospice concept to have emerged i.n that period. A "true" 

hospice implies, of necessity, a place wherein all human 

life is cherished, regardless of the socio-economic status 

of the needy individual. Speaking of the world of the 

Ancient Greeks, Stoddard says, "In such a system, a glitter­

ing aristocratic snperstructure may be maintained without a 

second t hought, upon a base consist i ng of the labor of human 

slaves. In such a world as this, the basic concept of hos -

pi~e is as yet unborn."S In ancient Rome, for example, 

hospitals existed for three classes of ?eople--warriors, 



-

8 

gladiators and slaves •• essentia l cogs in the societal 

machinery. These "cogs" were "repaired" in valetudinaria, 

wooden structures based on a military camp model . 

One can easily imagine the atmosphere in the valetud­
inaria, as they were called: wooden barracks set on the 
square wi th small rooms and symmetrical corridors around 
four sides, stark and well-scrubbed. The model, both 
architecturally and tactically, was strictly a military 
one wi t h a highly rational heirarchical division of 
labor. In the bare , echoing halls one could hear at all 
hours of the day and night the hurrying feet of the at­
tendants, cleansing wounds, sewing them up; and of 
others, more highly skilled, setting bones and perform­
ing surgery. One would hear the cries of the wounded, 
the voices begging for water, for wine, for opium; and 
the co nsul tations gt the various caretakers and surgeons 
among themselves." 

The wealthy received their medical care in the pr ivacy of 

their homes . 

The search for a better hospice precedent leads t o a 

Sth c entury B.C.E. place of healing in Epidau rus, Greece . 

It was a large and impressive facility which included tern-

ples, gymnasia, lavatories, treatment rooms, baths •• 

even a theate r where patients mjght experience a healthy 

katharsis. Part of the treatment regimen included sleeping 

o n the abaton, the por tico of the Temple of Asklepios, where 

a sort of dream-therapy wa s undertaken. 

"Epidaurus was a magnificent medical happening, 

rather as if in our own time Dr. Freud, Dr. Jung and Eliz-

abeth Arden ha ' managed to colla borate with Hollywood and 

HEW in a vast project designed, simply, to make people feel 

better ."7 There was a catch, however, for at Epidaurus the 

hopelessly ill were not treated. The terminally ill went 

elsewhere to die. 
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It is not until many centuri e s late r , in the Middle 

Ages, that one begins to finds a hospice of identifiable 

form and function. The Ch r is t ian practice of making a de­

vo tional trip to the Holy Land meant that large numbe r s of 

wayfarers and wanderers moved through the land . The word 

"pilgrim" found its way 4nto the English language from the 

Latin r oots J!ll and ager ("across " and "the field 11
), which, 

in later permutations became "peregrine," '' pellegrino," 

"pellegr i n" and eventually , " pilgrim ." These wandering 

"field - crossers," these pilgrims, were at the mercy of 

strange r s when, in the course of their t ravels , they feil 

ill. The ancie nt hospice was, therefore, a place (or the 

wayfarer, the woman in labor , the leper et al, t o fi nd 

"hos pitality" in the original sense of the word • 

protection , nurturing and refreshmen:. 

But as Plautus (c . 205 B. C. E. ) once o bserved , "After 

three days , a guest and a fish begin to stink." Sick pil­

grims were often shunted from one community to the next as 

soon as they were sufficiently healthy to be moved . 

It is in t he medieval world that the hospice con­

cept , in its pre-20th cenLury permutations , flowe red. The 

mandate of one 12th century English hospice was quite ex­

plicit; " If anyone in infirm health and destitute of friends 

should s eek admission f or a term until he shall recover, let 

him be gladly rec eived and assigned a bed. In regard to the 

p0or , people who are rec eived late at night, to go forth 

early in the morn i ng, let the warden take care that their 
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feet are washed and, as far as possible, their necessit i es 

tended to."8 

A petition by the citizens of London to Henry VIII, 

dated 1538, seeks the establishment of a hospice, " • for 

the ayde and comforte of the poore, sykke, blynd, aged and 

impotent persones • 

ed and refreshed . "9 

• whereyn they may be lodged , cherish-

The medieval hospice model recognized the integrity 

of the healing process. Indeed, "cheryssing" was deemed as 

impo r tant a component as pharmacology. There was an intu­

itive awareness that "what happens to mind and spirit at any 

given time is at least as important as what happens to the 

body . 1110 

At the core of the medieval hospice approach lay the 

metaphor of life-as-pilgrimage . Each individual was a way­

farer, moving from uncertain origin to uncertain destina­

tion. Christian love demanded that the pilgrim be aided in 

the journey from birth to death . The metaphor : ounr con­

c rete expression in services rendered the pilgrim travelling 

toward the Holy Land in spiritual quest. 

The medieval mind viewed death as transition and 

transformation and was unburdened by modern preoccupations 

with "clinical" and " brain" death. When death was the ulti­

mate mystery, those who la y at dea th's door were regarded as 

special ind i viduals, imbued with a spec i al holiness. To 

tend the sick and dying wa s , therefore, a particularly holy 

act . 
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The hospjce of the medieval period married medical 

practice , such as it was, with ministry to the soul . It was 

well-i ntegrated into the community , serving its needs and 

welcoming the stranger with an open admissons polic y .11 Its 

primary objectives were l) medical management, achieved 

through pain relief and extant medical knowledge, 2) com­

fort, implying attention to basic needs for food, quiet, 

clean linens, massage, etc., and 3) spiritual care, conveyed 

through prayer and solicitude for the patient's well-bei ng. 

Many medieval hospices were to be found in the 

centers of towns, adjacent to the market place, facilitating 

easy accessibility. They often had pharmacies supplied by 

medicinal herb gardens, providing medicines for patients as 

well as townspeople.12 As early as the 7th century C. E. 

opium poppies grew in the medicinal gardens of the hospice 

at St. Gall's Switzerland, attesting to early experimentat ­

ion with pain relief. Morphine-like drugs were given with 

wine and alcohol to relieve suff ~ r ing .1 3 

Medieval hospice s were to be found in other locales 

as well; "at monastic hermitages in wi lderness areas; and in 

particular, at the mountain passes and river crossings that 

presented the greatest haza rd s t o travellers on their way to 

the Holy Land. It was natural enough in those days to see 

death a s a venture, for life itself was perceived then as a 

journe y , .l pilgrimage. 1114 

The Crusades dramatically increased pilgrimage to 

the Holy Land and in so doing, exacerbLted the need for 
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hospi ce-like institutions. The Order of Hospitaller Kn ights 

of St. John had its origins in this very need . 

Founded by the keeper of the Castella of Rhodes in 

11th century Jerusalem, the order's haven met the needs of 

merchants from Amalfi who petitio ned the caliph in Egypt for 

permission to build a way station in Jerusalem for sick and 

weary pilgrims. The original institution was managed by one 

"Brother Gerard." He and his group called themselves the 

"Poor Brethren of the Hospital of St . John . "1 5 

Eventually, the occupation of the Holy Land by the 

Saracens forced the order to move first to Tyre, then Acre 

and finally to Cyprus. There they provided pilgrim ships 

with protection from marauding pirates, their new military 

status having been sanctioned by a papal bull in 1113. The 

Knights Hospitaller of St. John swore vows of povert~, 

c hastity and obedience. 

In 1306 the Kn ig hts stormed Rhodes and held it for 

two centuries against the Moslems . It was here that they 

established their greatest institution for the care of the 

sick. At Rhodes the incurably ill were, for the first time, 

set apart from the other sick and were placed in eleven 

rooms of an upper gallery where they recei ved special ca re 

befitting their statu~ as persons on the final voyage of 

life . 

After evening prayers , t he te rminally sick were 

a~ke1 by the ministering priest to join in a special prayer. 

This prayer, from 12th century Acre, had the sick make 
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special intercessions to God , since Heaven was now so 

directly open to them: 

My Lords the sick , pray for the peace of heaven, that 
God may bring it to earth ; pr ay fo r the kinfS and 
cardinals , for the bishops and the soldiers ; pray for 
the Pope , and pray for all poo r, weary pilgrims wh o are 
now lost at la nd o r at sea ; and pra y for us who serve 
yo u here, thay

6
we may all be brought in time to t he 

great repose. 

All personnel serv i ng the hos p ice at Rhodes were 

under an oath of po vert y ; t he y could not accept gifts from 

the people in their charge. The knights and attendants ate 

plainer fa r e than the sick. If they were unkind o r neglect-

ed to attend t o the needs of the patients they were put on 

bread a nd water rations for a week and t:loggea on Wednesday 

and Saturda y.17 

The care which was to be extended to t he sick and 

the wayfarer was explicitly stated in t he incorporat i ng 

statutes of the o rder: 

Row our Lords, the Sick, Should he Received and Se rv ed: 
When the sick s hall come . •• let him be carried to a 
bed a nd there ••• each day before t he brethren go to 
eat, let him be refres hed with food charitably according 
to the ability of the hou se . The be ds of the sick s hould 
be made as long and as broad as is ~ost co nv enient fo r 
repose , and eac h bed should be cove red with its own 
coverlet ••• and each bed should have its own special 
s hee ts • • • Little c rad les sho uld be made for the 
babies of women pilgrims bor n in t he house • •• the 
Commanders of the house should serve the sick cheer­
fully , and s hould do their duty by them, and serve them 
without rumbling or complaining • . 

Moreover, guarding a nd watching them day and night • 
• • nine serjeants (sic) should be ke ?t a t their service 
wh Q should was~8 their feet gently , and c ha nge their 
sheets • 

Regard for the sick person ~ person, a nd not as a 

disease , seems to have characterized the medieval hospice 
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approach . This attitude of holistic healing finds poetic 

expression in the recipe for longevity set down by t he 13th 

cen tur y Franciscan master of pharmacology , Roger Bacon: 

"Joyfulness, singi ng, the sight of human beauty, the touch 

of young girls , warm aromatic water, the use of spices and 

strengthen i ng electuaries, and bathing on an empty stomach 

after getting rid of supe rfluities. n19 

Lest one think, at this early stage , that the Chris­

tian impulse was the sole impetus for the creation of 

hospice-like institutions an examination of early Jewish 

precursors is now in order. 

Midra s hically, Kaufmann Kohler points to the legends 

of Abraham's hospitality at the terebinths of Mamre to 

suggest that care of the sick and the it i nerant is a concept 

deeply imbedded in Jewish culture . 20 "The Talmud (Baba 

Batra Sb) does speak of provision for the itinerant poor, 

and although nothing is said there of any special communal 

bui l ding or institut ion to provide for the sick, we may 

assume that the itinerant poor and sick were lumped 

together."21 

The Jewish equivalent of the Christian pilgrim's 

hospice was known as the hekdesh, a Talmudic term for some­

thing ded i cate to a sacred purpose, something consecrated . 

In Tem9le days the treasury and Temple propert y were so 

des ig nated. 

The term hekdesh in medieval times probably referred 

to community fun ds and, by extension, to tha t institution of 
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communal charity , the hospital. One finds the term so used 

in southern France and Germany not later than the 15th 

century. 22 Kohler and others believed that Jewish hospices 

date from Talmudic and even pre-Christian periods for 

ancient synagogues often had adjoining rooms earmarked for 

the lodging of itinerant travellers.23 

Whom did the hekdesh serve? Persecutions , expul­

sions, crusades , pilgrimages and po ve rty set many Jews on 

the road during the Middle Ages. It was this population of 

the poor and the dispossessed which was served by the 

hekdesh. "Jewry was constantly on the road and individuals 

frequently became sick. It was these wanderers , sick or 

healthy, who made the creation of the hekdesh a social 

necesEity. It was not created for the local sick. 1124 

The Jewish community assumed a religious 

responsib ility toward the very sick. Prayers were offered 

in the home, synagogue and cemetery, prompted by a 

conscious ness of the Jewish ethical obligation to ca re for 

the sick . "The community saw to it that there was a hospice 

for poverty-stricken patients; it subsidized the 

'respectable ' poor of its own community who had suffered 

reverses in life, and it issued a series of ordinances 

touching eveq phase of the life of the sick. 1125 

The provision of physicians, surgeons , apo thecaries, 

hospitals and bathhouses was seen to by the Jewish community 

council . In additio n it oversaw wet-nurses and circ um-

cisors, legislated with respect to certain foods, and acted 
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in the face of plagues and epidemics . 26 .. 
" Sick transients, who constituted the great mass of 

those provided for, were given a night's lodging in the 

local hospice , and, if not too sick, were dispatched to the 

next village on a cart or on a horse • If the 

itinerants were too sick to move, they were kept in the 

local hospice and fed and given med ical attention and 

nursing until t hey recovered and then they were sent on 

again . "27 

The hekdesh was frequently situated next to a 

cemetery , usually the only open spot of land near the 

crowded towns . Oftentimes they were found outsiue the city 

gates in order to keep iti ne r ants, and their contagion. 

beyond the reach of the populace.28 

No self-respecting upper or middle-class Jew would 

use the hekdesh for it suffered a reputation as a dirty 

place . And no itinerant of standing would be asked to use 

it.29 The word " hekdesh"--"like Bedlam from the lunatic 

asylum of St . Mary of Bethlehem in Londo n--became a synonym 

for dirt and misery and noise and squalor."30 The hekdesh, 

usually a room. or at the most a series of rooms in a 

buildi ng , "was a 'hospital' if by this term we understand 

care for the s'ck of a most primitive character."31 

The hekdesh evolved, over the cour~e of time, into a 

c omplex of bro therhoods and guild associations which 

~a :1d&te1 to themselves responsiuility for the sick and 

impoverished Jews of their respective communities. "In the 
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classical form which these societies assumed in eighteenth 

century Germany they sought to pr~vide, in an organized 

form, for spiritual care and comfort for the dying , and to 

bring cheer to all who lay upon the bed of sickness. They 

were created to relieve the physical and financial distress 

of the indigent sick , both local inhabitants and aliens, at 

home or in a hospital, and to expedite their recovery . 11 32 

The prototypes of these Jewish societies appear to 

have emerged in Spain in the fourteenth and fifteenth cen-

turies where they were known by various appellations : 

hebrot , confradias , confratrias--but their goals were the 

same. Their members busied themselves with the burial of 

the dead, the education of the poor, the dowering of orphan 

brides, sup port of the poor and visiting and providing for 

the sick.33 

It is clear that these Jewish benevolent societies 

patterned themselves after similar Chr i stian institutions. 

Pin the all - embracing public health program the Jews follow-

ed, with some modificatiions, the organization of the aver-

age large town which had a Christian tradition of medical 

and hospital practice going back many centuries. 11 34 

It is worth stressing the religious sensibilities 

which underlay both the establishment of such organizations 

and t he nature of the care which they prov i ded. "Medieval 

Catho li =ism and Judaism were in complete agreement that 

e~ucation, prayer and philanthropy were to be subsumed under 

religion , 11 35 The constitutions of some of these Jewish 
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brotherhoods expressly stated the belief that people cou ld 

best manifest the spiritual life in , and through , worthy 

organizations.* These societies served the population at 

large by inspiring their members to walk in the ways of 

their ancestors . "The real underlying inspiration for all 

these societies was the love and the · fear of God and the 

desire to honor Him, that is, r eligion. The care of the 

poor and the sick and reverence for God are equated . To 

love and respect God demands that man help and sup port the 

sick . The Jew, who is God's peculia r treasure, must serve 

Him in l ove by carrying on this type of religious and 

charitable activity . 11 36 

The dedication to care of the sick and dying finds 

poignant expression in the rul es of the sick-care society of 

Mantua in the eighteent h century. The by-laws stipulated a 

round-the-clock watch for seriously ill members of the 

society. 

Some societies permitted t~e watchers, who were selected 
by lot, to . pay professional attendants to take their 
place. However, most members were willing to do their 
duty , for the care of the dying and the dead was a great 
virtue, a true act of mercy, because it could never be 
repaid by the recipient. Under no circumstances were 
the dying ever to be left alo~7· bereft of the comfort­
ing presence of a fellow Jew. 

A shortcoming of these societies was alluded to in the 

preceding quo e , for health care and support was conditioned 

* In fact, many guilds and associations found t heir raison 
.!Letra in scripture, particularly Avot 1:2 ( "On three things 
the world exists • •• Torah, service and acts of loving 
kindness " ) and Leviticus 19:18 ( " You shall love your neigh­
bo r as yourself. " ) 
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upon membership in the sick - care society. It is only with 

the emergence of the organization known as the chevra 

kaddisha that care for the poor and the d ispossessed was 

assured--at least in communities in which the orgenizatio n 

existed . The chevra kaddisha did have subscribing members 

but it extended its services to local poor Jews and impover-

ished itinerants free of charge . "The [chevra kaddisha] 

provided the sick, if they were without means, with 

hospitalization , medicines, with medical and surgical 

s ervices--occassiona lly even with spec ial consultations with 

other physicians--with a primitive nursing service, and a 

system of voluntary ' visitors '."38 

By and large, the sick-care societies and Holy 

Brotherhood (chevra kaddisha) were staffed and administered 

by adult males of the comm un ity. The exceptions to this 

rule, however, are worth noting. Traditionally, women 

played a far greater role in Christian sick- care guilds than 

i n their Jewish counterparts. ~owever , Jewish women were 

routinely enlisted to care for sick women and to prepare 

female corpses for burial, since it was considered inappro­

priate for a Jewish male to do so. 

By the early eighteenth century, however, one does 

find separate Jewish societies of and for the care of women . 

In 1776, Amsterdam alone boasted two women ' s organizations 

occupied with the care of dying and dead women: The Woman's 

Soci.ety for Loving Kindness (Hevrah gemilut chassadim shel 

nashim) and the Shroud Society (Hevrah be-takri-kin).39 



20 

Another departure from the pattern of adult male­

dominated societies was the phenomenon of "youth aid soci­

eties" which sprang into existence in the late seventeenth 

and early eighteen centuries. Patterned on the societies of 

the adults, their members were most often single, unmarried 

men, often teenagers. What motivation underlay the format­

ion of these youth societies? "The members of the Vienna 

society were determined to set their elders a good example! 

' Perhaps the married people will listen and follow after the 

young unmarried folk by setting aside a fixed period for 

religious stud y , by helping the poor and the sick, by 

helping poor brides and providing dowries for them • so 

that we may merit the speedy comi ng of the Messiah in ou r 

own day .' 11 40 

By the dawn of rhe nineteenth century the Jewish 

brotherhoods and sick-care societies were gradually subor­

dinated to the community st ru cture and integrated into its 

administration. In much the same way, the Christian hospice 

concept of the medieval world, that way-station for the 

battered pilgrim, became eclipsed in the beginnings of the 

Victorian Era . 

The new industrial-based economy which characterized 

that age ushered in a host of attitudinal c hanges, not least 

of which was a tendency to regard the poor, the u~ ~mployed 

and the land l esa as "things", expendable parts in the work­

ings of src i ety. These dispossessed individuals, when sick , 

were now likely to find themselves in work-houses, be i ng 
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punished for their poverty, rather than welcomed in a hos­

pice as they might have been in earlier centuries . 

English hospitals began to adopt a policy of dis­

missing their incu rables, even when this violated the spirit 

and the letter of their charters. Patients received moral 

instruction urging them not to peacefully yield to death but 

to recuperate in order to regain the moral vigor whose loss 

led to illness in the first place--through drunkenness and 

idleness . 4 1 

Death was no longe r the ultimate goal of the pil­

grim's quest, but now became t he ultimate enemy. Hospitals 

were now seen as places t o repair the human "t ;>ols" of the 

new economic order, or as places to lock up the insane, the 

contagious or the orphaned 

society's spare parts. 11 42 

the new " storage bins for 

It was a bleak era fo r humane sick-care but individ-

uals and institutions did emerge who based their practice on 

the view of the sick person-as-person, rather than object . 

One finds that in 1891, in England, William Hoare of the 

Merchant Bankers of London , appealed th r ough The Times for 

money to establ ish a home for the mortally ill, to be called 

the Hostel of God. His efforts were rewarded and the hostel 

still exists t oday un~er the administration of the Anglican 

Sister s of the Society of St . Margaret. 4 3 

In France , a Madame Garnier organized the Women of 

Calv3 r y who founded houses for the destitute dying in Paris 

(1874), St . Etienne (1875), Marseilles (1881 ) and Rouen 
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(1891) . 44 

Another 19th century nursing o rder nad its roots in 

a 17th century tale of piracy. In approximatel y the year 

1600, a French priest was captured by pirates and sold i n to 

slavery . His third master succumbed to the teachings of t he 

slave-pr iest and converted to Chr~stianity whereupon he 

freed the priest . Returning to France, the priest estab­

lished a hospice for galley slaves , an orphanage and a nurs­

ing order called Filles ~ .!.!. Charite. The priest was 

Vincent de Paul and his nursing sisters were taught that 

rttheir monasteries we re the houses of the sick, their 

cloisters the city streets.rt 45 

Three generations later, in Prussia, the first 

Protestant hos pital with its own nurs ing order was founded 

under the name Kaiserwerth . It was founded upon t he prin­

ciples of aiding the sick , dying a nd destitute . The orde r 

grew, flourished and spread throughout the Contjnent. 

In the yea r 1840, Elizabeth Fry, an English Quaker, 

visited Kaiserwerth and othe r hospices and wa s so imp re ssed 

that she devoted the remainder of her l i fe to hospital and 

prison reform in England. One of Fry ' s contemporaries and 

kindred spirits was Florence Nightingale who worked both 

with the Filles de la Ch ~ rite in France and with the Kaiser ­

werth order in Prussia. For her work as a nurse during the 

Crimean War, Nightingale brought together nurses trained in 

both the Fre·1cl". arid the Prussian nursing ord ers . 

Nightingale ' s compassion is well documented. She 
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wrote: 

How little the sufferings of illness are understood, how 
little does anyone in good health imagine himself into 
the life of a sick person! 'What can ' t be cured 
must be endured' is the very worst and most dangerous 
maxim for a nurse that was ever made . Patience and res­
ignation in h~b are but other words for carelessness and 
indifference. 

A co-worker with Nightingale, Sister Mary Aikenhead, 

founded in Dublin , in the late nineteenth century, a shelter 

for the incurably ill. She consciously called the institut-

ion she founded a " hospice", r esurrecting that "gentle and 

half - forgotten, medieval English name. " 4 7 

In the United States , at the turn of the present 

century, Manhatta n 's House of Calvary was founded by 

Catherine McParlan and a group of Irish- Catholic laywomen. 

The institution still functions as Calvary Hospital . 

The Hawthorne Dominicans , founded by Rose Hawthorne 

Lathrop in 1900, established homes for the terminall y ill in 

Hawthorne, N.Y. , New York City , Philadelphia, Fall River, 

Mass., Atlanta, St. Paul and Cleveland . 

It was back in England, however , that the greatest 

progress was made in developing models of humane caring and 

treatment of the incurably sick. St . L~ke's Hospital in 

Ba yswa t er, Lo ndon, was founded in 1892 by the West London 

Mission, an evangeli r al grou ~ . S t . Luke's guiding force and 

medical superintendent was Howard Barrett, who es ~ ablished 

the hospita l to serve the working and lower middle-classes 

who were to~ poor f or pr i vate nursing and too proud for 

parish relief . It was, according to Barrett, "a home for 
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the dying."48 

In the early yea rs the majority of St . Luke ' s 

patients were tuberculosis victims . Cancer was the second 

and heart disease the third largest cause of death among the 

hospital's patients. In 1896 the average male patient was 

34, the ave r age female 43 years of age; the average length 

of stay in the hospital was 74 da ys . 49* Said Barrett, "If 

those we provide for were curable it would be difficult for 

us to carry out this leading idea ••• we aim at giving to 

all those who a re brought to us a home of peace and comfort, 

and even pleasure. " 50 

This discussion has traced the origins v f the hos-

pice concept from Roman and Greek antecedents through the 

flowering of the Christian pilgrim's hospice and the advent 

of sick-care societies in the Jewish communities of the 

Middle Ages and post-Renaissance era. 

The urbanization and industrialization of the post-

Enlightenment through the Victorian periods fostered fund-

amental changes in the way society regarded its poor, sick 

and incurables. The "hospic e", connoting personalized care 

of the sick person, gave way to the "hospital", with all of 

its modern overtones of sterilized, impersonal treatmen t of 

the disease--a n ~ not t~e patient . Despite the se fundamental 

attitudinal shifts, beacons of enlightened ~edical care 

* T~iis may be contrasted vith the figures from St. Christ­
opher's Hospice of London where in 197Q the average patient 
was in his/her 60 ' s and the average stay va s 14 days . 
(HASTINGS CENTER REPORT p . 152. ) 
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were lit, under the guidance and inspiration of individua ls 

like Nightingale and Aikenhead, and in institution s s uch as 

the House of Calvary and St . Luke's. 

The co nnecting th read which runs unsevered from the 

early hospice to the contemporary institution of the same 

name is the dedication to easing the lot of the dying per son 

on life's final journe y . 

Throughout the history of the hospice (o r hospitium, 
'hotel-Dieu' or 'hospita l! '," for these concepts were for 
a number of centuries interchangeable) one finds again 
and again the s ense of life itself as a journey , a 
pilgrimage and a sojourn amon g strangers--a 'trip' as 
some now say-- toward some future state of rest and 
blessedness . In a t ime of reexamination of material 
values and of renewed spiritual questing, it is no 
coi ncidence to find hospices once more appearing on the 
scene. At the present time, in somewhat diffe rent 
guise, aided by every advantage of modern medicine , 
psychology, and clinical pharmacology, the hospice 
concent rates its e nerg i e s upon dying individuals, their 
families and friends. If they are alone in the world , 
the hospice commu nity becomes their own."51 

Best known of contemporary hosp ice communities, and 

a model for hospices throughout the world, is St. Christ-

o pher' s Hospice of London . The fo und er of St . Christ-

opher's , and hospice-booster extraordina i re, is Dr. Ciceley 

Saunders . Her early training as a nurse and her subsequent 

medical training in St . Joseph ' s Hospital in London, where 

she specielized in pain management, made Dr. Sa unders acute 

ly aware of the s r ecial n ~eds of the dying . 

One particu lar i ndiv idual , a patient of Dr . Sau n-

de r's, may well be described as the spark behind the found­

ing of St. Christopher's. H ~ was David Tasma, a Jewish 

refugee from the Warsaw Ghetto . "It was through David's 
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eyes that I was given the vision of this hospice, in the 

beginning. As he was dying in a busy surgical ward , we 

talked for many hours of what his real needs were--not sim­

ply for medical care as such , but for someone to care for 

him as a person, to stand by and honor him for what he was - ­

and it was he, a refugee from the Warsaw Ghetto, who left 

the first 500 pounds for St . Christopher's. ' I want what is 

in your mind and what is in your heart ', he told me. I saw 

then that what was needed was a place that was both a hos­

pital and a home; and he said, 'I want to be a window in 

your home, I n52 

St . Christopher's opened in 1967 and is today main­

tained through a combination of private contributions and 

subsidies from Britain ' s National Hea lth Insurance . It was 

designed as both a haven for the terminally ill and as a 

teaching community wherein nurses, physicians, social work­

ers and others might be inculcat e d witl. a respect for, and a 

desire to serve, the needs of the dying. As s uc o , it has 

become the model ~ excellence for the hospice movement. 

Developments within American society during the 

1970 ' s, which will be explored in greater detail further on, 

created a hospitable climate for the hospice concept to take 

r oot in North A ierica. 

Inspired by the work of St. Christopher's in London 

and a i ded by Dr . Saunders a nd her staff, a dedicated group 

of inoiv l duals in Ne~ Haven, Connecticut, established the 

first hospice in the United States in 1971--Hospice, Inc. of 
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New Haven. Orig inally it functioned to ca re for patients 

only within their homes but within a few years support for 

the hospice conc ept was sufficiently strong to fi nance the 

building of a permanent home for Hospice , Inc . 

In 197 6 the National Hospice Organiza t ion was formed 

to coordinate the activities and the struggles of the 

nation ' s fledgling hospices. Its aim was: 

to promote the principles of the Hospice concept an d the 
program of care for the terminally ill and their 
families among the general public and professionals; to 
act as a clearing house servi ng the professionals in­
volved in, committed t o, and providing services withi n 
the principles of the Hospice program of care; to 
sponsor national symposia, conferences and workshops 
throughout the United States to develop and promote 
ideas of Hospice car e; to provide tech nical assistance 
to emerging Hospice orga n izations and Hospices th rou gh­
out the United States; to provide e mechanism for the 
monitoring of health programs and legislation relative 
to the Hos pice movement 5~nd the needs of the terminally 
ill and their families. 

By 1978 there were approximately 150 groups around 

the Un ited States in various stages of establishing hos­

pices. 54 There were some thirty established hospices in 

England'du ring t he same period. 

As of 1980, the National Hospice Organization direc-

tory listed 138 hospice organizations . in the Unit ed States, 

and by 1982 estimates of the number of hospices ran as high 

as soo to 75o . 55 

The A~erican Hospital Association, as reported in a 

New Yo rk Times article of August 18, 1983. estimates that 

there are 1,200 hospices in the United States . It is obvi -

ous that the hospice mov ement found fertile grou nd in the 

United States 3nd has pr oliferated in little more than a 
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decade . 

This historical overview has traced the emergence of 

hospice from its ancient roots to its modern efflorescence . 

Later chapters will delineate approaches and practices of 

the hospices to which the reader has been introduced, but it 

is worth underscori ng the components of the " old" hospice 

care--hospitality , "cherysshing'' (sic) and a religious de ­

votion to the inf irm--which a re now wedded to technology a nd 

advances in alleviating suffering to create the "new'' hos­

pice . It co nstitutes a happy union of compassion and 

knowledge. 
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CHAPTER II 

HOSPICE: PHILOSOPHY AND PRACTICE 

Preceding sections have introduced the reader to 

societal attitudes and conditions which allowed the hospice 

co ncept to take ro9t. It is i mportant that the reader now 

gain an under~tanding of the manner in which the hospice 

co ncept of caring translates into hospice philosophy and 

practice . 

Hospice emerged to meet a spectrum of needs . some of 

which have been described earlier . American society dis-

tanced itself from the death experience . One 3cademician 

described the situation in this way: 

Most of us will die in a ri tually organized bureau­
cratic institution where life dribbles out. and where 
every effort is made to keep the patient alive until the 
next shift by any heroic means necessary so as to let 
someone else take the blame for the failu r e which death 
in the hospital represents. 1 

When death is perceived as failure. when the indi-

vidual is reduced to a disease . "when the patient's body has 

become merely an object , a public commodity, and a pawn in 

our irrational war against dea t h, then it is time to cell a 

halt to such proceedings. " 2 Hospice proponents were ready 

29 

11 
1 



30 

and willing to halt that dehumanizing process. 

Demographic research provided another compel l ing 

reason for society to embrace hospice: American society is 

rapidly aging, suggesting even greater needs in the future 

for facilities and methods to care for the d ying. Ironic­

ally , some have suggested that fatally ill child ren may have 

yet a greater need for hospice care than the elderly: " 

because we hate to see children die even more than we hate 

to see adults die , and because children cannot refuse treat­

ment, agressive life-preserving therapies seem to be prac­

ticed even more vehemently on them than adults.••3 

Others suggest that hospice has a role to play i n 

plugging certain gaps • the gap between treating the 

disease and the person, t he gap between technological re­

search and psycho-social support, and the gap between soci­

ety ' s denial of death and the acceptance of death by those 

who face it . 4 

Moreover, there is a compelling spiritual reason why 

society needs hospice. " The community needs the dying to 

make it think of eternal issues and to make it listen ••• 

we are debtors to those who can make us learn such things as 

to be gentle and to approach others with true attention and 

respect. 11 5 Assisting the dying person becomes a shared 

adventure, r eplete w.th dangers as well as spiritual 

rewar ds . 

What approach , then, does hospice take to meet the 

needs of the dying? What are the fundamental principles 
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upon which hospice operates? The National Hospice Organi-

zation provides the following statement of principles and 

s tandards: 

Dying is a normal process whether or not resulting 
from disease . Hospice exists neither to hasten nor to 
postpone death. Rather hospice seeks to affirm "life"-­
by providing support and care for those in the last 
phases of incu r able disease so that they Gan live as 
fully and comfor t.ably as possible. Hospice promotes the 
formation of caring communities that are sensitive to 
the needs of patients and their families at this time in 
their lives so that they may be free to obtain that de­
gree of mental and spiritgal preparation for death that 
is satisfactory to them." 

Hospice philosophy subsumes a number of elements 

which include: 

1. A committment to allowing death with dignity. 

2. A concerted effort to control pain. 

3 . Helping the dying person fight a sense of isolation and 
abandonment . 

4 . Involving the patient's family in the patient's care . 

5 . Assisting t he patient in retaining cont r ol over his /her 
life as long as possible . 

6. Giving the family of the dying p~rso~ bereavemenL coun­
selling and support . once the patient has died. 

Undergirding hospice philosophy is th~ belief that 

there is never a moment when nothing more can be done for 

the patient until that patient dies. 7 Hospice sees the 

dying person as having legitimate needs which must be rea-

sonably met: " ••• the 1ying helve the righ t to a great many 

things that [hospitals and nursing homes] simply can~ot 

provide. Thev need life around them , spiritual and emotjon-

al comfort dnd support of every sort. They need 'un sani ­

tary' things, like a favorite dog lying at the foot of the 
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bed. They need their own clothes, their own pictures, 

music , food , s urroundings that are familiar to them, people 

they know and l ove , people they can trust to care about 

them ."8 

Hospice, with its emphasis o n home-care when possi-

ble and for as long as is feasible, recognizes that there is 

such a thing as inappropriate institutionalization . 9 Renee, 

hospice philosophy encourages the shifting of the locus of 

control from the institution to the dying person. 

Theodore H. Koff , in Hospice: ! Caring Community , 

elaborates on hospice principles and lists these essential 

ones: 

-caregivers must respect the element of time , fulfilling 
needs ttnow'' since any request may be a last request . 
This requires sufficient staff and a support system of 
family and volunteers. 

-the family, with the patient, is the unit of care, 
where ''family" is defi ned as the circle of significant 
others. 

-the individual lifestyle of the dying person should be 
s upforted as long as possi Lle . Respect for the individ­
ual s ethnicity, cultural orientation, social and sexual 
preferences must be reflected in the services and pro­
gram of hospice care.11 

-hospice regulations should be held to a minimum and be 
related to life, safety and licensing regulations . Hos­
pice cl ients should enjoy the f~eatest flexibility and 
responsiveness to their needs. 

-hospice care requires home-care servicy~ and the capa­
bility of ~rovid~ng institutional care. 

Truth-telling is fundamental to ho~pice philosophy . 

To tell or not to tell is not the question for hospice , 

rather , what, how ard when to tell. ttHospice people believe 

that every patient has the right to know what is happening 



33 

to his life, and that every answer given to every question 

must be the truth. It need not be the whole truth, but it 

must be the truth . And the truth must be spoken within the 

frame work of caring . "1 4 

Hospitals are future-oriented, concerned with cure 

and release ; hospice allows the patient to dwell in the 

present or the past. Health, for the remaining days must, 

therefore, be defined in psychic terms for the dying patient 

and hospice must provide a setting which promotes psychic 

health.IS Stoddard conceptualizes a '' triu ne" image of the 

individual, symbolized in this diagram: 

psychological physical 

spiritual 

The word " cu re" connotes restoraton to full health of the 

physical element of the triune ieing . But when physical 

" cure " can no longer be effected, the remaining two-th irds 

of the triune being--the s piritual and emotional elements-­

become proportionately more important. The ''healing" ef­

forts of hospice philosphy a nd practice focus therefore on 

these two spheres of the triune being. 16 

In summation, the hospice philosophy describes an 

approac~ to caring for t he dying person which speaks to the 

ba~ir humanity and dignity of the individual. It views 

death and the process of dying not as an embarrassing aber-
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ration but as a stage of growth t hrough which one can be 

comf orted and assisted by caring persons . One may s ucci nct­

ly restate this philosophy in this way: " What people need 

when they are dying is r elief from distressi ng symptoms, the 

presence of caring people, a comfortable environment , and 

the oppo r tunity to live in their own unique lifes t y l e until 

death . 11 17 

Clearly, pai n a nd othe r distressing symptoms can 

prevent the dyi ng person fr om living fully until death . In ­

cessa n t, debilitating pain and the anxiery to which it gives 

r ise , r ob t he individual of t he oppo r tunities he or she 

might otherwise have to con template im pending death and make 

plans to meet it in his or her own way . It is no surprise 

that dying with chronic un r elentin g pain is one of the 

greatest fears of the dying cancer patient .1 8 Accordingly , 

pain ma nagement and symptom control are among the highest of 

hospice priorities. 

A patient ' s response to pain depends upon a combin ­

ation of factors including cultural background, prior exper­

iences with and exposure to pain, and stress induced by 

other factors (i . e . family conflicts, financial problems.) 19 

" Chronic terminal pain can be conceived of as a vicious 

circle : physical pain arouses a nxiety, anxiety generates de­

pression , depression causes insomnia and insomnia, in turn, 

aggravates the physical pain. 11 20 

Apart from direct pain , there are other physiolog­

ical problems with which hospice symptom control must deal: 

• 
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loss of appetite, vomi t ing, diarrhea, shortness of breath, 

immobility , incont inence, skin breakdown, mood changes, in-

somn ia, limitations in motion , fatigue, change in a?pearance 

a nd co ncentration difficulties . 

Painful, distressing symptoms may have a variety of 

different origins. Pain may be physical, ~motional, spi rit-

ual or a comb i natio n of these factors and hospice must em-

ploy varying techniques to alleviate such symptoms . Care in 

hospice is directed toward overcoming pain and suffering by 

controlling the symptoms which cause or promote distress . 21 

This is achieved through medication, positioni ng fo r com-

fort, massage , heat, radiation the r apy, chemotherapy, sur­

gery , supportive activities and counselling.2 2 The goals in 

pain relief are : 

1 . Clarifying t he underlying cause of pain. 
2. Preventing pain by anticipating its recurrence . 
3. Erasing t he memory of pain. 
4. Keeping the patient alert. 
S. Considering the ease of administration . 23 

The pain-control regimen of hospic e involves 1) the 

right analgesic 2) in the least amount necessary 3 ) at the 

right time (befor e pain hits) a nd 4) i n the most effective 

manner. 24 

The key to hospice ' s success i n eliminating or con-

trolling even the most severe chronic pain lies in its novel 

idea of administe ing pain medication continuously, as op-

posed to t he standard hospital procedure of giving medicat -

ion " as needed . '' Continuous dosages of analgesics , when 

pr operly titrated, prevent the return of pain and the grave 

• 
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an~~ety which accompanies the fear that pain will return . 

In England, where the moder n hospice got its start,* 

a combination of drugs (diamorphine, commonly called "her­

oin", phenothiazine, alcohol, water and cherry syrup • 

to offset the bitter taste of the narcotic) became the most 

efficaciou s means of controlling pain. It is known as 

"Brompton 's Mixture" or ''Hospice Mix" and it is t a ken round 

the clock in prescribed dosages. The patient is often en­

couraged to keep a " pain/comfort" c hart to help track and 

manage his or her own pain control.25 

Unlike England, where diamorph j ne may be legally 

prescribed; the United States does not allow its use and so 

morphine , cocaine or methadone are often substit uted in its 

place . Some claim that the American version is less 

effective while others claim its superiority to its English 

equivalent . 

Hospice dismisses, out-of-hand , objections to the 

use of narcotic , potentially habit-forming drugs. Addiction 

i s simply not an issue for those whose lives are numbered in 

weeks or months at best. Affording the dying person sur­

cease from debilitating pain and allowing him or her to 

function alert and free of the fear of pain are the ultimate 

goals of the hospice approach to cont~olling pain . 

Hospice philosophy ju~t described translates _nto 

practice in a variety of forms, including in ~patient facil-

* See page 25, Chapter one . 
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ities, home-care organizations and combinations of the two. 

One must examine the structure of existing hospice organ­

izations to gain an understanding of the variety of ap­

proaches employed to provide humane care for the dying . 

Many communities are either too small or too sat­

urated with existing health-c8re facilities for hospice to 

take root in them . In such communities , hospice care often 

takes the form of home-care: service to te rminally ill 

patients provided by a team of hospice specialists within 

the patient's home . Sometimes this will involve the partic­

ipation of a visiting nurse association to provide much of 

the care. Otherwise the hospice team is composed of the 

same importa n t mix of medical professionals, social workers , 

cle rgy and volun teers as well as the patient's family . 

The goal of hospi ce home-care is to allow the dying 

person to die at home, in a familiar environment, without 

suffering the trauma of a hospital admission . Hospice Inc., 

of New Haven, for example, started out with a home-care 

program unt il community support was sufficient to enable it 

to build an in-patient facility to complement the home-care 

program. During its fi r st five years , Hospice Inc.'s home­

care program allowed 56% of its patients to die at home. 

This contrasts dramatically with the figure of 2% nationally 

for t hose who die Pt home. 26 

The problem associated with moving a dying patient 

from a home-care situation to a hospital in the final stages 

of ill·1ess i.s that "continuiq· of care [is] lost on hospital 

• 
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admission . Techniques of comfort that had worked ~ell in 

the home [are) ignored by a system geared to investigation, 

diagnosis and cure--but not to comfort care . 11 27 

Few , if any , hospices function solely as in-patient 

facilities without any home-care component. Some hospitals, 

however, have incorporated hospice-style techniques within 

the hospital setting . Calvary Hosp ital in the Bronx, New 

York, is one such hospital. It is a chronic disease hos-

pita!, admitting patients whose life-span is anywhere from 

three to six weeks. Patients are referred to Calvary from 

some 92 regional hospitals. Its hospice-like features in­

clude a primary physician for each patient, two constant­

care units under twenty-four-hour- a-day supervision. and a 

recreation program. Unlike hospice , it has no home- care 

program and no bereavement program. The focus for Calvary 

Hospital is the proper medical management of the dying 

cancer patient. As such, it has all the traditional hos­

pital trappings and regulations . 28 

St. Luke's Hospital in New York City began a hospice 

program in 1975 in which special treatment teams prov ided 

care for five to ten terminally ill patients scattered 

throughout the hospital. Normal hospital regulations were 

bent to some degree to allow for special visitations a nd 

dietary privileges fo r the patient . In addition, ten 

patient s re ceived out - patient care. While this may repre­

sent a good model of care for communities which are too 

small co support a hospice or for hospitals which lack the 

r 
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space for a separate hospice unit, it still falls short of 

the true hospice concept . Elements noti ceably lacking in­

clude a committment to research, in-staff education and 

morale-boosting staff sessions.29 

By far the most common and the most successful form 

of hospice is one which combines home-care with a separate 

in-patient facility . Hillhaven Hospice of Tucson, Arizona 

falls into this category. It has a home care program estab-

lished through contract with the Visiting Nurse Ass?ciation 

of Tucson . Its emphasis is on teaching the family unit to 

be the caregiver for the patient; it tea c hes such skills as 

administration of medication , how to change bed-linens 

while the patient remains iu bed, proper massage, skin-care 

techniques and the like . 

In addition , Hillhaven Hospice has a 39-bed facility 

for patients who have no one to provide home- care or for 

situations where home-care has over-taxed the family's ener­

gy and spiritual resources , necessitating the patient's 

transfer to the in-patient fa~ili~y . 30 

St . Christopher's Hospice in London, England , the 

model hospice on which so many others have patterned them 

selves, is another combination-type hospice . In addition to 

its home-care program and in-patient facilities, St. Christ­

opher ' s boasts a number of other features which make it an 

example c f hospice at its best. These include four-week 

s tudy cour~es for visitors which culminate in the student­

visitor ' s becoming part of the ward team caring for 

I 
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patients; a "Pilgrim's Club" which is a support and social 

group for the surv i vors of former patients; a da y- care 

center for children of staff which allows for interaction 

between the children and the dying patients; and a designat­

ion of Mondays as "Visitors' Day Off"--giving the family of 

the patient, and the patient as well, an oft-needed respi te 

to "recharge their batteries" and tend to the necessary 

details of daily life.31 

A 1982 study looked at twenty-four hospices which 

had been in operation for at least o ne year , having served 

at least 100 patients each. All offered home-care and be­

reavement counselling but only 41.7% of the sample had an 

in-patient program . Ten of the twenty-four were institu­

t i onally based, usually in a hospital . 

Portraits of two divergent types of hospices emerged 

from this study. The first t ype is the independent hospice, 

heavily volunteer-oriented, with a variety of professional 

staff positions and a wide array of social/psychological 

services . Its funding :ends to be unstable. The second 

type is institution based, with a greater variety of 

medical/nursing services and less variety of social/psycho­

logical services. It has fewer types of volunteers and paid 

staff . Its funding tend s to be stable .3 2 

A crucial component of ho spice cPre and one which is 

often overlooked, is the physi cal design of the hospice. 

Does its design maximize t~e giving of care and minimize 

those element s which will remind patients and visitors of 

• 
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sterile, hospital facilities? A number of considerations go .. 
into the design of a hospice unit inr.orporating the needs of 

the pat ien t, family and staff . These include: 

-the need of the patient to have input i nto the choice 
of room decor (Is there ample space to display cherished 
pictures? Is there room for a favorite sitting chair?) 
-the need for adeq uate noise control 
-space for family members to stay overnight in close 
proximity to the patient 
-comfortable lounges for staff, family and patients 
(where all three may interact, if they so choose) 
-separate rooms for staff (where they may unwind or work 
through the variety of emotions engendered by their 
work) 
-a kitchen for the use of the family to prepare or 
reheat favorite foods of the patien t 
-a non-denominational chapel (which, as in all hospice 
rooms, must allow access for bed-ridden patients) 
-a viewing room for the

3
§orpse 

-a children's play area 

The guiding principles in hospice physical design 

mandate that the design should 1) stress homelike character-

istics and provide a living environment 2) recognize the low 

energy level of patients 3) reflect the involvement of 

family members 4) provide for patient privacy 5) offer staff 

convenience and 6) allow for pati ent control over his or her 

environment. 34 

Once decisions have been made concerning the phys-

ical design of hospice, each decision-making hospice group 

must establish criteria for admission reflecting both the 

philosophy of the group ~nd the particular concerns and 

needs of the comm un ity the hospice will serve . Accordingly, 

admission ~ ri teria will vary from one hospice to the next . 

St. Ch r istopher ' s Hospice in London has a fairly 

simple admissions policy: the patient must be experiencing 
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pain which is not temporary, and which is not easy to manage 

but is, in fact, chronic a n d overwhelming. The patient must 

have a "reasonable" life expectancy, beyond hours or days, 

and the patient must have family or friends within reach of 

the hospice. 

Koff elaborates on general admission criteria within 

the hospice movement and sets forth the following : 

1. The patient has a diagnosis of terminal illness . 

2. The disease has been dete r mined t o be past the 
point of aggressive treatment for cure; however , 
palliative treatment for symptom control is 
acceptable. 

3 . The patient and the family wish to enter the 
hospice program . 

4 . Ge n e r al life expectancy is less than six weeks. 

S . The patient ' s personal physician agrees to the 
referral and will co n tinue to attend the 
patient. 

6 . A competent caregiver i s avajlable to the 
patient in t~5 home if home-care is 
recommended. 

Once a person enters hospice, whom is he or she 

likely to encou n ter among t he personnel? Mention has been 

made earlier of the full complement of skills brought to 

focus on the hospice patient . Physicians , social wo r kers , 

nurses, clergy , pharmacol o gists , psyc hologists, art and 

music therapi s ~ s. tra ) ned vo l unteers, et c . all bring their 

skills to bear on the patient's needs . 

Is i t po ss i ble, however, to c harac t eri z e the~ of 

perso n who c hooses to work in hospice ? Clearly, working 

with the dying requires both commitment and sensit i vity but 
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there are a variety of reasons why individuals choose 

hos pice work. It may be a ma t ter o f a c cident o r conve-

nience; it may stem from a desire to do the " in thing" or to 

associate with a charismatic leader; it may be a response to 

an intellectual appeal (i.e . a desire for mastery over pain 

and death); it may involve a sense of " calling" or a previ­

ous pe r sonal experience; it may grow from the suspicion that 

one might some day develop a terminal illness and be in need 

of hospice environment.36 

One hospice advocate reiterates this last point. "I 

have not yet met persons in the hospice movement who did not 

admit to wanting to contribute to a system which might some­

day conceivably support them. The moti vation is deep . It is 

personal. And it is legitimate." 37 

Those who stick with hospice work, wh o find deeply 

felt needs fulfilled through giving, tend to descr i be 

hospice work in intensely personal, almost religious terms: 

"Tho s e who do hospice work, whatever the struc ture of their 

religious or philosophical beliefs, tend to feel • that 

there is a sort of centeredness and holiness about it . 

Whether they are offering massage or medicine for pain, 

c l ean linens o r a hand to hold and a listening heart, they 

sense that thes are ges tures of obedience to Love o f a 

higher o rder. And the dying who are cared f o r in this way 

are of fered , wi tho ut any preaching or intellectuali z ing 

aboJt it , a clear representation of that 'time out of time' 

which is celebrated by our poets and our prophets and in our 
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liturgies."38 

An overview of existant hospices reveals a large 

num be r which ope ra te , in some fashion, under sectarian aus-

pices. This is not surprising in view of the history of 

hospice, but it is worthwhile to raise the question of the 

extent to which religion manifests itself in hospice 

practice. 

Tne strong connection between hospice and the Ch urch 

in England is reflected in the names of hospices there: St . 

Jose ph' s, St. Christopher's, St. Ann's, St . Margaret's, St . 

Luke's . Some maintain that the very concept of h ospice may 

be traced to the Gospels. A quotation from the New Test -

3ment , Luke 2:29-31, is often cited as the operative inspir-

ation for ho s p ice: "Lord, let they servant depart in peace." 

Much of the literature on hospice stresses the cons­

onance of Christia" f3ith and hospi~e practice, but a spirit 

of ecumenism is distinctly manifest in most hospices . Con-

sider, for example, this expression of the ecumenical man-

date of hospice: 

To the Christian, the patient ' s body is , quite liter­
ally , the body of Christ . To the Jew, the patient may 
be the angelic messenger who in ancient Scripture was 
welcomed and refreshed, by God ' s command , in the form of 
a human stranger. Hindus and members of othe r faiths 
have similar beliefs; so do compa~~ionate people who 
call thems• lves merely humanists. 

One encounters repeatedly in the li~erature the 

notion that the work of hospice is, in itself, a form of 

wo&ship and prayer. 40 The word "religious" is used unhes-

itatingly, but it is broadly defined: 
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(Is hospice] religious? Well yes, if you believe that a 
caring community is necessarily religious . But in one 
very fi ne li ttle English hospice that I know of, two 
nursing sisters quit recently because they felt not 
enough religious ritual was being observed; and the di­
rector ( who is both a physician and a deacon) asked them 
in astonishment, 'But aiyn't you in the hab it of prayi ng 
with your finger-tips? ' 

Hospice proclaims a religious message insofar as it claims 

that death as well as life has meaning, preaching by example 

that human life is valued whether or not it has productive 

use fo r society . 4 2 

Certainly in some hospices sectarian rituals are an 

integral part of the care provided. At St. Joseph ' s 

Hospice, in London's East End, for example, the rhythm of 

daily life is that of a strongly liturgical religious order . 

Chapel bells ring three times a day and all work ceases for 

a moment of prayer. Staff meetings begin with a scriptural 

reading. ln St. Joseph ' s, a Catholic hospice, the issue of 

euthanasia becomes irrelevant, for the duty to care for the 

patient is understood to mean that the dying person must be 

so well-cared •tor that he or s he would never wish to be 

killed. St . Joseph's is an exception to the unstated rule 

which implicitly commands that the individual patient's own 

needs take precedence over any religious agenda of the 

institution. 

Wh i le spiritual matters are not. ignored by the en-

tire hospice team, the hospice c haplain still plays a unique 

and sometimes pivotal role in hospice care . The presence of 

clergy on the hospice team helps the patient and family 

articulate spiritual problems which would otherwise receive 
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only superficial treatment. 43 The chaplain is often in a 

privileged position to help interpret what is happening to a 

dying person in light of its religious implications. 44 He 

o r she can be a "mediator and minister of reconciliation" 

between the patient and his or her family. 45 

The usefulness of the clergyperson to the hospice as 

a whole is directly proportional to the degree to which that 

person is i ntegrated into the hospice team. This implies 

full access to medical charts for the clergyperson and par­

ticipation in the treatment plan. 46 The caring cleryperson 

will be attentive to, and respectful of, the patient's 

religious needs ••• or lack thereof. The Rev . Edward 

Dobihal, Jr . , of New Haven's Hospice, Inc., sums up this 

sensitivity nicely: 

We give each other space, and we don't lean on patients 
for any kind of conversions, either. If they want to 
talk about it, fine; if they don't that's their bus­
iness . We 1~7 them know we are available any time, 
that's all." 

Apart from the clerygperson who is part of the hos-

p ice team by virtue of b eing employed by the hospice, the 

patient's own clergyperson can play an important role as 

well. He/s~e is ,in a unique position to act as an advocate 

for both the pa tient and the patient's family in a number of 

ways: by alerting the family • o the p~ssibility of hospice 

care if the physician has not; by pressuring a reluctant 

physician to explore the hospice option for a terminally ill 

person; by keepin6 i n couch with hospice staff and provi d ing 

it with the feedback which patients and their families are 
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sometimes unwilling or unable to giv e . 4 8 

Most importantly, the patient ' s o wn clergyperson can 

help the patient view im pend i ng death through the under­

standing of his or her faith system with all of the comfort 

tha t can sometimes afford. 

Clergy will often play a significant role in the be­

reavement co un selling which is so integral a part of hos­

p ice practice . Recognizing that the process of grief oft•n 

begins the moment a family membe r is told the patient will 

not recover, the cler gyperson joins the social-worker or 

caseworker assigned to t~e family-unit in assessing the be­

reavement needs. 4 9 

Bereavement counselling and support assume a number 

of forms ranging from having someo ne stay with the body un­

til funeral a r rangeme n ts hav e been made, or planning classes 

for survivors on such topics as estate-taxes or living 

alone, to celebrating h o lidays with the family, a particu­

larly difficult tim~ for mourners. As in all phases of hos­

pice care , bereavement care is tailored to the needs of the 

individua l but will almost always involve periodic chec kups 

through the first year after the death of the patient . 

This conce rn for the survivo rs has a practical com­

ponent as well. "Bereav e ment follow-up is actually prevent­

ive heal t h - care. In the first year after the loss of a 

f amily memJer or other intimate. there is increased vulner-

abil i ty to il lness for t he s urvivor • 11 50 

The reader has now moved from an examination of 

• 



48 

~ospice philosophy through an overview of hosp i ce form and 

function. This section would be incomplete if it did not 

make mention of the problems hospice faces from inception to 

public acceptance . Unless hospice can surmount these 

obstacles, its well-defined philosophy of care will serve 

for naught . 

Without a doubt, the greatest problems facing the 

hospice program are issues of funding and licensure. At the 

time of this writing many of these issues are being resolved 

through legislation but the basic problem stems from the 

unique position hospice occupies within the health-care 

system. It is neither "fish nor fowl", neither hospital nor 

nursing-home and, as such, it does not easily fit into the 

licensing requirements of many communities nor in to the 

categories of institutions providing health-care insurance 

and reimbursement. 

The unique combination of services whi c h are sub-

sumed under hospice care (social work services, dental care, 

bereavement counselling, etc.) are not described under 

existing statutes and therefore hospice patients and their 

families sometimes experience great difficulty in obtaining 

reimbursement for their hosp ice expenses. 

Some maintain that it iR hospice's uniqueness which 

has upset the status !l.!!..£ of the health-care indust r y : 

Hospice has i~truded into the spiral of health -care 
technology with startling impact. It has not been tne 
newness of hosp ice , but rather its challenge to the 
humanness of health-care t hat has disturbed the status 
quo. Hospice has advocated for the quality of life. for 
living until death, for the absence of pa i n, for the 
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maintenance of personal control . Hospice is being 
folde~ into a larger philosophical framework in which 
there is rene wed recognition that emotional w5f l -bei ng 
is at least as important as physical health." 

In many states for a number of years, hospice was 

not recognized ~ hospice . It was variously defined as 

home health-care agency , skilled nursing facility , chronic 

care institution, general hospital, etc . Th i s led , in many 

cases, to a misunderstanding of hospice's tr ue function on 

the part of the general public. 

Some posit a more insidio us motive in keeping hos-

pice outside the established health-care system ••• an 

economic motivation of self-interest: 

While home care cuts costs for the family, it does not 
help keep i nst itutional balance s heets i n the black, 
Thus hospice poses a financial threat to a health-care 
system that is controlled by medical care providers-­
hospitals and doctors--and third-party payers--Blue 
Cross/Blue ~~ield and the various health insurance 
companies. " 

Hospice philosophy was anathema to health insurance 

companies for under their reimbursement policies, death is 

n ~t an allowable treatment objective . The multi - level care 

which hospice provides created problems for regimented 

coverage syste~s and reimbu r sement programs.53 

Consequently, many hospices were forced to resort to 

affiliation with hospitals in order to qualify for third-

party reimbursements. This often led to certe ~ n compromises 

of hospice phi losophy. Hospice faced the c hoice of 

relinquishing autonomy and achieving "legitimacy" in a 

hospital context or going it alon£ depend i ng on donations • 

• • us ually an un feasible route to take. 



... 

so 
Already, shifting public attitudes towards hospice 

have caused changes. New standards of licensing and accred 

itation have granted hospice new legitimacy in the eyes of 

third-party reimbursers . As the hospice movement has grown , 

more evidence has amassed suggesting that hospice care makes 

good economic sense for health- care consumers. Societal 

changes are gradually creating the climate necessary for 

hospice to take its rightful place in the health-care 

systems pantheon . Recent congressional action , reflecting a 

popular mandate for hospice care , paved the way for substan 

tial Medicare coverage of hospice services ••• a sign of 

long-awaited legitimation of the hospice approach . 

Apart from issues of funding and licensing, which 

seem to be resolving themselves as the hospice movement 

grows , there remain other concerns. The explosive growth of 

the hos p ice movement concerns some • they fear the ex-

cessive fragmentation and over-specialization which have 

plagued American medicine to date . So me express concern 

that society will not sustain its new-found interedt in more 

humane care for the dying • that hospices will suffer a 

terminal lack of support. 

Others are even more cynical: 

There is no evidence that our society really wants to 
spend large ~ urns on c ompassion--whether in caring for 
children and juvenile delinquents, or the aged •• • or 
the dying. Cancer money is designed for r esearch to 
cure cancer, a nd the hospice people ~ust not be allowed 
the illusion that it is going to be easy to change the 
d i rection of the whole health-care system with its 
~assion f o r cure, for p~4ing attention to the disease 
rather than the person. 
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Hospice has made a pr o mising start in this country 

but it remains to be seen how long - lasting and h ow deep an 

impa ct it will have on societal attitudes towards th~ dying 

person . Bear in mi nd that hos p ice ca r e is not for everyone. 

It is not appropriate when: 

1. the patient and /o r the family is unable to deal 
with the dying process and finds hospice too 
t hreatening to be helpful. 

2. the applicant may be too close to death to 
war rant change in the care setting or ca r e 
ro ut i ne . 

3. the i nd ividual and family are content with 
c urren t care. 

4. the cost of hospice care or the limits of 
insurance/third-party coverage place hospice

55 care beyond the means of the family/patient. 

The growth of the hospice movement cl early 

demonstrates that hospice is, in fact, meeting the needs 

of many . 
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CHAPTER III 

DEATH IN CONTEMPORARY AMERICAN SOCIETY 

The growth of the hospice movement in the United 

States has been almost exponential: from one hospice in 1971 

to an estimated 1200 in 1983. It is clear that the public 

perceives hospice as meeting some ver y basic societal needs 

which heretofore went unanswered. How does one acco u nt for 

such widespread acceptance? One begins by examini ng 

societa l attitudes toward death and the process of dying, 

for therein lie the reasons that hospice is flou r ishing 

today. 

"In medieval times, dying persons were seen as pro­

phetic souls, voyagers and pilgrims valuable to the commun­

ity in a number of ways, not least i n the opport un i ties they 

provided those around them for se rv ice and spiritual growth. 

It is a modern and ignora nt prejudice to consider death a 

failure. It is a modern supe r stition to avoid knowledge of 

it, to treat it as i c it wer e something unna tural , shameful 

or wrong. " 1 To put it more s uccinctly , death was once seen 

as a door to the hereafter. It is now seen as a wall. 2 

:he dtnial of death is c ertainly not an exclusive 
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phenomenon of liftl in twentieth century America.* Many 

ancient myths seemingly deny mortality as a human condition 

by presenting death as the creation of gods who were jealous 

of immortal humans or by suggesting that death entered the 

wo r ld through human error, as in the biblical account of the 

Garden of Eden. 3 

The epic of Gilgamesh, for example, presents the 

belief that the gods reserved immortality for themselves. 

The epic's protagonist, Gilgamesh, wanders through the world 

seeking a means to overcome mortality imposed upon humankind 

by capricious creator- gods. 4 

Freud observed that soldiers can fight and c ommit 

acts of barbarism because they do not believe that the y 

themselves will be killed . Everyone, in reality, displays 

an "unmistakabe tendency to 'shelve' death, to eliminate it 

from life . 115 

Bailey , in his volume Biblical Perspectives .Q.!! 

Death, states that , 

The human dilemma is that we are caught between two 
worlds, the one symbolic and the other animal; we are 
able to transcend nature and speculate about the myster­
ies of the universe--ab le t o experience awe and love, 
able to create value systems--and yet we are part of a 
body that aches, stinks and dies; we are able to soar, 
physically as well as mentally, among the stars , yet are 
dest i ned to rot beneath the ground; we are often beaut­
iful of form . yet constrained to bodily functions that 
shame us: 'gvds with anuses'. This incongruity , it is 
said, produces a fear o f death which must be repressed 
lest one Lecome mad and which is the common denominator 

* Th~ denial of death in American society has been explored 
in two "classics" in the field of death and dying: Ernest 
Becker: The Denial of Death and Jessica Mitford: The 
American Way ~ Death and Dying . 



54 

behind many, if not all, other fears and drives."6 .. 
This grappling wi th the presence of death is nowhere 

more acute than in American society where the triumphs of 

technology and the pursuit of pleasure have forced death to 

tak e a back-seat to other concerns . Society has waged wa r 

on death, on both the scientific and popu la r f ronts . Death 

has been gr adual l y expelled from common experience . One 

encounters it instead, graphically and violently, on tele-

vision and in the movies. Even childrens ' cartoons broad -

cast the message that death is not real, that the cartoon 

hero ca n be infinitely r esurrected . 

This is a· future-oriented society but death inher ­

ently denies a future . "Deat h is seen as the destroyer of 

the Ameri can dream--the right to life , l i berty and the 

pursuit of happiness."7 

One of the consequences of the zeal with wh ic h the 

war against death is being waged is that society turns away 

from the hopel P-$Sl y and incu rabl y ill and from those who are 

consciously ready t o die . 8 This phenomenon presents itsel f 

in the " cure" versus "care" dichotomy which pits proµonents 

of the use of a ny possible means to sustain life, even if 

great suffering is the consequence, against those whose 

desire is to provide emotio~ ~l suppc rt and surcease f r om 

suffer ing. 

The death- bed scene is no longer a commo n o r famil­

iar experience fo r mos t Americans. The dying person' s last 

companion is now more likely to be a machine than a human 
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being . Nursing homes for the aged and incurably ill foster 

a myth of "convalesc ence " which society is only too eaRer to 

embrace. The Puritan notion, that the loss of individual 

power, vigor, and self-control is some how disgusting , has 

led many to believe that death is personal surrender and 

therefore must be denied . 9 

In the all-out war against it, death was removed 

from the home to the fortress-like walls of the hospital, 

the domain of "specialists" and "proced u res ." "What was not 

seen, no longer heard and participated in as a norma l event 

was now whispered about, feared and finally , ignored or 

repressed . 111 0 

This staving- off of death , its remova l to the realm 

of doctors and technology, or cinematic " reality'', has a 

very det r imental impact on societal attitudes toward death: 

" • •• all of t h is (aging] takes place ••• in relative 

secrecy. We ca n only really know of the deaths in our own 

households, o r among our friends. These detached in our 

minds from all the rest, we take to be unnatural events, 

anomalies , outrages . We speak of our own dead in low 

voices; struck down, we say , as though visible death can 

only occur for ca use, by disease or violence, avoidably.•nll 

Technology c nfers m~xed blessings. Machines and 

procedures c~n prolong life but when they do so society 

ignores larger questions concerning the quality of life be­

ing preserved. Generally available medical care, bolstered 

by technology, fails in two respects: 1 ) it prolongs suf -
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fering without regard for the quality o f life, ignoring the 

dignity of the patient and enforcing the patient's isolation 

from family home and friends and 2) generally available care 

is unsuccessful--pain is not continuously controlled nor 

are accompanying symptoms , and no true prolongation of life, 

in alt its aspects, is achieved.1 2 

In traditional settings wherein dying persons ordin-

arily receive care in the last stages of illness , there is a 

high incidence of unwarranted and excessive use of "heroic"* 

means, inhumane employment of life- support systems and undue 

prolonga tion of physical life . 13 

The following passage, written by a physician about 

his dyi ng mother , is a poignant example of clinical and de -

tached care of the dying person. 

What happened was a nightmare of depersonalized insti­
tutionalization, of rote management presumably related 
to science and based on the team approach of s ubdi vis ion 
of work • • • • Different nurses wandered in and out of 
my mother's room each hour, each shift , each day, call­
ing for additional help over a two-way radio • • . • 
They were trained as part of a team "covering the floor" 
rather than aiding a sick human being • • • Labora -
tory studies of blood and urine continued to be perform­
ed, fluids were given , oxygen was bubbled in , antibiot­
ics were administered ; the days went by but seemed to be 
years. The patient was seen occasionally by large 
groups of physicians making rounds, presumably learning 
the art of practicing medicine properly • • • . The 
chart was enlarged regularly with " progress notes." 
These hastily sr.rawled writings always dealt with labor­
atory data, ~ ever abo ut the feelings of the patient or 
her family • • One report stated that occult blood 
had been fo und in the stool. Someone responded by writ­
ing in the chart that in view of this finding, sigmoido­
scopic examination and a barium enema were indicated . I 

* The word ''heroic" co nnotes unusuall y intensive efforts, 
often employing highly sophisticated equipment, to sustain 
life . 
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suggested to the author that this conditioned reflexive 
act was not warranted in the case of an unconscious 80-
year-old woman who wanted to die gracefully • 14 

A consequence of the faith vested in medical tech-

nology is that society now perceives docto r s as "priest/ 

technicians " , infallible and omniscient. One wonders 

whether the high rate of medical malpractice suits does not 

reflect a disillusionment with the medical priesthood for 

its failure to win the ult imate victory ove r death. 15 

Perhaps society expects too much of its healers. Nine 

thorough em pirical studies, described by Kastenbaum and 

Aisenberg, conclude that physicians have an above - average 

fear of death and often choose their career in order to gain 

more control over their death fea r s . Medical training en-

courages bravado and a desensitization toward death. If 

t h is is true, "the front line [of the war against death) 

would be manned by volunteers who are more intimidated by 

the enemy than are many of the civ i lians behind the 

lines. 1116 

The difficulty which many in the healing ~rofession 

share in confronting death merely exacerbates the problems 

experienced by the dying patient. "Terminal patients are 

frequent l y avoided by hospital personnel, thereby increasing 

their sense of lon ~liness and isolation . Physicians and 

nurses may avoid conversation or otherwise distract a pat-

ient when he begins to discuss death. When the patient 

feels ch&t hosp i tal personnel are uncomfortable in allowing 

him to discuss the taboo topic, he will gradually erect his 
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own communication barrier. It is the conspiracy of silence 

that is most destructive since it leads to separate the dy­

ing from the living and offers the patient no opportunity to 

verbalize his feelings and thoughts, or allow his positive 

feelings for others to emerge."17 

For all the denial in which society engages, the 

subject of death still holds a morbid fascination for many. 

How else can one account for society's consuming interest in 

accidental death, which is screamed from the newspapers and 

televisions in endless streams of auto accidents, accidental 

drownings, electrocutions and homicides? Perhaps it is a 

way to avoid the reality ~hat 95% of the population will die 

of natural causes. "Thus we deny that death i s in us all; 

we comfort ourselves by remaining within the child's 

universe of causality; we pretend that onl y one type of 

death is inevitable tather than confronting the fact that we 

all die." 18 

Through a combination of fa c tors , including the 

disintegration of the famil y unit as it is presentl y c on­

structed, increased mobility, advan c es in technology and a 

triv i alizaton of death experien c e through the media, Ameri ­

cans have become alienated from death, inordinately reticent 

to broach the subje t on either the persona l or societal 

levels. The "right to life'' i s v ociferously de fe nded, but 

for most Americans through the 1970's the right to die with 

dignity rema ined a low p r iorit y . 

The pioneering work of a number of individuals, best 
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known of whom is Dr . Elizabeth Kubler-Ros s , went far in 

preparing the societal ground to accept the hospice concept . 

These individuals approached the phenomenon of death empir-

ically ; the y questioned attitudes, interviewed the dying to 

dete r mine just what were their needs , fears and desires. 

Works such as Kubler-Ross's On Death and Dying and Becker's 

The Denial .Qf Death gained wide audiences and engendered 

even more research and discussion in the area wh ich came to 

be called thanatology (from the Greek god of death , 

Thanatos), which means "the study of death ." 

What emerged most clearly from this body of work was 

the perception that the dying need to be treated as persons, 

not as diseases or societal par iahs . Moreover, the invest-

igati ons of these researchers led to useful categorizations 

of the stages in the dying process and the reactions to 

those stages from the vantage points of both the dying in-

dividual and those close to that person. 

For example, researcher Thomas Leich set forth six 

"fears" which he believes the dying encounter: 

1. 

2 . 

3. 

4. 

5 . 

6. 

Fear of the process of dying: t~is includes 
fear of pain, anxiety, altered body image . 

Loss of con trol: implying an increased 
dependency on others. 

Loss o f one's loved ones: conce rn over what 
will hoppen to them. 

Fea r reflected in those who care for the dyi ng; 
~ he non-verbally communicated fear. 

Iso l ation : the "a l oneness" of dying. 

Fear of the unknown: here faith systems are 
called into question. 1 ~ 

• 
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Another researcher lists the following reactions, on 

both the individual and institutional levels, to the process 

of dying: 

Individual: 1 . Fear of pain, isolation, surgery, loss 
of job 

2 . Anger 
3 . Loss of self-esteem 
4 . Guilt • • ~ viewing the disease as 

punishment 
5. Loss of pleasure 

Institutional : Care of the dying patient usually induces 
so much anxiety in health personnel that in 
many hospitals emphasis is placed on the 
routine technical aspect of physical care 
rather than on the development of close ~8-
terpersonal relationships with pat1ents. 

The work of thanatologists, physicians , social work -

ers, psychologists, clergy ~ ~. went far in demonstrating 

that methods of care for the dying existed , or could be 

developed , which were mo r e ap propriate to the needs of the 

dying than what was routinely offered in hospital settings. 

A growing awareness that death need not be a painful, 

terror-inducing experience helped establish a climate 

favorable to the hospice concept . 



CHAPTER IV 

JEWISH ATTITUDES TOWARDS DEATH AND DYING 

An appreciation of the hospice concept from a Jewish 

perspective presupposes a clear understanding of attitudes 

towards illness, death and mourning as expressed in Jewish 

law and tradition. This section will afford an overview of 

these attitudes which will then allow for an examina~ion of 

the degree to which Jewish beliefs and hospice approaches 

are compat ible . 

There is cons ide rabl e discussion in the literature 

of Jewish tradition over the origi ns of pain and suffering, 

but regardless of whether or not pain is considered to be 

divine punishment , it is clearly viewed as a c urse. The no­

tion that physical pain and suffer ing represent some virtue 

is virtually absent from the tradition. 1 In fact, the Jew 

is enjoined to do everything possible to eliminate pain even 

if this nec~ssitates violation of halacha. For example, the 

Shul chan Aruch man ~1 tes tha t one is allowed to refrain from 

eating and even from lighting candles on Shabba~ if either 

action would cause discomfort to the sick person. 2 

Even the c riminal walking to his execution was spared 

61 
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unnecessary suffering in accordance with the scriptural 

dictate : "Thou shalt love thy neighbor as thyself." Hence 

the Talmud states that the condemned criminal be drugged in-

to insensibility before the execution so that his feelings 

might be spared. 3 

Moreover, the tradition views pain as a degradation 

o : the human spirit. As Reimer points out in his volume 

Jewish Reflections .2..!!. Death , " • Job found pain to be 

not the instrument for recapturing his faith but what almost 

cost him his faith and with it all that made life worth 

living . " 4 

With respect to Jewish attitudes toward the process 

of dying and death itself, it will be instructive to trace 

the evolution of those attitudes from the biblical period to 

the present.* 

The word death, in biblical usage , carries three 

connotations: 

1) As a metaphor for things which detract from life , from 
the full potential God intended for all . These include 
illness , persecution, despair and non-participation in 
the life of the covenan t community. 

2) As a symbol of the "power" which stands in opposition to 
the created order of the universe (i . e. Deut. 30:15, 19 
"life and good, death and evil ••• "). 

3) As biological cessation, us~ally the end of an individ ­
ual's historical existence. 

Unlike other Oriental rel igions , wherein preo~cupa-

tion with death was a central religious concern , t he Bible 

* The word "b iblica l" here connotes the Jewish canon 
exclusively. 



63 

rarely deals with death as a problem: 

There is no rebellion against death, no bitterness over 
its sting , no preoccupation with the afterlife. In 
st riking contrast to its two great neighboring civili­
zations, Egypt with its intense preoccupation with the 
afterlife, and Babylonia with the Epic of Gilgamesh who 
wanders in search of immortal life, the story of the de­
scent of Ishtar, and the legend of Nergal and Eresh­
kigal, the Bible is ret icent in speaking about these is­
sues. The Hebrew Bible calls for concern fo1 tge prob­
lem of living rather than the problem of dying. 

The biblical canon reflects a range of attitudes to-

wards death. It does not stress the idea that human life is 

so intrinsically sac red that it must be preserved at all 

costs. However the power of granting and sustaining life is 

seen as belonging solely to God and as being impa rted 

through the act of creation. The taking of life . the r efore, 

is understood as an act against God . 7 Ultimately the Bible 

is ambiguous on issues related to death ~ ~· 

What does the Bible reveal about the ways in which 

ancient Israelites coped with death? First and foreraost as 

a coping mechanism available to them w3s the notion that 

God , the one God, establishes the limits of life. One need 

not, therefore, fea r other deities. Individuals could pray 

for death, even premature death, secure in their faith that 

Yahweh was the lord of life and death . 8 

"And [Elijah) asked that he might die, saying, 'It 
is enough, new , 0 Lord, take away my life .' " 

(1 Kings 19:4) 

Death was not irrational, not an intruding enemy; 

ra ther it was part of an ordered, controlled harmonious ere-

ation . Biological li fe and death were not ~een as separate 
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phenomena but as two parts of life bound together as part of 

divine will. To accept one was to accept the other.9 

Biblical persons, the text ual evidence seems to sug-

gest, were better able to see t hemselves within the larger 

scheme of c reation than their modern counterparts. They 

openly acknowledged the implicit chasm which existed between 

themselves and God; t hey saw death, therefore, as natural 

and acceptable with an ease that most modern persons 

cannot. 10 

A second coping mechanism was the belief that the 

welfare of the group predominated over that of the individ-

ual. God's covenant and promise to the people Israel dimin-

ished the sting of death. Hoses, for example, expressed no 

resentment about death as such ••• his remorse springs 

from the knowledge that he will not see the promised land. 

(Deut. 34:1-8, 3:23-28, Nu . 20 : 1-13) 

A third coping mechanism wa s the belief that the 

conti nuity of the people insures t !.e continuity of the mem-

orr of the deceaswd, whose "name " would not perish with the 

body. 

Communal expressions affirming God's sovereignty 

over biological death, as we l l as God's presence, were a 

fourth means of co oing with death. 

One finds in the Bible opinions as to what constit -

utes both " Lood" and "bad" death. "Bad" death might i nclude 

the follnwing elements: 

1. Premature death (i .e. the deach of Absalom , I I 
Sam. 18:32-33) 
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2. Violent death, particularly if bloodshed was 
involved . 

3 . Death leaving no heir . In spite of canonic in­
junctions against ancestor wor ship and the im­
position of the concept of the impurity of 
corpses, heirs , especially males, IYre still 
quite important in ancient Israel . 

What, then , constituted " good" death? It was that 

death which God promised to Abraham in Genesis 15:15 , to die 

"in a good old age ." The not ion is repeated in Job 5:26 

"You shall come to your grave in a ripe ol~ age, as a shock 

of grain comes to the threshing floor in its season . " 

Generally in the Bible, death at an advanced age 

does not give rise to questions of theodicy. "We must all 

die; we are like water spilt on the ground, which cannot be 

gathered up again." (II Samuel 14 : 14) 

Death is sometimes a form of release in the Bible: 

Why did 1 not die at birth, come fo rth from the womb and 
expire? • For then I should have lain down and been 
quiet; I should have slept; then I would have been at 
rest •••• " 

(Job 3:11-13) 

Sometimes death is presented as an incentive to inquiry and 

spiritual growth: " So teach us to number our days that we 

may gain a heart of wisdom." (Psalm 90:12) 

Moving from Biblical literature to the next major 

stage in Jewish tradition on~ finds that Rabbinic literature 

offers a rich vein to mine for developing Jewish i nsights 

into death a nc its attendant concerns . Of great interest to 

the shep~ r~ of the genre of literature was the question of 

the origin of death. 

- -

1! 

-----··--
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The basic pe r spective of rabbinic literature is 

that morta l ity is part and parcel of the Creator 's design 

for humans. For example , R. Meir is quoted in Genesis Rab­

bah 9:5 as saying that the words i n Genesis 1:31, :Wc.N t't G ''\.l~ I 

( " .•• behold, it was very good") should be interpreted 

to read -All'/ ~IG \.)~, ( " • • • behold , death is good " ) . 

The Tanhuma suggests that the Angel of Death was 

c reated on the first day of Creation , as an integral part of 

God's plan. Hence it is not the nature of man, exc l usively , 

to die , but of all life . 12 The absence of the pronouncement 

"it was good " during the second day of Creation led some 

midrashists* to suggest that the underworld fo r the ~ead was 

created at that point ••• further evidence fo r the cen­

trality of death in God's cosmic scheme. 13 

There are other accountings in rabbinic literature 

for the origins of death. Some trace it t o Adam anrl Eve's 

sin in the Garden of Eden . This death-as -punishment explan ­

ation (i.e . Shabbat SSa "There is no death without sin ." ) 

holds a minority status wi t hin rabbinic literature. Others 

maintain that death predated Adam and Eve. One finds also 

the belief that mortality was made part of the human expe r­

ienc e so as to instill the fear of God. 

Other sages vi e wed ~ eath as originating not in pun­

ishment but in the attempt to st i r God ' s creatio~ to serve 

God . Still others maintain that death was decreed to 

* sc r iptural exegetes 
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impress upon huma ns that they cannot be God. 14 .. 
Once the ordained presence of death became an estab-

lished fact in rabbinic literature, the s ages turned their 

attent i on to causality ••• what, specifically , brings on a 

person 's death? A number of possibilities are suggested 

1 . Theological cause : death is linked with sin and 
therefore the wic ked die sooner , the righteous 
have extended lives . (This must have been a 
mino r ity view in light of the martyrdom of so 
many r!ghteous Jewish lives throughout Jewish 
history . ) 

2 . " An evil (grudging) eye, the evil impulse, and 
hatred of one's fellow creatures " are cited as 
conditions which cause people to give up their 
l~vef5whe n te r minally ill and act ually want to 
die . 

3 . Alienation from the community , owing to person­
ality problems , leads to l oneliness and a 
hastened death . 

4. Intrinsically dangerous situations (i.e .
1
goor 

housing, adverse travelling conditions). 

Death is characterized in rabbinic literature, JUSt 

like in the Bible , as inevitable , ubiquitous and democratic. 

Even Moses had to die and whe n the angels pleaded his case 

for an exemption God responded that the decree of death 

falls on "all men equally . "1 7 

Death is a signific~nt passage for it marks the 

cessation of all "human" activity c· . e . spiritual and moral 

growth) . This view is reflected in the question attributed 

to Rabbi Hillel : 

If I am unwo r thy Juriug 1 ~y l i fetime, who will make me 
worthy after my death? " 

These writings st r ess , moreover, that death is un-
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foreseeable and unknowable . According to Kohelet h Rabbah 

(11:5, sec. 1) the day of one's death is one of seven things 

concealed from a person. The rabbis believed that knowledge 

of one ' s lifespan would hinder productive existence , encour­

aging a selfish and cynical attitude toward the future. 19 

[Thus) the reality of death and the fear of it, lead man 
to act in positive ways, in futu re-oriented, life­
enhancing ways--rather than succumbing to the cynicism 
of a Bar Kappara [who wrote above the doorway to a 
w~dding feast to which he wa s inadvertently not invited : 
'After all your 26joicing is death, so wha t is the use 
of rejoicing? ' ) '' 

I n the rabbin ic mind the greatest problem which 

death poses is that it brings to an end the sacred relation -

ship between God and human beings which, in life, is sacral-

ized through mitzvot . Death forecloses that intimate relat-

ionship , taking from the individual the nishmat chayyim, the 

breath of life, which is the distinguishing cha racteristic 

of the human being. 21 

Rabbinic literature affords rich insights into the 

nature of the individual's encounter with death . The cir-

cumstances of a person's demise, the where, when and how of 

it, were all indicative of the quality of tl,at death. The 

Talmud suggests, for example, that there were 903 kinds of 

death created . The worst of them was death by choking and 

the best of them "b" a kiss of God" which was likened to the 

gentle action of removing a hair from a saucer nf milk. 22 

A pe1son's age and mental state were also considered 

by the taLbis to be indicative of the quality of that per-

son's death. The aggadists noted the varied reactions of 
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those wh o faced death: 

-Absalom preferred to hang by his hair rather than 
face ~~ath and retribution which were sp read at his 
feet. 

-Some sages refused to di2
4
until they had been shown 

their place in paradise. 

-Others were filled with fear and wept25 while 
others g reeted death with resignation. 

- The death of the righteous is met with an 'all is 
not lost' attitude because no righteous m~g dies 
until another is ready to take his place. 

There are constant references in the literature to 

the helplessness of the individual at birtn and at death 

since the rabbis viewed dependence and helplessness as 

characterizing both terminals of life . 

Interestingly, the rabbis speculated that death con-

fers upon t he individual two things never to be gained in 

life: the privilege of seeing the Shechi na, the Divine 

Image, and having it "pass ov~r", 27 and the knowledge of 

one's eternal reward. 28 

Both the time and the place of death were of signif-

icance to the rabbis. They deemed Shabbat an appropriate 

time to die for the day of rest symbolized the ete rnal rest 

of the soul . The end of the Day of Atonement was also an 

auspic ious time to die since all sins are forgiven then and 

a person's soul would, thera fore, find itself in paradise. 29 

That the place of death is equally impor ta nt is ill-

ustrated in the Talmudic account of the death of R. Sheshet . 

The Ang ~l of Death encountered R. Sheshet in the marketplace 

and required of him his life . R. Sheshe t adamantly refused 
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to comply and demanded of the Angel of Death that he accom­

pany him home and there take a wa y his sou1 . 30 

There is in this story an implicit acknowledgement 

of the inevitability of death ; R. Sheshet protests not the 

decree of death but rather the degradation of dying in the 

marketplace, like a beast . He reacts not with fear o r de­

n ial but with the demand that death respect his humanity and 

grant him the autonomy of choosing where and how he wil l 

die . His aggresiveness r eflects the impor tance the rabbis 

attached to a dignified end to life . 

Even t he right to die is given consideration in rab­

binic literature. In Yalkut Shimone , Mishle, 8, it is re­

corded t hat a woman came to R. Jose b. Halafta and told him 

that her life wa s no longer worth living and that she wished 

to die . He responded by counselling her to give up going to 

the synagogue--that activity which was precisely the most 

life- giving activity for her . Three days later she died. 31 

This story implies an understanding 0.1 the part of the r ab ­

bis that the re e xists a need for dying to be "a llowed'' to -

let go of life, in spite of the a ngui sh this ~ay ca use their 

survivors. 

Halachic Considerations 

Rabbinic writings present the reader with a variety 

of understan di ngs of the nature o f death, reflecting the 

dive rsity o f t ) e minds wh ich shaped them. It is in halacha, 

however, pa r ticularly as codifiPd in the Shulchan Aruch and 

refined in various responsa through the centuries, that the 



71 

plethora of attitudes is reduced t o guidelines and 

expectations. 

It is imperative that one understand the sometimes 

confusing perspective of halachic Judaism before one c&n 

draw reasonable conclusions concerning the compatibility of 

hospice with Judaism . The following sec tion will attempt to 

acquaint the reader with basic halachic pronouncements in­

volving death a nd dying. 

The first halachic concern relevant to care of the 

dying is the fundamental question of whether or not to tell 

the dying person the truth about his or her condition. J . 

David Bleich, an Orthodox rab bi and contemporary expositor 

of halacha, has much to say on this issue . Bleich maintains 

that while all are enjoined to tell the truth ("Distance 

yourself from a matter of falsehood "--Exodus 23:7), no one 

advocates a truthful answer to every question. A lie is 

warranted, Bleich asserts, if it is the price of saving a 

life . The Talmud teaches that ' 'while " lies are justified if 

they serve to promote tranq uil relationships, obviate pain, 

embarrassment or even mild psychic distress. 32 

The paramount obligation of the physician, says 

Blei c h, is ro do no harm to the patient and to avoid all 

things which have 2 tendency to discourage or depress the 

spirits of the patient . The underly i ng motivatio n behind 

this exerc i s L of caution is the assertion in Jewish tradit­

ion tha~ ~!:..!.moment of life is precious and sacred 

therefore care must be taken not to foresh~rten it. So one 
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finds, for example, in the gemara to Moed Katan 26b, that a 

patient is not to be told of a relat ive 's demise lest it 

hasten the patient's own death. 

The prooftext most often cited to justify this pol-

icy of less-than-full disclosure, is the passage in II Kings 

8:7-10 wherein Elisha informs the Syrian king, Ben Haddad, 

that the king will recover from his illness , although God 

has made it known otherwise to Elisha. "Following this pre-

cedent, the rabbis insisted on maintaining the patient's 

hopefulness not merely by withholding information of his im-

minent death, but by positive means to encourage confidence 

in his recovery."33 

Halachically, the consideration is one of tiruf ba-

da'at, i.e. acute mental anguish, which might cause or hast-

en death • • • a phenomenon which Bleich asserts has been 

empirically demonstrated. This approach of non-disclosure, 

or partial disclosure, contrasts markedly with church policy 

which encourages frankness in such mat•ers so as to allow 

the dying person to do spiritual work before death. 34 

The difficulty involved in informing loved ones of 

the terminal nature of their illness is not explicitly ad-

dressed in halacha but it is given voice in various midrash-

im which suggest that even God has difficulty info rming 

righteous ind i viduals of their impending dea th s. Midrash 

Tebillim 116:6 P.Xplains that the problem is so great that 

all of God's ~ighteous ones asked with their own mouths to 

die, thereby sparing God that sorry task . 

• 

I 

I 
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Even more poignant is the midrashic acco unt of God 

asking Moses to inform his brother that Aaron will soon die. 

Moses resists God's importuning but ultimately relents and 

agrees to convey the news to Aaron. At the last moment, 

Aaron himself pe r ceives his situation, sparing Moses the 

need to reveal the blunt truth.3J 

It is evident that halacha, explicitly and implicit­

ly , discourages truth-telling with respect to the dy~ng 

person, viewing a policy of non-disclosure as being in the 

best interests of the patient's health. Moreover, it under­

scores the deeply held belief that no one can fathom God ' s 

intentions, much less deny the possibi~ity of miraculous re­

covery even in the face of the most devastating prognosis. 

Some maintain that the approach of hospice, that of 

avoidi ng heroic measures and recussitative attempts for dy­

ing patients, is tantamount to euthanasia. It is important, 

therefore, to explore halachic conceptions of euthanasia. 

The halachic a pp roach to th~ dying person takes is­

sue with the current notion that "human beings control life 

and death in general and their own lives in particular . 1136 

It is a basic tenet of Western civilization that the termin ­

at i on of life, outside of war, is murder ••• and generally 

no distinction is dra v n between active and passive terminat-

ion of lif P . The withdrawal of the support of life is con-

sidered i n the same category as the killing of life. 37 

Ha lac ha adheres to this basic position. 

The case against active euthanasi? is forcPfully 



I 
11 

L_ 

74 

stated i n halacha. One cannot, in any way , hasten death • 

• even for one who suffers and has no hope of cure . It is 

forbidde n, for instance , to stop drugs or oxygen or to avoid 

administering treatme nt--even if these procedures prolong 

suffering . "[Thus] even if death is near and absol u tely 

certain, the lif e of the patient is still o f infinite and 

inestimable value, and shortening it in any wa y is no dif­

ferent from killing an absolutely healthy individual. " 38 

Every attempt must be made to recussitate a patient 

and it must be contin ued as long as hope of success obtains. 

However, if the patient is merely being kept in an artficial 

state of life such that cessation of treatment does not 

bring about spontaneous breathing or heartbeat in a reason­

able time , resuscitation should not continue. 39 

The fear of unnaturally foreshorten i ng a person's 

life obtains to such a degree that there are halachic i n-

junctions against moving a dy ing person, lest the movement 

bring on death . Rabbi Meir made the analogy between the d y-

ing person and a flicke r i ng lamp which ma y be ext i nguished 

with the slightest movement. 40 

The relevant portion in t he Shulcan Aruch is found 

in Yoreh Dea~ 339: 

1. One who is dv ing is considered a living being in all 
respects . We m&y not :ie up h is jaws , nor remove the 
pillow from under him , nor place him on sand. nor summon 
the town on h is behalf, nor close his eyes before h is 
soul depa1ts. And whoever closes his eyes before death 
is regarded as a murderer. One may not rend garments 
nor make lamentation for him nor bring a coffin into the 
house for him before he d i es. 

Gloss: Some say we may not dig a grave for him be­
fore he dies e ven though this is not done in his 

. 
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presence and he would not be aware of it . It is 
likewise forbidden to hasten the death of a dying 
man--e.g. if one has been moribund for a long time 
and continues to linger on, we may not remove the 
pillo.w or matress from under him or do anything 
overt to hasten his death. However, if there is 
anything external that prevents his release from his 
death pangs, such as a clattering noise near the 
patient's house, or if there is salt on his tongue, 
and these hinder the departure of the soul, it is 
permitted to remove them, for this is no direct act 
but only removal of a hindrance. 

The dominant halachic view is that life without suf-

fering is, in many cases, preferable to eliminating suffe r-

ing by hastening death . Active euthanasia, therefore, can-

not be condoned . Jose ph Caro's gloss to Yoreh Deah 336:1 

reads, "The Torah has granted the physician permission to 

heal, and, it is a religious duty. If he witholds treatment 

he is 'as one who sheds blood'" · R. Eliezer Waldenberg 

states that everything possible must be done to save the 

patient's life, "even if the pat ient himself cries , 'let me 

be and do not give me any aid because for me death is 

preferable. '"41 

Regardless of the f act that the mo~ivations of one 

who terminates a life may spring from compassion and love, 

the Torah brands euthanasia as murder, pure and simple42 • In 

the view of halacha, one's human perception and conclusion 

that continued existence is meaning less in the face of great 

suffering simply cannot be set a gainst God's eternal law of 

life and death. 

Fortunately , rabbinic literature has preserved its 

minority opinions, allowing for varied halachic interpretat-

ions. In the Talm ud one finds the account of t he death of 
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Judah ha-Nasi . 43 As Judah lay dying his disciples occu pied 

themselves in fervent prayer for his recovery and in ~o 

doing , prevented the dying man's soul from departing . 

Judah ' s maidservant, witnessing the torment of her master , 

climbed to the roof and hurled to the courtyard below an 

earthen vessel. The noise of the shatte r ing vessel disrupt -

ed the praye r s of the assembled disciples and in that mo-

mentary space, when t heir prayers ceased for an instant , 

Judah ha-Nasi's sou l left him . 

Rabbenu Nissim of Gerondi referred to this tale in 

his comments on Neddarim 40a and stated that it is permiss-

ible , and even pr aisewor thy , to pray for the death of some-

one who is gr avely ill and in extreme pain . He chides those 

who are r emiss in fulfilling their obligation to visit the 

sick , saying of such an individual, " • • • not only does he 

not aid [the patient) in living but even when [the patient) 

would [derive) benefit from death, ev~n that small benefit 

[i.e. pr ayer for the patient ' s demise) he does not bestow 

h . 11 44 upon im. 

R. Chaim Palaggi accepts the view of R. Nissim but 

adds a caveat: o nly totally disinterested parties may take 

even as innocuous a step as pr~yer to bring about a prema -

ture end to life, s nee emocional involvement and subjective 

interest will influence those close to the patieat . 45 

It is a forceful minority opinion favoring the right 

of the dying person to be allowed to die, and even assisted 

in doing so with prayer , but as Bleich points out, prayer is 
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one thing and action quite another. The ultimate decision , 

from the halachic perspective , must remain God ' s. 

Nonetheless, the question of passive euthanasia, the 

removal of impediments to death , remains at the hea r t of a 

very " gray" area in halacha. R. Judah b. Samuel , the Pious 

states ," •• • if l person is dying and someone near his 

house is chopping wood so that the soul ca nnot depart, then 

one should remove the [wood] chopper fro~ there •••• " 46 

Some proponents of the right-t o-die suggest that the c oncept 

of removal of impediments to death sanctions the cessation 

of intravenous feedings or the removal of oxygen tubes for 

the comatose , terminally ill patient, viewing the prese nce 

of those devices as impediments to the soul'~ departure . 

The difficulty inherent in understanding the halach-

ic approach to the issue of the dying person is further com-
. 

pounded by the halachic concept of the goses, or moribund 

person . The term originates i n a discussion over Yoreh Deah 

339:2 which deals with the question of when relatives who 

live a ~reat distance from the dying person may begin mourn -

ing if they will not arrive before the time ot death . The 

rabbis decreed that mourning begir.s 72 hours after the 

patient has been declared ~ goses, the clear assumption be-

ing that the patient •ill no t s urv ive longer than 72 hours. 

Halachically, a person is labelled a gose~ when 

death is tho ught to be immi nent. Rabbinic sources say the 

patient then br i ngs up a secretion in the throat due to the 

narrowing of the chest. 47 Even in the state of g'sisut the 
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person is still treated as a living person in all respects 

and one is forbidden to do anything which might hasten 

death. 48 

Bleich points out that when a person is declared a 

gases this is the one and only time when treatment may be 

withheld in order to allow for an unimpeded death . While 

the death of a gases may not be hastened, there is no longer 

an obligation to prolong the life of the patient in this 

state. As Bleich phrases it, "When a patient is , as it 

were , actually in the clutches of the angel of death and the 

death process has actually begun, there is no obligat ion to 

heal."4 9 

While the presence of the secretion in the throat, 

alluded to above, is a necessary condi t ion of g'sisut, it is 

not an exhaustive criterion . The onset of death is the nee-

essary condition of g'sisut . However, and herein lie i~pli-

cations with respect to hospice care, the halachic provis-

io ns governing the care of a g oses may not be applied to all 

who are termi nall y ill.so 

If a person may be assumed to survive 72 hours, he 

or she is by definition not a g ases . The halacha assumes 

axiomatically that the death process cannot last longer than 

72 h o urs si nce Yoreh De .h 339:2 enjoins one to begin mourn-

ing a goses after that amount of time has elapsed . Bleich 

s tates the bottom l i ne: if it is medically feasible to pro-

long life, the person is not a gases and therefore the ob­

ligat ion remains to preserve life as long as possible . S I 
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Paradoxically, the concept of g'sisut recoinizes 

that there comes a time when treatment and extraordinary 

measu r es are inappropriate and a person should be allowed to 

die •• . values which are ve r y much in keeping with the 

hospice philosophy. Yet halachically, this period of grace 

is limited to 72 hours and one can never, with absolute 

certa inty, state that a patient will not survive those three 

days . 

Fred Rosner, in his book Jewish Bioethics, offers a 

concis P summar y of the Jewish attitude toward euthanasia: 

The sum total of [this] discussion of the Jewish atti­
tude towards euthanasia seems to indicate, as expressed 
by Jakobovits that ' • . . any form of active euthanasia 
is strictly prohibited and condemned as plain murder •. 
• anyone wh o kills a dying person is liable to the death 
penalty as a common murderer. At the same time, Jewish 
law sanctions the withdrawal of any factor--whether ex­
traneous to the patient himself or not--which may art­
ificially delay his demise in the final phase.' Jakob­
ovits is quick to point out, however, that all the Jew­
ish sou r ces refer to an individual in whom death is ex­
pected to be immi nen t, three days or less in rabbinic 
r eferences. Thus, passive euthana3ia in a patient who 
may yet l!~e for weeks or months ~ay not necessarily be 
condoned. 

What does Jewish tradition teach about how to pre-

pare for death? Significantly, the re are relatively few 

halachot which are concerned directly with preparation for 

death ... reflecting, perhaps , Judaism ' s "this worldly" 

nature. The traditi n, where it does express itself on this 

issue, urges caut ~on that such preparations not a~gravate 

the patien t's co ndition or compromise the will to live . 

Ordering one's temporal affairs is as important as one ' s 

reconciliation with God. This reconciliation is formalized 
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in the deathbed confession, the vidui. 53 The vidui is .. 
explicated in the Shulchan Aruch, Yo reh Deah 338 : 

When death draws near he is advised to confess . 
reassure him: "Man y have confessed and then not 
just as many have not confessed and then died." 

And we 
died 
If he 

is unable to confess aloud let him confess in his 
heart. If he does not know what to say we instruct him 
to say: "May death be an expiation for all my sins ." 
This is not done in the presence of women and c hildren 
lest they cry a nd break h is heart . 

The deathbed confession must be viewed as a cerewony 

of passage, bear ing in mind that con fessions a re also recit-

ed on Yom Kippur and on the wedding day by bo t h bride and 

groom. As such, the vidui marks the end of one cycle and 

54 the beginning of another. 

Jewish t rad ition calls upon the dying perso n to set-

tle all wordly affairs and confess before God . There is yet 

another tradition, which is not mandated by halacha, but 

which ha s a long history behind it--that of the ethical 

will . 

Ideally, the ethical will, whic n serves as a spirit-

ual l egacy for one's heirs , is composed well in advance of 

death. When this has not happened the dying person may be 

encouraged to give t hought to those values and principles he 

or she may wis~ to pass on to survivors. Sometimes this 

will take place near the time ~f death, as expressed in this 

account of the death of a Rassidic master: 

Wh en the hour came for Rabbi Elimelekh to depart from 
the world , he placed his hands upon the fo re heads of h is 
four d ~sciples and gave each of them a portion of his 
soul. To the Seer of Lublin, he gave the light of his 
eyes. To the Maggid of Koshnitz, he gave his heart . To 
Rabbi Mendel of Prustik ,he gave his mind. To the Rabbi 
of Apt, he gave the power of his tongue . He died on the 
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twenty-first of Adar, 1786. 55 

Having defined the dying person and counselled prep-

aration for death, the halacha then turns its attention to 

establishing the criteria and time of death. This is today 

an area greatly complicated by advances in technology which 

allow for physiolo~ic states of existence which were unimag-

inable to the shapers of the halacha • • • i . e . comas in 

which life is maintained with heart/lung machines. As 

Bleich points out , "Whether a human organism in any physiol-

ogical state is to be treated as a living person or a corpse 

is an ethical, religious question and not a medical one. 

Accordingly , advances in medical science and technology have 

no effect upon Jewish teaching with regard to the establish­

ment of the Ume of death. 1156 

Jewish tradition long held that death may be assumed 

to coincide with the spontaneous cessation of breathing. 57* 
Rashi , in the gemara to this passage, s ~ ys, " At times life 

is not evident at the heart but is evident at the nose. 1158 

Re nee Jewish law insists on examination of the nostrils, 

traditionally with a feather or mirror, for signs of respi-

ration. However, if respiration ceases and the heart still 

fun~tions, the person is alive. Thus later authorities 

ruled that the patien may not be declared dead unless, in 

addition to t~e total absence of respiration, the patient 

* The close connection between respiration and life is trac­
ed to specific Biblical passages , notably Gen. 7:22 and Gen . 
2:6. 
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also "l ies as an inanimate stone and there is no pulse 

whatsoever. 11 59 

Rosner complicates the definition of death somewhat 

by suggesting that death is a process which begins when 

spontaneous respiration ceases . When other functions con-

tinue , however, s uch as electrical activity in the brain, 

the person is no longer completely alive nor completely 

dead: death has begun ~ut the death process is not complete 

until both the heart and the brain comp letely cease func­

tioning . A person in this state is not fully alive and not 

fully dead and someone who hastens the death of such a 

person is guilty of murder in the eyes of halacha. 60 

Bleich asserts that only irreversible cessation of 

respiratory and cardiac activity constitutes death; and 

"brain" death, the cessation of electrical activity in the 

brain , is not a halachically acceptable criterion of 

death.6l This assertion clearly demands that recussitative 

efforts be attempted when heart and respiratory activities 

cease in the non -goses pat ient ••• a policy greatly at 

odds with hospice philosophy and practice . 

Once death has been ascertained, care of the body is 

governed by paramount conc ern that respect be given to what 

was, just moments b1 fore, a living being . The corpse is 

likened in ~he tradition to a damaged Torah scro~l . which 

may no longer be used for ritual purposes but which js still 

reveren~ed for the holiness inherent to it. 

The tradition has created guidelines for behavior 
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? nee death has occurred: 

l. During the final minutes of life no one in th~ 
presence of the deceased may leave, except for 
t hose who are physically ill or unable to con­
trol their emotions. It is a matter of respect 
to watch over the passage from this world to the 
next . 

2. After death is ascertained, the eyes and mouth 
of the deceased are closed and a sheet drawn 
over the face. 

3 . Depending on local custom , rending of clothes 
a nd recitation of the blessing "The True Judge " 
may or may not be o bserved. 

4. The deceased should be placed with feet facing 
the doo r way but otherwise the corpse should not 
be moved . 

S. A lit candle is placed near the head of the 
deceased. 

6 . Some traditions have relatives and mourners ask 
forgiveness of the deceased at this time . 

7 . Mirrors in t he house are covered. 

8. Psalms 23 and 91 are recited. 

9 . No eating, drink ing , smoking or disrespectful 
behavio r is to take place in the room with the 
deceased. No disparaging remarks about the de­
c eased a r e to be spoken . 

10 . From the moment of death until burial, t he de­
ceased is not to be left alone. 

11. Tradition calls for taharah , ritual cleansing of 
the body before burial . 

12. All services rendered the bod6
2
are to be per­

formed, if possible, by Jews . 

Even beyond t he moment of death, J~wish tradition is 

explicit in its guidance. While issues such as autopsy and 

burial do not impact direc tly on hospice care, they are 

nonetheless integral parts of the death and mourning pro-

cess. An examina ti on of the Jewish approac h to t hese areas 
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will shed more light on the issue of compatibility of Jewish 

tradition and the hospice concept. 

The fundamental objection to autopsy i n Jewish law 

rests upon the conce pt of the inviolabi lit y of the body 

based o n Deuteronomy 21:22-23 whi ch states that a criminal 

put to death shall not hang all night on a tree (a biblical 

sign of contempt) but should be buried. 

Halach ic authorities are nearly unanimous in prohib ­

iting the performance of an autopsy on a Jew for the purpose 

of studying medicine . The reasons given include: desecrat­

ion of the dead, the prohibition against deriving any bene­

fit from the dead , the prohibition against delaying burial 

and of not burying the body or parts thereof. 

Autopsy is permitted where it may clearly help save 

the lives of other known patients or in the case of a fatal 

familial illness where other family members may be helped . 

All parts removed from the bod y during the course of the 

autopsy must be buried together with the body itselt. 63 

Dissection or organ transplants are permissible only 

in the case of choleh lifaneinu, literally "a sic k o ne 

before us" i . e. a clear and present danger. Hence 

Jewish law does not permit the storage of human organs in 

organ banks. 64 

With respect to burial, Jewish tra dition 

pr escribes in great detail the necessary steps. The c ver ­

riding concern is that of rendering the respect and honor 

due the dead. So great is the mitzvah of accompanying the 
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dead t o their final resting place that even a priest who 

suffers r itual contamination by burying the corpse of do 

unknown pauper is considered to have earned eternal reward 

for his action.65 

Even more explicit in its message is the midrash 

which relates t hat while t he Israelites gathered gold a nd 

silver from their Egyptian neighbors prior to the Exodu s, 

Moses was searching out Joseph ' s bones , in order to re-inter 

them i n the land of Israel. As his reward for so selfless a 

deed, Moses is bu ried by no ne other than God . 66 

Burial of the dead is considered by the tradition to 

be the g r eatest of mitzvot, for the one who pe r forms the 

burial expects no recompense in t his world . It is a self­

less act which symbolica ll y states that the tragedy of death 

may be overcome through suc h affirmi ng acts of kindness 

. acts which aid and comfort the bereaved and so become 

life-giving . 

Equally strong in the t r adition is the call for bur­

ials which do not exceed approp r iate costs. The Talmud 

states that prior to the example set by Rabban Gamliel, who 

left orders that he be buried in simp l e linen shrouds , those 

for whom the expense of a burial was t oo burdensome would 

simply leave the cor~se sonewhere and flee.6 7 

The final significant element which the tradition 

mandates i s that burial take place as quickly as possible , 

pr eferrably the next day, except where Shabbat or holy days 

intervene . This haste is dictated by scripture (Deut. 21: 
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2 2-23) and reinforced by the insights of modern ps ychology 

which suggests that the mourning process and full recovery 

from grief cannot begin until the dead are removed from the 

presence of the mourners* 

Beyond burial lies mourning. Jewish tradition re-

cognizes. as do· hospice psychologists. that the process of 

mourning often begins in advance of death. Consider the 

midrash which suggests that God began mourning the destruct­

ion of the Earth seven days before the Flood.68 This 

suggests the very real and very human preparations which 

those who are about to lose someone undertake • • • breaking 

bonds, saying farewells. letting go. 

Elsewhere in rabbinic literature is found the belief 

that God mourns just as people do. In fact, God even ~ n-

quires of the angels precisely how humans mourn and having 

learned, God pledges to do likewise. 69 This is a conception 

of God which sees God as a participant in the affairs of 

humans. 

God is deeply affected by Man's suffering. He mourns 
the dead just as the bereaved do, imitating man in per­
forming those acts which symbolize mourning . The image 
of the mourning God conveys to man the message that his 
life and death do not go unnoticed. God is present even 
at the momeu t of greatest sorrow . • . even at that mo­
men t when man would s ooner curse God than praise Him. 

70 God is present and takes ~ is plac ~ among the mourners. 

For the Jewish mourner, contact with death brings 

with it an awareness o f ultimates ••• t he end of life, the 

* For a fuller treatment of Jewish burial traditions the 
reader is urged to consult Lamm's The Jewish~ in Death 
and Mourning. 
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frailty of human beings, the omnipresence of God, The 

mourner must return to life, and contact with the sacred, 

only by degrees prescribed by the mourning ritua1. 71 The 

mourner moves from the realm of spiritual impurity back to 

the land of the living in a series of regulated and 

ritualized steps. 

The traditional rites the mourner undertakes--

foregoing shaving and cutting of the hair , sitting on low 

stools, rending garments--represent non-living, the subju-

gation of the preoccupation with the self which cha racter-

izes so much of life. The mourner does not work during the 

initial seven day mourning period for work is that which 

sus tains life and thereby joins the individual to the com-

munity of the living. 

Slowly the mourner reintegrates into the community 

within the framework of a mourning ritual which passes from 

seve n days to thirty to eleven months of mourning activities 

which become less restrictive with the passage of time. 

The tradition clearly views mourning as the approp-

riate response to bereavement . Bu~ it also recognizes that 

there can be such a thing as excessive mourning. The 

Shulchan Aruch states : 

One should not g.ieve too much for the dead, and whoever 
grieves excessively is really grieving for someone else. 
The Torah has set l imits for every stage of grief and we 
may not add to them: three days of weeping , se ven for 
lam~nting, and thirty for abstaining from laundere~ 2gar­ment~ end from cutting the hair .•. and no more. 

The rabbis concluded that g r ief and mourning should 

have their limits, that too much is destructive. While not 
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to mourn is impossible, the Talmud warns that too much 

mourning is also impossible because it would work a hardship 

on the community.73* 

For the person facing death and, in many instances, 

for that person ' s survivo r s , the question of l ife after 

death may hold tremendous significance. While Judaism as a 

whole has placed far greater emphasis on the na ture of this 

world and human actions the rein , and while liberal Judaism 

has downplayed or sidestepped the question of life beyond 

death, ~here are clear statements within Jewish traditio n 

attesting to an afterlife . Insofar as a presentation of 

these beliefs may provide comfort for dying Jews, it will be 

instructive to touch upon them here. 

Some biblical scholars maintain that the concept of 

the afterlife arises from the desire of the ancient covenant 

community to maintain that covenantal relationship wi c h God 

into eternity. 74 The Book of Ecclesiastes comes closest of 

all the biblical writings to presenting mortality as a 

problem to which others propose an afterlife as a solution. 

''Wisdom", so highly regarded by the author of Ecclesiastes, 

prevents only metaphoric , not biologic death. Comfort from 

the harsh reality of death is to be found only in the pres-

ent moment; "There is nothi ~g better for a man than that he 

should eat and drink and find enjoyment in his toil. " 

* This assertion is made wi th respect to mourning the 
destruction of the Temple but its ramifications for those 
mourning their dead are obviously parallel. 
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(Ecclesiastes 2:24a) 

By the time the Mishnah is codified, around the 

early third century of the Common Era, belief in the after­

life is already fundamental to Judaism. The Mishnah states, 

in Sanhedrin 10:1, that anyone who c laims that resurrection 

of the dead is wit hout biblical warrant is excluded from the 

reward of the olam ha-ba , the ''world to come." 75 Maimonides 

includes belief in corporeal resurrection as one of his 

thirteen fundamental principles of faith. 

Although many Jews in contemporary society have no 

clearly-formed or deeply-held beliefs in l i fe beyond death , 

it is probably safe to say that all speculate about th & 

possibility •.• particularly when they or their loved ones 

fa c e death. How c urious it is that this preoccupat i on with 

the status of the soul beyond death is not counterbalanced 

by a curiosity about the soul before birth. Reflec ting on 

the tendency of many to reject outrigh t the concept of an 

afterlife , Abraham Joshua Heschel wrote, "A soul does not 

grow out of nothing. Does it , then , per i sh and dissolve in 

nothing 7" 76 

In recent years, owing largely to advanc es in the 

field of medical technology whic h have allowed for the re­

c ussitation o f indiv duals wnose heart and resp i rat i on had 

stopped , there ha s been a growing body of anecd o t3l material 

describing what is now called "life after life" exper i ences . 

A number of phenomena are reported t o c haracterize these 

experiences and are corroborated by many of the indi viduals 

f 
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who were clinically "dead" and then restored to life . These 

include: 

1. Ineffability of the experience 
2. Hearing news of one's own demise 
3 . Feelings of peace and quiet 
4 . Auditory sensations, both pleasant and 

unpleasant 
5. Feelings of passing through a dark tunnel 
6 . Out-o f-body sensations 
7 . Meeting others 
8. Meeting the "Being of Light " 
9. Review of one's life 

10 . Comi ng back 
11 . Telling others of the experience 
12. Great effect on 11~,s afterwards 
13. New views of death 

In a fascinat i ng and suggestive article, David S . 

Shapiro compared these phenomena with at-death phenome na 

described in traditional Jewish literature. A few ~xamples 

will suffice to demonstrate that herein lies a valuable tool 

to communicate to t he dying Jew the notion that 1) belief in 

the afterlif.e is not incompatible with Jewish tradition ar.d 

2) that traditional Jewish beliefs are , in some mP.asure, 

validated by the evidence Moody and othe r s have amassed on 

"li fe after life ." 

Example : 

Example: 

Example: 

Moody reports auditory sensations at death, both 
pleasant and unpleasant. 

Yoma 20a states that the noise of the soul 
leaving the body reverberates throughout the 
world. 

Moody reports out-of-body sensations. 

In Shabbat 153a Rav tells R. Samuel bar Shilat 
that he ( Rav) will be standing listening to 
Samuel's eulogy. 

Berachot 19a and Shabbat 15 2b suggest that the 
dead hear conversations held in their presence. 

Moody reports a radiant light, sometimes per-
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ceivetJ as "div ine" light. 

Psalm 97:11 "Light i~ sown for the righteous . " 

The Sifra to Leviticus 1:1 states, "While man 
cannot see the glory of God during h~§ lifetime, 
he can see it at the time of death." 

This section has attempted to familiarize the reader 

with basic attitudes towards dea~h, and its attendant behav-

iors and rituals, as expressed in Jewish tradition. It is 

meant to serve as a refracting lens through which the 

hospice concept, elucidated in earlier chapters, may be 

evaluated from a Jewish perspective. 

It should already be clear to the reader that much 

of what Judaism has to say about appropriate care for the 

sick and dying is fully in accord with the motivating prin-

ciples of hospice care. There are, however, possible points 

of contention which need to be explored--in particular, the 

"gray" area of Judaism ' s view of passive euthanasia. Can 

the mandate to heal-at-all-costs, as expressed in Jewish 

tradition , ever yield to the needs of the individual when 

"healing" is no longer a possibility? Is "not acting", by 

rejecting heroic measures for a terminally ill patient , the 

same as "acting" and therefore deemed the equivalent of 

murder in Jewish tradition? 

These are the sorts of questions which the nex · 

section addresses in trying to propose a hospice concept in-

formed by Jewish values and traditions. 

The reader has seen that hospice i~ concerned with 

the quality, and not the quantity, of time left to a dying 
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person . Its philosophy is succinctly captured by Edmund 

Pellegri no: 

The act of dying must be both human and humane . To be 
human it must be understood, consciously assimilated and 
given a personal quality and shape by the dying person 
himself. To be humane, all who assist , aid and colla b­
orate in the act must provide what is necessary to make 
the last act a truly human one-- to relieve pain , listen, 
provide those things which have meaning for the dying 
person, and p~rmit him or her to make the major decis 
ions on how, when and under what conditions to die. 79 

Th is hospice philosophy of ca re which is both "human 

and humane" reflects values shared by peoples of many faiths 

and cultural orientations . It has been the author's intent 

to focus on a specific faith/culture , that of Judaism, to 

ascertain the degree to which Judaism's view of the death 

process is compatible with that of hospice. 

Basically, Jewish tradition maintains that every 

moment of life is sacred and i t therefore follows that i t is 

a violation of God's will to foreshorten it in any way. 

Judaism mandates that every possible attempt he made to heal 

the sick person, disregarding the pos3ibility that in so do-

ing one might viola te God's wishes fo r that person. But 

hospice deals with patients for whom "healing", in the norm-

ative medical sense of the word, is no longer possible. 

" Cure''. in the sense of recovery to full vi talit y , is no 

longer relevant. 

Here Judaism operates in a vag ue ly defined way. 

Some mainta i n : hat the halachic mandate is to heal , not to 

s ustain life that ca nnot be healed.BO And, as Dr. Cicely 

Saunders points out, "Healing a person does not always mean 
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curing a disease. Sometimes healing means learning to care 

for others , finding new wholeness as a family--being 

reconciled . Or it can mean easing the pain of dying or 

allowing someo ne to die when the time comes. 81 

Others approach the reluctance of Jewish tradition 

to allow a dying person to slip into death without attempt­

ing rescussitation, by rewo r king traditional halachic co n­

cepts . Rabbi Solomon Freehof , for example, redefines the 

concept of the goses, arguing that this state of moribundity 

be extended from 72 hours, to twelve months prior to 

death. 82 

Precisely because the question of what to do fo r the 

dying person elicits such varied responses in Jewish tradit­

ion, it becomes clea r that there can be no fundamental ob­

jection to hospice f rom the Jewish perspective. The most 

troublesome area, potentially , is that of Judaism ' s view of 

passive euthanasia. Even here, however, Jewish law and its 

interpreters are not of one opinion MS to which actions 

foreshorten life and which actions merely allow for unimped­

ed death. 

Contemporary Judaism in North America takes many 

forms .• . from halachic to a-halachic. Jews will ulti-

mately make t he ir ow n choices, with the guidance, hopefully , 

of the trad i tion or an interpreter of hdlacha . Those who 

lead their !i res within a halachic framework should seek 

counsel witn a rabbi before choosing hospice for themselves 

or their loved ones . Other Jews may opt f~r hospice with 



-

94 

the assurance that Jewish tradition stands firmly behind the 

respect for the totality of a human bein g which hosp ice 

represents . 

Thu s the basic question of the compatibility of Jew-

ish tradition with t he hospice concept is resolved. But 

there is more involved, however, than merely acknowledging 

t hat Judaism finds hospice acceptable. There remains the 

larger quest io n , one of great sign i f i cance to Jews , of how 

Judaism can inform hospice • • • what specifically does 

Judaism teach and affirm which might increa se the effective-

ness of hospice in general and allow fol' the possibility of 

a specifically "Je'Wish" hospice? 

There are a number of areas i n which Jewish t rad it -

ion speaks directly to issues which hospice confronts. The 

ve r y basic concept o f visiting the sick and being available 

to them is known in Judaism as bikkur cholim and it is seen 

not merely as an unp leasa nt task, but a c· 
~· 

a religious 

o bliga t ion. The imperative to visit the sick is codified in 

the Shulchan Aruch in this way: 

1. I t is a religious duty to visit th e sick . 
and close friends enter the sickroom at once, 
after three days. If the illness is serious , 
groups may enter at once . 

Relatives 
others 
both 

2 . Even a distinguished person visits a humble one. 
3. One who visits the sic k should not sit upon the bed , 
chair or s t ool, but rather in front of the patient, for 
the Divine Pres~ nce r ests above a sick person . (Gloss : 
this ap plies only to a patient who lies upon the ground. 
4. Do not v i sit the sick during thE! first tnree hours 
of the da 1 and the last three hours. In t he morning the 
pa tient is stronger and therefore the visitor will not 
prav f or his welfa re ; in the evening the patient is 
weaker and the visitor will th ink it is useless to pray. 

7. A sick person should be advised -to look over his 
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affairs. He should be assured that this is only a 
precaution and it does not mean he is about to die . 
8. One should not visit those for whom a visit will 
cause discomfort or embarrassment . If the patient is so 
ill that conversation is a strain, he should not be 
visited, but instead , one should stand in the ante­
chamber and inquire about him and offer whatever ho~se­
hold or nursing help ~3 may need, and sympathize with 
him and pray for him . 

So highly regarded is the act of bikkur cbolim that 

near-miraculous powers are attributed to its performance. 

One Talmudic passage states the belief that one who visits a 

sick person removes l/60 of the patient's illness . One 

might think , therefore, that a steady stream of sixty 

visitors would completely cure the person but the statement 

goes on to say that each visitor removes 1/60 of the ill ness 

which remained after the previous visitor ' s departure. And 

even to accomplish this much, the sages add, the visitor 

must love the patient as much as him or herself. 84 

A Hassidic tale reinforces the belief in the effica-

cy of visiting the sick and tending to their physical and 

spiritual needs: 

'Yid ' heard that his friend , the preacher of Kozen1tz 1 

lay incurably ill . The ' Yid' sent two of his disciples 
to sing fo r the preacher. They arrived ~n Friday and 
sang the Shabbat hymns. With each song, the dying man, 
who told his friends he had no desire to live, felt in 
himself a force strongly re-awakening. He exclaimed , 
' Blessed be my friend the 'Yid' - -he knew I've walked in 
all spheres of life except music and sent his singers to 
remind me I ' ve ~ till a tasA

5
in my earthly life: to ex­

plore the realm of music.' 

These ag8adic and folkloristic examples underscore 

the sisnificant place bikkur cholim occupies in the realm of 

ethical Jewish behavior. It legitimates, from the core of 

Jewish t radition, the fundamental practice inherent in hos-
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pice care • giving of oneself to the dying person . 

Judaism also teaches that there is no virtue to be 

found in suffering. In fact, one may even violate halacha 

in order to alleviate the suffering of a sick person.* 

Pain, from the perspective of Jewish tradition , represents 

not an uplifting spiritual test, but rather the degradatio n 

of the human spirit . Job, whose suffering almost destroyed 

his faith, remains a potent symbol of this viewpoint. Hence 

Jewish tradition is in full accord with the hospice approach 

to managing pain and alleviating suffering of all kinds . 

The literature on hospice conveys tbe ideals for 

which hospice strives- -death in the setting of the hom 0 , 

wi th family and loved ones nearby. It does not address suf-

ficiently, in the opinion of this writer , to the need for 

death preparation which is essential to promo te the gentle 

death which hospice espouses . This is an instance where the 

concerns of Jewish tradition may provide guidance in the 

hospice setting . Jewish tradition enumerates the steps the 

dying person should take in order to prepa~e for death . 

These include the ordering of worldl y affairs, confession 

before God , reconciliation with fdmily and friends and, if 

possible, the drafting of qn ethical will to serve as a 

spi ritual legacy for : he sur,ivors. 

Clearly , not every Jew , much less every h~spice 

patient , will be desirous of fulfilling these steps. None -

* If, for instance, the Shabbat lights will disturb o 
patient's rest, they need not be lit. (Orech Ha yyim 273:7) 
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theless they represent pieces of the death process which may 

serve to minimize the trauma of death for both the dyine 

pe r son and those whom death leaves behind. 

For the dying person struggl ing to fashion a means 

of coping with death, Jewish tradit1on o ffers numerous 

paradigms for ways to confront death. Here midrash, 

scriptural exegesis , stands out as a valuable aid to the 

dying person. For example, Elizabeth Kubler-Ross is noted 

for ber "stages" theory of the deat h process, positing that 

every p~rson moves through a series of stages as death 

approac hes , including denial , anger, bargaining, resignation 

a nd acceptance. While many question the sequence, or even 

the apRl i cability of the concept for all people, Jewish 

tradition , through midrash, substantiates Kubbler-Ross's 

basic contention. In the collection of midrash on the Book 

of Deuteronomy, one finds the account of the death of Moses. 

Commenting on this midrash Rabbi Sol Go odman ~rites: 

At dif ferent times in the dialogue wi th God Moses re­
fused to take hi s death seriously. At an'other point he 
begged for an annulment of the decree. He railed again­
st God that ic was not fair that this should be his re­
ward , and later attempted to bargain with God for extra 
life, if only as a bird or animal. When he realized 
that nothing could save him from death, he accepted his 
face . Ho~ever, he refused to allow the Angel of Death 
to take his soul . God had to do it , symbosically in­
dicating that he had not vanquished Moses. 

The sensitive rabbi or teacher will see this midrash 

as a perfect t vol to initiate counselling wi th a dying 

person wh J nigh t o therwise be too uncomfortable verbalizing 

feelings about incipien t death. It is a per f ect example of 

Jewish tradition plugging into a hospice context and thereby 
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enriching it . 

Other midrashim address othe r issues: informing the 

dying person (God uses Moses to tell Aaron, see page 73), 

the right-to-die (Judah ha-Nasi ' s maidservant, see page 75), 

the right to choose the ci r cumstances of one's death (R. 

Shes het's market~lace confrontation with the Angel of Death, 

see page 69), grief and relief (Aaron expresses rel ief that 

his sons died and were therefore spared leprosy .• • ), 87 

meaning in death (Beruriah ' s viewing her dead children as 

pledgPs redeemed by God) . 88 

Even the question of the nature of the life worth 

living is placed under midrashic scrutiny: 

The aggadists were a ware that death did not mean just 
the cessation of bodily function. They kne w that exist 
ence could only be called life when it was enhanced by 
' blessing ' --life-affirming activities . Otherwise , it 
could not be considered life at all, and one in such 
circumstances could only consider himself--and be con­
sidered--dead. The same idea is exp r essed in the Aboth 
de Rabbi Nathan (ch . 25) where incl uded among those 
whose life is ' no life at all--is one who is dependent 
for his sustenance UPft§ another , and one whose body is 
racked by suffering.' 

Rabbi s and students of Jewish ! literature should be 

able to mine both traditional and contemporary sources for 

relevant passages. The cha llenge then becomes to use the 

materials to meet the needs of the dying person . The rabbi 

may be in the uniqu_ position of serving as the vehicle of 

expression for t~e dying Jewish patient and may help legit-

imate the emotions expr essed by relating them to the 

tradition at large . 90 

Significantly, appeal to the tradition may facili-



-

99 

tate decis i orr-making fo r the dying person, or the family, by 

suggesting an authority more substantive than their own 

logic which, understandably, may be impaired by emotion . 

Thus, for example, midrashim stressing the notion that there 

is an appropriate time to die may very well " permit" family 

members to let go of their loved one and allow that person 

to die. 

Most hospices are extremely sensitive to the needs 

of family and friends in the time just after the patient 

dies. Time and space are given for the mourners to remain 

with the body and work through their initial reactions. 

Jewish tradition calls for certain at-death . rituals 

which emphasize the respect due God ' s creation which has 

just passed from one state of being to another. So , for 

example, halacha dictates that t he body is never to be left 

a l one unt i l i t is interred. It might possibly be a source 

of comfort t o a mourner to know that someone remained with 

the dec e ased at all times up unt i l bur i al. 

The recitati on by the survi vors, at the moment of 

death, of the blessing praising God as the "True J udge " is 

another tradition which , for some , wi l l help put death in a 

proper perspective. 

Speaking of the mourning process, Glen Davidson 

cites research done by Parkes and Bowlby which set s forth 

four stages of healthy mourning: 1) num bn ess 2) yearni ng 

for the deceased person 3) disorganization anG 4) reorgan­

ization . 91 Jewish tradition speaks most e loquently on the 
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subject of mourning, and its rituals give shape to a time-

tested grief-therapy. Each of the phases Davidson lists is 

addressed by some aspect of the Jewish mourning ritual. 

The numbness is dealt with graphically when mourners 

are encouraged to throw dirt onto the lowered casket. The 

ugly finality of that sound is very often enough to bring 

about an end to the numbness, to the sense of unreality 

which many mourners feel, precipitating a stage of intense 

yearning for the deceased. 

This, too, is reflected in the tradition which 

states that grief reaches its peak three days after the 

death of the loved one since the soul of the departed is 

believed to hover over the grave for that length of time, 

hopdng to be restored to the body.~ 2 

Disorganization and despair are addressed in the 

tradition by surrounding the mourner with a supportive com-

munity. 
Normal obligations, such as prayer, are not incum-

bent upon the mourner until the period of disorganization 

wanes. Reorganization follows as the mourning ritual moves 

the mourner back from the realm of the dead and inattivity, 

~nd into the world of.life and activity. 

The Jewish approach to bereavement can on.ly comple-

ment the bereavement follow-up which is an integral part of 

hospice work. 

It is highly unlikely, given the variegated nature 

of the North American Jewish community today, that there 

will emerge a need for an exclusively Jewish hospice. There 
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are , however, many major metropolitan areas with sizeable 

Jewish populations which do have hospices. To the extent 

that these hospices are sensitized to the potential needs of 

their Jewish patients as they face death , and to the degree 

to which the respective Jewish communities accept the re­

sponsibility and t he challenge of using Jewish tradition to 

help Jews in their dying, then the caring and reverence for 

life which lie at the very core of both Judaism and hospice 

will be actualized for the benefit of all. 



1. 
I -

CHAPTER V 

MODEL CURRICULA 

What we call the beginning is often the end 
And to make an end is to make a beginning. 

T.S. Elliot 

Preceeding chapters have presented the reader with 

information necessary to answer certain questions: what is 

hospice? How did it begin? What is its philosophy? How 

does it work? How does Jewish t~aditi6n regard the sick and 

dying person? How does Judaism view hospice? Are the two 

compatible? 

To conclude that Judaism and hospice ~ compatible 

and that, indeed, Judaism can inform hospice philosophy and 

p r a c t i c e i n v a 1 u a b 1 e w a y s , i s t·o make an en d of t h i s w o r k • 

With poet T.S. Elliot's quote in mind, however, it is nee-

essary that this "end" be transformed into a ·potential "be-

ginning'' by means of model educational curricula which shape 

information about hospice and Judaism into tools for making 

informed choices about death and dying within a Jewish 

framework. 

Clearly, the subject of death and dying, and the 

role of hospice in it, is of potential interest for every 

102 
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Jew, regardless of age, because no one is immune to the im-

pact of death. Admittedly, not all will have cause to con-

sider hospice care--some because they are still too yo un g 

and healthy , othe r s because death will come suddenly and un-

expectedly or it will arrive gently, in old age , sparing the 

individual the trial of a protracted terminal illness . But 

for so ma ny people the spectre of confronting their ow n te r -

minal illness , or that of someo ne close to them , looms un-

comfortably large . 

It was Pascal who quipped, "Since men c ould not do 

away wi t h death, they decided not to thi nk about it ." 1 One 

recognizes a certain amount of bitter truth in Pascal's 

observation reflected in contemporary societal concerns 

• the pursuit of perpetual youth and the "body beautiful", 

the on-going love-affair with material culture. Death is 
. 

perceived and shrugged off as what happens on television, or 

to the next person, rather than as a fundamental co ndition 

of existence. And so the dying are qui~tly shunted aside 

into " convalescent" home•, or riddled with intravenous tubes 

in hospitals whe r e death represents the ultimate failure . 

And yet, in spite of the colossal amount of energy 

this society expends on ignoring the reality of death, a 

concept as significant 3S hospice has taken root and flour-

ished in a relati vely short time span. This augurs well for 

the possibi l i t y ~hat many individuals are desirous of hear-

ing the me~sage hospice speaks: the act of dying need not be 

a painful , lonely experience . 
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Since this work examines hospice from a Jewish per-

spective, it is natural that the model curricula which fol-

low are addressed primarily to a Jewish audience. What is 

the nature of this target audience? Clearly , education 

about Judaism and hospice could be targeted for virtually 

any age group, for the fundamental issues of life , death and 

compassio n t r anscend concerns of age. For the sake of these 

models, however, a specific group was targeted in two of the 

three curricula: adults above the age of thirty - five . 

It is more than likely that any indi~ idual approach-

ing middle-aged will have already faced, or may ex pect to 

face in the not-too-distant future, 1) the death of a parent 

2) the death of a contemporary 3) the possibility of his or 

her own death. These factors may make the midde age person 

more acutely awa re than a younger persoru of the need to 

fashion a personal perspective on death and dying, informed 

by the voice of Jewish tradition as well as that of society 

at large. 

What is the in tended scope of these cu rr icula? Spe-

cific areas which will be addressed within the curricula 

include : 

-Deat~ and dying in the secular world (including 
an examination of cur rent health-care models) 

-Death and dy.ng within Jewish tradition. 

-The hospi:e concept: origins, philosophy, 
pra c t i ce, advantages, limitations. 

-~ Jewish perspective on hospice: 
1 . how hospice fits into Jewish tradition 
2 . ways in which J uda ism can in:orm 

hospice 
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What can the ]earner experiencing these curricula 

hope to gain or accomplish ? The learner will: 

- gain an understanding of the ways in which 
Judaism approaches death and dying and the de­
gree to which these approaches are in conson­
ance with contemporary secular society . 

-gain an understanding of the hospice concept 
••• its history, philosophy and limitations 

-be able to make an informed choice concerning 
hospice if, and when , necessary. The learner will 
recog n ize that utilization of the services hospice 
provides is congruent with Jewish tradition 

- understand that Jewish tradition has significant 
contributions to make to the hospic e concept . 

It is important that the philosophy of education 

which gives s hape to these curricula be a r ticulated at this 

point . In the field of death and dying there are no ex-

perts; there~ experienced voices and sources of informat-

ion toward which the learner may t u rn in hopes of assembling 

disc r ete pieces of the larger picture. It should be clearly 

understood by both the curr i cula implemen t ers and the learn-

ers that the educational process is a shared one. 

The adult learner is best served by being presented 

with information which will be processed and assimilated 

within the context of that particular individual's own eY. -

periences and needs of the moment . 

The «teacher " of the material is by no means to be 

perceived as the final arbiter, the decider of the " right-

ness" of an y &i ven approach to death and dying. Rather, the 

"teachPr '' i s best perceived as the conduit through which 

information is channeled to the learner and as a co-
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dialoguer in the exchange of ideas and feel i ngs which lies .. 
at the core of these curricula . 

The "teacher" should try to tap that reservoir of 

experience which characterizes the adult learner and must 

stand ready to help the learner translate that experie nce 

into resources for learning. Here techniques such as role­

playing or case-work may prove particularly valuable . 

Moreover , the " teacher" can help the learner articu-

late his or her "need to know" about death and dying . Their 

" readiness to learn " is already manifest by their partici-

pation in the group but many may approach the subject of 

death. and dying not yet fully aware of that "need t o know" 

more about the subject . * 

Essentially. the curriculum experience is to be a 

guided dialogue in which personal expression of thoughts and 

feelings generated through exposure to the material covered 

is as integral a part of the curriculum as any other . This 

goal may be best achieved through a structu red sharing of 

thoughts and feelings which will be articulated in the cur-

ri c ula designs which follow . 

* The reader is encouraged to r ead Malcolm Knowles' compari­
son of pedagogy and andragogy in Faith Development in the 
Adult Life Cycle (K~,neth Stokes, ed . , N. Y.: W. H. Sadier , 
1982) 



Regardless of the subject and the enthusiasm it in-

spires, it is highly unl i kely that any give n top ic will at -

tract all the potential learners to a given educational pro-

gram . The nature of cu rren t Jewish education, for both 

adults and younger learners, is such that it is but o ne of 

many spheres competing for the time and atten tion of con-

temporary Jews . 

It is for this reason that this section presents 

three model curric ula for teaching about Judaism ' s view of 

death , dying and hospice within a Jewish conte xt . An adul t 

learner may well be inclined to attend a n all-day conference 

but not a weekend retreat ; some may be interested in a more 

in-depth exposure to the subject matter , such as a retreat 

might provide . Precisely because the needs of the adu l t 

learner var y from individual to individual, several curricu-

lar modalities should be utilized to address those needs . 

Ideally , the adult learner will experience many cur-

ricular modalities in order to fully comprehend all of the 

ramifications of the subject . Insofar as reality frequently 

draws up short of the ideal, each curriculum model , in and 

of itself, must add ress tne following goa l s . The learner 

will: 

I. gain an understanding of the ways in which 
Juda i sm approaches death a nd d ying and the 
degree to which these approaches are in 
consonance with the approaches of contemporary 
society. 
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2. gain an appreciation of the hospice concept 

its history, philosophy and limitations. 

3. be able to make an informed choice concerning 
hospice if , and when, necessary. The learner 
will recognize that the utilization of the 
services hospice provides is congruent with 
Jewish tradition. 

4. recognize that Jewish tra~ition has significant 
contributions to make to the hospice concept . 

The reader will note that the third curriculum is 

addressed to younger learners • • • junior and senior high 

school age students in the temple religious school program . 

It is the author' s belief that while the adult learner may 

well derive the most benefit from an ~ncounter with Jewish 

views on death, dying and hospice, younger students may also 

resonate to the issues raised in the curriculum, thus pre-

paring the ground fo r a growing appreciation of the subject 

as they mature. This will allow , hopefully, for a greater 

degree of sensitivity on the part of these young people when 

they interface with the older adults round v bout them who 

may be dying o~ grieving. 
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CURRICULUM MODEL !l All-day Workshop 

Format: All-day workshop 

Setting: Temple 

Timing: 8:30 - 5:30 

~ .2.f. learners: Adults , twenty-five and older 

Overall/long-term goals: (see page 107 ) 

Short-term goals: The learner will emerge from the work­
shop with an appreciation of-

1. how death and dying are viewed in 
contemporary society 

2. how Judaism views death and dying 
3 . what hosoice is and how it began 
4. how Judaism relates to the hospice 

concept 

Ob jectives for the wokshop: 

A. Death and dying in contemporary society 
The learner will be able to-

A- 1 cite an example of death-denying behavior 
in contemporary society 

A-2 identify institutions which further the 
death-denying tendencies in society . 

A-3 infer the consequences of death-denying 
behavior in contemporary society (i.e .-­
focus on " youth'' cult, glorification of the 
body , more protracted bereavement) 

A-4 assess the degree to which he/she engages 
in death-denying behavior 

B. Judais m and death and dyin g 
the learner will be able t o-

B-1 define the words hekdesh, goses, aninut, 
avelut, shivah 

B-2 i dentify the basic principle which go verns 
the Jewish approach to the dying pe rson 
(The dying person is, unti l death, to be 
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considered and treated as a living person.) 

B-3 explain the fundamental Jewish objections 
to autopsy 

B-4 illustrate the ways in which traditional 
Jewish mourning practices are in consonance 
with contemporary psychological views on 
mourning and grief 

B-5 articulate the significance of bikkur 
cholim in Jewish tradition 

B-6 judge the degree to which the Jewish view 
of death and dying coincides with his/her 
own views 

C. HGspice: what it is and how it began 
The learne r will be able to-

C- 1 define the word "hospic.e" and state two 
concepts inherent to hospice philosophy 

C-2 describe the hospice approach to pain 
control 

C-3 identify the basic positions which cons­
titute a hospice staff 

C-4 differentiate between hospice "home-care'' 
and hospice "in- patient" care 

C-5 pre dict the implications of hospice care 
for his/her own life 

D. How Judaism relates to the hospice concept 
The learner will be able to-

D-1 identify at least one area where Jewish 
tr3dition may stand in conflict with 
hospice philosphy 

D-2 compate the Jewish view of pain and suf­
fering to the hospi c e view of the same 

D-3 illustrate the ways in which Jew i sh 
mourning practices support the hospice 
approach to bere3vemenc 

D-4 explain the implications of Rabbi Elliot 
Dorf ' s statement that ~the halachic mandate 
is to heal, not to sustain life that cannot 
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be healed . "2 

D-5 evaluate his/her own needs for Jewish ~up­
port and tradition if facing a terminal 
illness as a hos pice patient 

ill co ncepts: 

A. Death and dying in contemporary society : 

denial of death , trivialization of death, " cure 
vs . care" , heroic measures, thanatology 

B. Judaism and death and dying 

goses , aninut, avelut, shivah , he kdesh, midrash, 
ethical will , bikkur cholim, theodicy, halacha , 
Shulchan Aruch, truth-telling . 

C. Hospi ce : what it is and how it began 

death with dignity, home-care, in-patient care , 
symptom control, waystation for pilgr~ms , 
humaneness, living until dea t h 

D. Judaism and hospice 

theodicy, sanctity of life , preparation for 
death, bereavement support, bikkur cholim 

Strategies/Sched ule: 

8:30-8:45 

8:45-9 : 00 

8:45-9:00 

Registration, payment of fees for materials and 
lunch. Distribution of name-tags and assignment 
to reference groups, arbitrarily determined , of 
5-6 people . Each group designates a reporter to 
rPcord group comments , reactions. 

Coffee , tea and pastries available. 

Welcome and introduction by program leader , 
address ing the intent of the workshop and 
exylaining the sched u le for the day. 

A. Death and Dying in contemporary society (Objectives 
A-1 through A-4) 
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9:00-9:45 Presentation by psychologist or sociologis t 
(20 minutes) 
Response by pa nel members (physician, rabbi, 
minister, mortician ••• 15 minutes) 
General questions and answers ( 10 minutes) 

9:45-10:45 Reference group discussion (30 minutes) 
Sample questions for groups: 

-At what age and under what circ umstances 
did you first become aware of death? 

-Ho~ would you characte~ize your own 
attitude toward death? 

- How do you see your attitudes toward death 
shaped by society? 

10:15-10:30 Coffee break (15 minutes) 

B. Judaism !..rut death and dying (Objec:tives B-1 through 
B-6) 

10:30-11 : 15 Presentation by rabbi (20-25 minutes) 
Questions and clarifications (15-20 minutes) 

11:15-12:00 Reference group discussion (45 minutes) 
Sample questions for groups: 

-To what degree does Jewish tradition impact 
on your life? 

-What aspects of the Jew jsh view of death 
and dying are troubling to you? Which are 
meani ngful? 

-If you were dying, or close to someo ne who 
was, would you be inclined to turn to Jew­
ish tradition for support? A rabbi? 

-What are your reactions to the concept of 
the goses? 

12 : 00-12:45 Lunch (with seating according to ref~rence 
groups to facilitate furt her discussion and 
sharing) 

C. Hospice: what it is ano how it ~an 
(Objectives C-l"l:hough--C-:5_)_ 

1 : 00-2:30 Presentation by hospice representative on 
history of hospice (20-30 minutes ) 

Film: "The Dignity of Death" {about St . 
Christopher's Hospice in London •• • 30 
minutes) 

Responses by panel of hospital administrat­
or, psychologist, and hospice administrator 
(20 minutes) 



.. 

L 

2:30-3:00 

3:00-3:15 

-

113 

Questions and answers (10 minutes) 

Reference groups 
Sample questions for groups: 

-Have you experienced the terminal i llness 
of someone close to you? Can you share the 
experience with the group? 

-If you yourself were terminally il l, what 
issues wo uld you want to decide about your 
ca re ? 

-What is yo ur greates t fear concerni ng 
terminal illness? Does hospice seem to 
address that fear? 

-When, io your view, would hosp ice be 
i nappropriate ? 

-Wou ld yo u feel comfortable utilizing a 
hospice run under sectarian, non-Jewish 
auspices? 

Coffee break (15 minutes) 

D. Judaism and hospice (Objectives D-1 through D-5) 

3:15-4:00 

4:00-4:30 

4 : 30-4:50 

4:50-5:20 

5:20-5:30 

Presentation by rabbi (20-25 minutes) 
Questions and answers (15-20 minutes) 

Reference groups (30 m:nutes) 
Sample questions for groups: 

-In what areas of your life does Judaism 
c urrently influence your decisions and 
actions ? 

-If you or a loved one needed hospice , would 
Judaism ' s view of hospice affect your 
decision? 

-How do yo u think you would rea ct , as a dy­
ing patient, to your rabbi ' s attempts to 
help you confro nt death through tradi t ional 
Jewish teachings? 

-Do you feel a need to die among ot her Jews? 
-Is there a need for a "Jewish" hospice? 

Time designated to fill out evaluative question­
na ire for use of workshop conv~ners. (~O 
minutes) 

Entire group reconvenes . Refe rence group re­
porters share key responses from each of the 
four parts of the workshop • a chance to 
hear the variety o~ rear.tions to the mate"ial 
co vered. (30 minutes) 

Closing remarks by program leader . 



Resources: 

-

114 

People: rabbi, psychologist, sociologist , mor­
tician, physician, hospice and hospital 
administrators , hospice volunteers , in­
terested laypeople to act as reference 
group leaders 

Print: to be included in information packets 
given to all part icipants 

-pages 1-15, reproduced from Sanrlol 
Stoddard's The Hospice Movement: A 
Better ~ !.Q. Care for the Dying, 
Vintage Books, N.Y., 1978. 

-relevant excerpts from Mittford's 
American ~ .Q.f Death . 

-relevant passages, in Heb re w and 
English, from Yoreh Deah sections of 
Shulchan Aruch 

-article, " Rabbinic Involvement in the 
Hospice Movement", Journal of Reform 
Judaism, 28 :41-6, Summe r, 1981. 

-article, "Death Experiences in Rabbinic 
Litera ture", S. Shapero , Judaism, 
Winter, 1979. 

-article, New York Times, August 18, 
1983 , "Medica~ate Set for Hospice 
Ca re of Terminally Ill." 

-pamphlet, "Facts About Hospice", Hospice 
of Cincinnati , Inc . 

-pamphlet, "A Hospice Guide for Care of 
Jewish Patients and Families", Jewish 
Hosp ice Commission of the Jewish 
Federation Council of Greater Los 
Angeles , 1983. 

Media: Film, "Dignity of Death", ABC News, 
1973. 
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CURRICULUM MODEL !l Weekend retreat 

Format: Weekend retreat fo r several area congregations 
(approx . 75-100 people) 

Setting: Camp or retrea t center 

Timing: Friday evening to Sunday afternoon 

~.Qi learners: Adults , twenty-five and older 

Overall/long- term goals: (see page 107) 

Short-term goals: The learner will emerge from the weekend 
retreat with a knowledge and an appreciat­
ion of a variety of approaches to death 
and dying: 

1) the societal model 
2) the model of Jewish t radition 
3) the hospice model 
4) the model of a hospice approach 

informed by Jewish values and 
tradition 

Objectives for the retreat: (The reader should note at this 
point that the lists of objectives which follow represent 
far too many objectives to be achieved in one weekend re­
treat . It is possible that more than o ne retreat may be 
necessary or desirable to do jutice to the subject, in wh ich 
case the retreat leaders may choose from among these 
objectives) 

A. The societal model of death and dying 
The lear ner will be able to-

A-1 identify those institutions which 
interface with the dying 

A-2 identify death- denying behaviors in 
society 

A-3 relate examples of ways in which media 
trivialize or render unreal the death 
experien~e 

A-4 articulate the degree t r which he/she 
engages in death-denying Lehaviors and 
attitudes 

A-S create a ~antasy society and describe 
its approach to death and dying 

A-6 express his/her greatest fears about 
dying 
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A-7 paraphrase Freud's understanding of the 
fear of death 

B. The Jewish model of death and dying 
The learner will be able to-

B-1 identify sign i ficant sources of infor­
mation about the Jewish view of death 
and dying 

B-2 define the term "theodicy" 

B-3 identify the necessary criteria of 
death in Jewish trad i tion 

B-4 interpret a meaning from the midrash 
concerning R. Sheshet and the Angel of 
Death 

B-5 explain the conept of g'sisut 

B-6 draft a n outline tor an ethical will 

B-7 cite an act of bikkur cholim which had 
spiritual implications for the person 
who exper ienced it 

B-8 describe the major elements of a 
t rad i t i o n.a 1 J e w i s h f u n e r a 1 

B-9 relate Jewish f un e r al rituals to 
contemporary psychological under s tand­
ings of grief and mourning 

B-10 compare his/her own views of death and 
dying to the -Oictates of Jew i sh 
tradition 

s~11 respond to either the majority or min­
ority voices within Jewish tradition 
rega r ding the " right to die " 

C. The hospice model of death an~ dying 
The learner will be able t o -

C-1 br i e f ly recount the origins o f hospice 
& ~d describe Jewish parallels 

r- 2 describe the hospi ~e approach to 
symptom contro l and explain how it 
differs from standard hospital practice 
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C-3 be aware of the humanitarian concerns 
which undergird hospice philosophy 

C-4 relate how religion impacts upon the 
day-to-day functioning of the typical 
hospice 

C-5 describe the components of a hospi ce 
staff 

C- 6 ex plain why some health-care institut­
ions feel threatened by the hospice 
concept 

C-7 relate the services which hospice 
provides to his/her anticipated needs 
with respect to the process of dying 

C-8 s ugges t possible reasons why the 
hospice movement has grown so rapidly 
in the past decade 

C-9 imagine situ o tions wherein hospice 
would not be an appropriate choice f or 
a dyin&"Pe r son 

C-10 decide for himself/herself if hospice 
is an appropriate place for a terminal­
ly ill child 

D. Hospice informed by Jewish values and tradition 
The learne r will be able to-

D-1 identify areas wher e Jewish tradition 
may stand opposed ta hospice philosophy 
and practice 

D-2 infer the significance of bikkur cholim 
to hospice care 

D-3 identify elements of Jewish tradition 
which would lend themselves to use in 
counselling the dy i ng Jewis h patient 

D-4 re ' lect on ways in which Jewish tradit­
ion might have eased the death transit­
ion of someone known to the learner 

D- 5 compare and co n trast the Jewish view of 
pain and suffering with hospice's view 
of the s ame 

D-6 imagine specific ways in which an 
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existing hospice could become more 
'' Jewish" (meet th e specfically Jewish 
needs of patients and their families) 

D-7 decide if traditional Jewish mourning 
practices obvia te the need for hospice 
bereavement counselling 

D-8 examine the concept of g'sisut from 
both a traditional and a liberal per­
spective and evaluate its significance 
for hospice care 

D-9 identify that literary work in which 
Jewish law concerning death and dying 
is codified 

D-10 relate the midrash of R. Sheshet and 
the Ange l of Death to the hospice 
concept 

A. Societal model of death and dying: 

denial of death, death with dignity, "cure vs. 
care", thanatology, life- after-life, heroic 
measures, trivialization of death 

B. Jewish model of death and dying: 

goses, aninut, avelut , shivah , ethical will, 
bikkur cholim, theodicy , halacha , truth- telling , 
euthanasic : active & passive, chevra kaddisha 

C. Hospice model of death and dying: 

death with dignity, life-as- pilgrimge, symptom 
control, waystation for pilgrims, living until 
death, home-care, in-patient care, bereavement 
counseling 

D. Hospice model informed by Jewish values and 
tradition: 

theodicy, sanc tity of life, preparation for 
death , hekdesh , bereavement support, bikkur 
cholim, welcoming the stranger 
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Strategies/schedule : 

Friday evening: Ar r ive at retreat center , register , receive 
5:00-600 accommodation assignment 

6 : 15 - 6:45 Kabbalat Shabbat service 

6 : 45-7:30 Dinner 

7:45-10 . 00 Int r oduction to schedule for weekend 

10:00- ? 

Evening program: Societal model of death and 
~ying (Objectives A-1 through A-7) 

Psychologist and sociologist give overview 
prese ntation of the topic, followed by a 
viewing of the film "Tell Me A Riadle" , 
which concerns the relationship between an 
elderly husband and wife, one of whom is 
conte nding with a terminal ill ness . 

Opportunity for journal work . (Blank journal 
books will be p~ovided to each participant. 
Th·ey will be numbered but otherwise not ident­
ified . Hopefully , at the end of the retreat , 
the y will be co l lected , edited for significant 
res po nses and r eproduced for all who a t tended 
the retrea t. A name/number maste r list will 
facilitate the return of· the journals to their 
authors . ) 

Careful thought should be given to providing 
s pace conducive to journal work. A lodge with a 
fireplace would be a possibility . Background 
music can aid the flow of expression if approp­
riately chosen . Not everyone will wish to do 
the journal work . There showld be plenty of 
literature available on death , dying , hospice, 
etc ., so those peo p le can immerse themselves in 
the topic. Discussion groups are another 
alternative for non-journal writers . 

Teaser questions for jnurnal work: 
- What sort of emotional impact did the film 

you sa~ this ev~ ning have on you? 

-Was there a character with whom you partic­
ularly identified? Why? 

-Did the film bri ng to the surface any 
fears? 

-How " typical" was the fashion in which this 
couple faced death a nd loss? 
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-What motivated you to attend this retreat? 

-What goals have you set for you r self this 
weekend ? 

-What conceivably could stand in the way of 
your achieving those goals? 

-Draw a continuum line for yourself with one 
end labelled "Accepting of Death", the 
oth e r end labelled "Denying of death" . 
Where would you place yourself along the 
continuum? Have you been different places 
along the li ne in your life? Where do you 
expect to find yourself ten years from now? 
20 years? 30 years? 

Communal breakfast 

Shabbat morning service 

9:45-11:30 Study groups of fifteen people divide off for 
exploration of Jewish views on death and dying. 
Five group leaders required (ideally Jewish 
educators , rabbis) . Launching point for each 
group should be that week's Torah portion i f 
possible. 

Study materials: 
relevattt biblical passages 
rabbinic materials (midrash) 
passages from Shulchan Aruch 

Leaders should guide the rliscussio n through the 
levels of Jewish history, touch ing on the evolv­
ing perspective on death and dying . Each group 
will not necessarily cover the same exact mater ­
ial but the key concep t s (see above) will be ex­
amined in each group. Leave ample time for 
questi o ns, iscussion . ( Objectives B-l through 
B-7 , B-11) 

11:30-12:15 Pr i va~e time for journal work 

-What new things did you learn about the 
Jewish perspective on death and dying? 

-Which midrash spoke most directly to you? 
Why? 

> 
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-Describe an act of bikku~ cholim in which 
you took part , either as recipient or 
visitor. 

-How does the Jewish view of euthanasia fit 
into your own beliefs? Autopsy? 

-Have you ever attended a traditional Jewish 
fune r al? How did you react to the various 
r i tual aspects of the ceremony? 

-To what extent do you view death as a Jew? 
•• to what extent as a member of 

society-at-large? 

12:15-1:00 Lunch 

1:15-2:30 Time for creative expression. 
Have available for use a variety of materials : 
paints, collage mate r ials, musical instruments, 
sketchpads, markers , clay, face-paints , instant 
cameras . Encourage participants, as individ­
uals, to take the t ime to create something , any ­
thing , which eme r ges from their response to the 
material they are studying . Poems, paintings , 
photos, s on gs , scu lpu tures ••• anything and 
everything is valid . Encourage partjcipants to 
share the results with others during the free 
time scheduled later in the afternoon . 

2:30-3:45 Viewing of videotape "A Plain Pine Box " Which 
concerns a congregation ' s attempts to form its 
own chevra kaddisha 

Break up into groups for discussion/role-play 

Role- p lay situation: A congregant ' s sole 
remaining parent is terminally iJl. The im­
minent death has been expected and the co ng­
regant seems well prepared for the parent's 
death . The parent is , by now , in a coma and 
has never indicated what type of funeral he/ 
she wou ld wanL. The cong regant comes to 
speak to : 

-a f~neral director of a Jewish fune ral 
home ••• who is a kno~ledgeable, car­
ing and respected person in the 
comm unity 

-the c hairperson of the congregation's 
chevra kaddisha 

Have individuals play these roles, counsel­
ing the survivor about f~neral arrangements. 
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Allow for group discusston : 
-What need s and whose needs does the 
funeral address? 

- Should tradition have a veto or a vote 
in death and dying situations? 

-Whose wishes should be respected? 

(Objectives B-8 through B-10) 

S'udah sh'lishit: coffee, tea , munchies . An 
opportunity to socialize with the whole group 

Free time fo r journal work , rest, New Games, 
etc . 

Dinner 

Prog ram: Hospice history, philosophy, practi ce 
(Objectives C-1 through C-10) 

Lecture/discussion by hospice representative, 
hos pice volunteers, individ ua ls who have used 
hospice services . This section should include 
information on the financial ramifications of 
hospice . 

8 : 45-9:00 Havdallah ceremony 

9:00-10:00 Dramatized readings of a~cou~ts of hospice 
patients, staff, families ••• culled from 
va r ious books on hospice, Kubler-Ross interviews 
with patients . Presented by pre-s elected and 
prepared retreat participants 

10:00-? Free time for journal work 
-What is your greatest fear concerning your 

own death ? 

-When would hospice be an appropriate choice 
for a rr ing pe1son? 

-Is hospice an appropriate place for a 
terminally ill child? 

-What skills could you bring to a ho s pice as 
a staff member or volunteer? 

-Do you agree with the sentiment expressed 
in the Book of Ecclesiastes that "there is 
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a time to be born and a rt ime to die"? Who 
is to decide when it i s time to die? 

-Under what conditions would you place 
yourself, o r have others place you , in a 
hospice? 

-Describe your ideal death . 

8:30-9:15 Breakfast 

9:30-10:15 Shacharit service 

10 : 15-11:00 Program: Hospice informed by Judaism 
(Objectives D-1 through D-10) 

Group divides into five smaller groups. Each 
group ha~ as its task the exploration of con­
nections and /or d isjunctions between Judaism and 
hospice in one of the following areas: 

1) bikkur c holim 
2) symptom control 
3) euthanasia 
4) preparation for death 
S) bereavement 

Each g roup wil l need both a Jewish resource 
person (rabbi, educator) and a hospic~ resource 
person (staff or hospice volun~eer) to answer 
questions and provide clarifi c ations. Each 
g roup will draft a summary report of its 
conclusions. 

11:00-12 : 30 Entire goup reconvenes to hear summary reports 

12:30-1:30 Lunch 

1:45-2 : 30 Wrap-up session led by retreat leader to tie 
together loose er.ds, answer questions . Evaluat­
ion forms to r ~ filleu out by all participants , 
journa ls collected, i nformation/ r esou r ce packets 
distr \ buted whi ch include bibliographic in:orm­
ation o ~ each of the four death and dying models 
expl o red during the retreat , information on 
loc al hospice groups as well as the "caring com­
munity'' concept of congregational life . 

2:30 Departure . 
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People : rabbi(s) , Jewish educator(s), psychol­
ogist , sociologist , hospice worker(s)/ 
volunteer(s), funeral directo r , hos ­
pital administrator 

Print: (see CURRICULUM MODEL #1) 

Media: Film , "Tell Me A Riddle " (available for 
rental, possibly as a videocassette) 

Videocassette " A Plain Pine Box" 
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CURRICULUM MODEL !l Religious school 

Format: A five-lesson unit for use in relig i ous school (high 
school) 

Setting: Congregational religious school 

Timing: Five lessons spread over five class sessions 

~.Qi learners : Ninth grade and up 

Overall/long ~ goals: (see page 107) 

Short term goals: This unit on death and dying, hospice and 
Judaism presupposes that the student will 
have some basic knowledge of Jewish atti­
tudes towards death and mourning. The 
student will emerge from this unit with an 
appreciation of a relatively new approach 
to confronting death, namely the hospice 
movement, as well as an appreciation of 
the ways in which the hospice concept 
dovetails with Jewish concerns for the 
dying. 

Lesson ~: Death and dying in contemporary society 

Objecti ves: The learner will be able to: 

A-1 give examples of ways in whi r. h death is 
trivialized in the media 

A-2 identify institutions whose mandate it is 
to deal wih the dying 

A-3 create a fantasy society and articulate its 
approach to death and dying 

Strategies: 

A-1 One week prior to the first lesson, the 
class is given the following assignment by 
the teacher: Before we meet next week I 
want each of you to do ~ of the following 
things-

!) .atch three hours of prime time tele­
vision. picking the shows at random, 
and at least one local nightly 
newscast 

2) read, cover to cover, a newsmagazine 
such as Time or Newsweek 

3) watch one hour of children's 
cartoons. 
As you watch the program, or read the 
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magazine, keep a notepad nearby and 
jot down whenever someone dies, is 
killed , or a reference is made to 
death. Be as precise as possible so 
yo u will be able to recall what you 
observed when you return to class 
next week. 

When the class comes together the following 
week, the teacher leads a round-robin dis­
cussion of what the students observed. A 
chart on the board may be helpful: 

Violent 
death 

Natural 
death 

Unexplained 
death 

Premature 
death 

Other categories may be added. It is like­
ly that many, if not most , of the deaths 
reported will be violent or premature 
deaths (t . v . violence, airplane crashes, 
natural disasters , etc . ) 

How do students perceive this presentation 
of death ? The teacher is to use these 
"statistics'' to help st udents discover that 
society has a skewed view of death : it is 
either something which happe ns ~nexpected­
ly, and to someone else, or it is a taboo 
subject, not to be discussed in detail. 
Ask students to reflect on other ways in 
which death is trivialized or covered over 
in soci et y (i . e . emphasis on youth culture, 
search for the perfect body, etc . ) 

A-2 Have students divide into groups of 5-10 
people for a role-play exercise. 

Role- play cast : Middle-aged man (husband 
Middle-aged woman (wife) 
Elderly parent, dying of 
cancer 

The elderly parent has reached a stage 
where the husband and wife need ass istance 
in providing care for the pareQt. They 
discuss their options . (hosp i ta l , home­
care with nurses , nursing home ) . They then 
consult with the dying pare nt , inquiring of 
his/her needs as a dying p~r son . 

Students should discuss the pros and co ns 
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of the options which emerge from the role­
play . Personal experiences with health 
care facilities can be shared here. The 
teacher should help clarify distinctions 
between health ca re facilities such as 
hospitals and nursing homes , saving mention 
of hospice for another sessio n. 

A-3 Have the class read Rabbi David Polish's -
"Topsy-Turvy World'' (see appendix to thes­
is) which describes a distant planet where 
valLes are to t ally reversed ••• charities 
raise money for armaments and governments 
devote their resources to human welfare. 

Ask the students to describe their own 
"Topsy-Turvy World'' for the dying , address­
ing the most common fears of the dying per­
son: pain, dependency , loneliness . The 
teacher should copy down on the board the 
ideas which emerge from this exercise for 
later comparison when hospice is discussed . 
To what extent do~s hospice meet the des­
cription of the fantasy worlds? 

Closure: Points to be reiterated/stressed-

1. Death is often alluded to in the media 
but from a skewed perspective •• • death 
is violent or capricious , and rarely por­
trayed as our natural end. This media 
treatment reflects society's inability to 
confront death which, in turn, reflects 
our personal difficulties with death. 

2. Certain instituti~ns ra ve traditionally 
dealt ~ith dying people, answering some 
nee ds and ignoring many more. 

3. The needs of the dying can be ascertai ned 
and addressed, if only by beginning at 
the fantasy level and imagining an ideal 
res ponse to the need s of the dying. 

Lesson ~: Death and dying ir. Judaism 

Objectives: The lear er will be able to : 

B-1 articulate the impo rtan ce of bikkur cholim 

B-2 differentiate between "passive euthanasia " 
and "removing impediments to death'' (see 
Yoreh Deah 339 and reference to the death 
of J udah ha-Nasi, Ketuboth 104J ) 

, 
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B-3 explain the contemporary significance of 
the midrash concerning R. Sheshet and the 
Angel of Death (Moed Katan 28a) 

Strategies: 

B-1 Read, with the class , the relevant portion 
of the Shulchan Aruch, Yoreh Deah 335, 
which mandates bikkur cholim as a religious 
responsibility. Oiscuss the implications 
of bikkur cholim. Can it really help a 
person recover? Relate the talmudic 
assertion that one who visits a sick person 
removes 1/60 of that person ' s illness 
(Nedarim 39b). What good can it do a te rm­
inally ill pe rs on? Of what benefit is it 
to the one who visits? Ask students to re­
late personal experiences. 

Sha re the Chassidic story of " Yid'' and his 
friend , the preacher of Kozenitz (see p . 
95) . What is the message of the story? 
How would you convince a dying friend that 
life still held meaning? What could yo~. 
personally , offer that person? 

B-2 Ask a physician and a rabbi to present the 
concepts of "passive euthanasia'' and 
"removing impediments to death" ••• the 
medical view and the traditional Jewish 
view . Allow time for questions. 
Present the midrash of the death of Judah 
ha-Nasi . Ask the students , as well as the 
rabbi and physician, to place themselves on 
the following conti~uum line: 

would allow Judah ha-Nasi's 
students to pray uninterrupted 

would have do ne as Judah 
ha-Nasi ' s servant did 

Ask each person to explain his/her reasons 
for their place al ong the continuum . 

Ask stude nt s to role-play the roles of 
Judah ha-Nasi's servant and one of Judah ' s 
discip J ~s who ~ as praying that his master 
not die . 

B-3 Have the class divide into groups of three 
LO five people . Ask each group to briefy 
study the Moed Katan passage relating the 
story of R. Shesh~t and the Angel of Death. 
Ask each group to write a dialogue between 
the two and then present it to the rest of 

• 
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the class. 
-How does the Angel of Death make its 
case? 

-On what grounds does R. Sheshet refuse 
to die in the marketplace? 

-Does the story have contemporary 
re levance? Why? Why not? 

-What would R. Sheshet ' s options be today 
if faced with death? 

The teacher may want to distribute copies 
of Da nny Siegel's retelling of this midrash 
(see thesis appendix) 

Have the class draw , sculpt , create in 
collage , poetry or song, the encounter 
between R. Sheshet and the Angel of Death 

Lesson three: Hosp i ce Background and Philosophy 

Objectives: The learner will be able to: 

C-1 briefly recount' the origins of hospice in 
medeival Europe as well as Jewish counte r­
parts to the early hospice 

C-2 relate ways in which hospice philosophy 
differs from the hospital phil~sophy of 
care 

C-3 identify the needs of the dying person 
which hospice directly addresses 

C-4 decide if he/she would -ant a dying loved­
one to use a hospi ~e 

Strategies: 

C- 1 The teacher will lead the studPnt on a 
guided fanatsy : they are to imagine them­
selves to be travelling Christian pilgrims 
in the Middle Ages. The teacher should use 
elaborate imagery to set the mood. The 
teacher the11 introduces the elements of 
sickness, poverty, being a stranger far 
from hJme . ~here does the pilgrim turn? 
The teacher now introduces the medieval 
hospice. 

Second guided image: a medieval Jew , forced 
from home by Crusader mobs , illness or 
poverty . Si ck and on the road, where can 
you turn for comfort? Tea che~ now intro­
duces the concept of the hekdesh and com-

.. 
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munal sick- care organizations in Jewish 
commu ni ties. 

The teacher then makes the transition to 
the modern hospital, focusing on the shift 
in human values exacerbated by the Indus­
trial Age . The film "The Elephant Man" may 
provide a useful touchstone for discussion 
about the development of the modern hospit­
al and the "death-as-the-enemy" mentality 
as well as the loss of the distinction be­
tween the person and the disease afflicting 
that person 

C-2 The teacher presents students with a list 
& of pat ient regulations from both a hospital 
C- 3 and a hospice . Ask students to study the 

rules and infe r poli cy for the respective 
institution from the rules . 

-What do the rule s say abo u t the way the 
institution perceives the patient and 
the patient's needs? 

- What about the needs of the patient ' s 
family? 

-Whom do the rules serve? Protect? 

The teacher can reinforce the concept that 
in hospitals, death represents the ultimate 
failure of science and medicine while in 
hospice, death is the goal . 

Ask the students to prepare a list of what 
~ feel the dying need and/or fear. Com­
pare those lists to the fears listed o n 
page 59 . 

Point by point , the teacher should explain 
how hospice addresses thQse fears and 
needs. 

C-4 An exercise may be introduced here to sen ­
sitize the students to the nature of the 
i nt eraction between the dying and those who 
care for them . The success of this exer­
cis e will depend significantly upon the 
maturi . y of the gro up and the teacher 
should use great discretion before going 
ahe~d with this exercise . 

Have the students pair off and sit facing 
one another. Alte rna tely, one student will 
role-play a dying patient who no longer has 
use of his/her body. Speech , for this per­
son , is no longer possible and only the 

I 
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face retains any mobility. The other s tu­
dent role-plays a caregiver whose duty it 
is to feed the other some food (yoghurt or 
pudding may be used) with all of the de­
votion he/she can bring to the task. The 
students then reverse roles. 

After the exercise allow the students time 
to process and discuss their reactions to 
the exercise: 

-How did you feel as the helpless 
patient ? 

-What did you think you r caregiver was 
feeling? 

-How did you feel as ca regiver? 
-What did you imagine the "patient" was 

thinking? 
-To what extent are yo u able to differen­
tiate between your "self" and your body? 
In other words, if you lost the use of 
your body, as in this role-play situat­
ion, to wha t extent would you still be 
"you"? 

Lesson four: Hospice practice 

Objectives: The learner will be able to: 

D-1 identify hospice staff positions and 
functions 

D-2 relate hospice's physical layout to ho~ pice 
philosophy 

Strategies: 

D-1 & 
D-2 

Id eally , this fourth lesson would entail a 
field-trip to a hospice, to ~eet with pat­
ients if possible, but more realistically, 
to meet with volunteer staff who could 
relate hospice practice and show the facil­
ity to the student~. During this lesson 
the student would also be exposed to the 
" other half" of hospice care , that is, home 
care . Volunteers would describe their dut­
ies as home care workers and share relevant 
anecdotal material . 

I n the absence of a hospice to visit, a 
film such as "The Dignity of Death" (ABC 
Ne ws , 1973) can be used to introduce the 
student to the ways in which hosp ice 
functions . 
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Based on students ' under s tanding of hospice 
philosophy and the needs of dying patients, 
have the students design a "blueprint" for 
a hospice "in-patient" facility. What have 
they included ? Why? What has been ex­
cluded? Why ? How does the design differ 
from that of a convalescent home? A hos­
pital? How would students decorate various 
parts of the hospice? Would they ask for 
patient i nput in the designs? Family 
input? 

Arrange a "debat e " between a "hospital 
pharmacologist" (st udent ) and a "hospice 
pharmacologist 0 (anot her student) over the 
merits of their respective approa c hes to 
pain and symptom control. (This will re­
quire prior research by the students . ) 

Discussion questions: 
-Is hospice an appropriate place/concept 
for dying c hildren ? 

-When is hospice inappropriate? 
-Wh y might hospitals and nursing homes 
feel threatened by the hospice concept? 

Lesson five : Judaism and hospice 

Objectives : The learner will be able to: 

E- 1 suggest ways in which hospice might better 
meet the need s of J~wish patients 

E-2 relate the midrash of R. Sheshet and the 
Angel of Death to the hospice concept 

E-3 explain how midrash can be a valuable tool 
in death preparation 

E-4 explain how traditional Jewish mourning 
practices can augment the bereavement 
support whic h hospice provides 

Strateg ies: 

E-1 St udents will r: reate a "guide fo r hospice 
workers to the needs of Jewish patients" 
(the pamphlet published by the Jewish Hos­
p:ce Commission of Los Angeles might be 
used to evaluate student efforts ••• see 
appendix) 

What areas did the students focJs on? What 
was missed? How might the Jewish community 
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(i.e. Jewish professionals and organ­
izations) better serve Jewish hospice 
patients? 

E-2 Students must decide if R. Sheshet . were he 
alive today , would opt for hospice. Ask 
students to take sides and debate the 
issue . 

E- 3 Use this excerpt from Stephen Levine's book 
to discuss "appropriate" death preparation. 
What co nstitutes app r opr i ate "Jewish" help 
for the dying? 

Some time ago we received a letter from a woman in 
Ne w York city who said she was thinking of going 
ove r to the Brooklyn Convalescent Hospital, in which 
her mother was dying , to si t by her bed and r ead her 
The Tibetan Book of the Dead . I called that day to 
tell her she might be making an error of judgement. 
Conside r the likely reaction of an eighty-five-year­
ol d Jewish woman in considerable pain and fear , dy­
ing in a stra nge environme nt , who has to lie the r e 
and hear that when s he dies she is going to con f r ont 
s wi rling lig ht s and thunderous roar$ coming from 
harukas and demons in ci r cumstances she has pe r haps 
never confronted in life. Death is f r ightening 
enough but to put it in terms so onfami 1 iar would 
cause her ye t more a nxiety and fear . The Tibetan 
Book of the Dead wa s intend ed for Tibetan monks. not 
~old Jewi SilTadies dying in Brooklyn. Since we 
do no t share this same conditioning in life, why ex­
pect the mind to project such conditioning afte r 
d r opping the body? Instead we sugges3ed she sing 
old Yiddish l ove songs to her mvther. 

Students will examine a number of midrashim 
(see pp. 97-99 , and decide now each might 
be used in counselling hospice patients. 
The teacher can poi n t out parallels between 
certain midrashim and contem porary than­
atology r esearch (i.e. the death of Moses 
and Kubler Ross's stages of dying; or a 
comparison of rabbinic o~servations on 
death and rep~ r Led after-death experiences 
in COhtemporary society ) 

E-~ Ask students to imagine that a close friend 
of theirs has just died after a six-month 
bout with leukemia; or a close f r iend has 
just lost a parent after a long illness . 
How can the y , as friends and as Jews, help 
the surviving family with their grief and 
bereavement? (Stress the importance in 

.. 
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Jewish tradition of the supportive 
community which provides the mourners' 
meal , forms the minyan, etc.) 

, 

-
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' ~\.~~·The word "hospice'' 
,c~ 1s a Medieval term that 

o"q, means "waystat1on." a place 
~" ~ ior travelers to obtain refresh­

QO ment and care. Originating in 
'\ j.~ Europe. they provided care to the 

~,. 

' wounded. the sick and the dying. The word 
hospital'· ccmes from the word "hospice." Tcr 
dav. hospice refers not only to a place, but to a 
concept and program of providing care (and 
~upport to those per!'Ons and their families) who 
Mt' m the last phase~ of a terminal illness. 

VHA T IS THE HOSPICE PHILOSOPHY~ 
a 1s that a dying patient be dllowed to " live until 
de.lth" in an environment of choice. surrounded 
bv familiar persons 

\'HAT ARE THE GOALS OF HOSPICH 
ihe goals are: 
1) To express reverence for human life. not by 

prolonging the terminal illness cf patients. 
but by assisting them to live fully, to 
preserve mental alertness. and to experience 
the support of family and a caring com· 
munity. 

t.I To provide an alternative hospital environ­
ment ior those persons whose illness is 
bevond curative efforts. 

~ To focus t~ efforts of an interdisciplinary 
team of specially trained staff and 
volunteers in order to provide the patient 
and iamilv with physical. emotional and 
spiritual support that continues into the 
bereavement ;>eriod. 

WHO GIVES HOSPICE CARE? 
An interdisciplinary team of registered nurses. 
physicians. social workers. home health aides, 
trained volunteers and clergy provides per­
sonalized care to patients and support to their 
f.smilies. 
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WHAT KIND OF CARE 
DOES HOSPICE OFFER~ 
There are two components to Hospice care -
home care and inpatient care. Patients may 
utilize either one or both parts, whichever 1s 
appropriate 

WHAT DOES HOME CARE MEAN? 
The focus of th{' Home Care Program is on 
teaching families how to care for a seriously ill 
patient at home, and providing support and 
relief in that care through the use of home 
health aides, trained volunteers. social work 
services, clergy and skilled nursing care and 
supervision. Under the direction of the patient's 
personal physician. care is provided on an inter­
mittent basis; it is not intended to replace the 
primary caregiver in the home. A 24-hour 
7 <fays-a-week phone service links the patient 
and family with one of the Home Care nurses 
should problems and/or questions arise. 

TELL ME MORE ABOUT 
THE INPATIENT UNIT 
The 18-bed Inpatient Unit provides a home-fike 
atmosphere for patients whose medical condi­
tion warrants hospitalization. Patients are 
discharged when they no longer require the 
acute medical care of a hospital. Admission is 
made through the patient's physiciiln. 

WHAT IS THE DIFFERENCE 
BETWEEN THE INPATIENT UNJl 
ANO A REGULAR HOSPITAL? 
Hospitals focus on treating and curing disease. 
Hospice focuses on treating the symptoms of 
the diseases which have gone beyond the ex­
pectations of being cured. Hospice specializes 
in pain control. teaching and supporting not 
only the patient but also the family throughout 
..;"le patiert's illness. By offering both home care 
and inpatient care. Hospice can follow the pa­
tient more closely and provide a continuity of 
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~E'NICE' for the tNm1nally 111 patwnt tli.it h.1, 

IY't'n unav;ulahlP in thf' <"Ommuntl\' urlt•I nm' 
V1s1ting hours arc mort• fl<•"hll' ,llld ch1ldri•11 111 

all ages are allowed to visit Th<.- numht>r of p,1 
tients cared for by each nurse 1 ~ limited '" th,11 
patients rE>Ceive the mc1iv1du,1l1Led carr th1·\ re•· 
quire 

WHO IS ELIGIBLH 
Any patient with a limited life expectc11l( y 
whose disease is not responding to curallw 
treatment is eligible. The 1.Mt1enf<o 1 ~rc;on ;i l 
µhysician must con~cnt to Ho)pice earl' 

To be eligible for home i::are, the pat1~nts muq 
reside in either Hamilton or Clermont Count IL'~. 
be able to be cared for in their home. and 1den· 
tify a responsible person who can be taught to 
care for the patients unless they are able to c.irt­
f0< themselves. 

To be eligible for inpatient care. there must be a 
physician-documented medical condition whicli 
necessitates inpatient care There are no 
residency requirements 

WHAT ABOUT COSTSf 
Hospice services are not free but every effort 
will be made to find third party reimbursement 
for services. Many home care services are 
covered by Medicare. Medicaid and Blue Cro$' 
and the Major Medical component of many in­
surance carriers. Inpatient care is considered 
acute care hospitalization. The Hospice team 
will work with patient/family in exploring all 
financial resources. 

FOR FURTHER INFORMATION WRITE 
HOSPICE OF CINCINNA Tl. INr:. 
2710 READING ROAD 
CINCINNA Tl. 0Hl0·45206 
OR PHONE 513·559·.,100. 
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a way of living 
that makes the 

time 
left 

special 

Bethesda 
Foundation of C1nc1nnati 
619 Oak Sueet 
C1nc1nn.,t1. OH 45206 
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Hospice 

•' w.1v 111 /1v111~ rll.11 111,1/..,., r/11• 111111• /t'l r 'Ill'< 1,1/ 

l'rov1dini: \Jlt."C1.th11•d l.ir1· .1114' 1•motirJ11.1I 'u11111111 tor 
f)l•HOn~ with a terminal ollni•H ,111tl th1•ir t.1m 1l11•' " tho• 
i;o.il of Hospice of \11u 11m,11t. Inc 

The Hosp<Ct." µh1IO\Ophy ,.,,,11h.n11c) .1 11•v1• r1>nc.1· t<ir 
the qual ity of hum.m life hv .J\Sl\lini; tht." tcrm1n.illy 111 
p atient in loving .J\ fully J\ po\sobl" P,lt1cn1s anc! 
families are memhers of the dec 1~1on·m.il11ng team 
which gives them th,, opportunity 10 m.11ntain control 
and make choices concerning their care 

Through a coordinated program that includes both in· 
patient and home care services. Hospice offers per· 
sonahzed c are for 1nd1v1duals with a hm1ted life e • pec· 
tancy whose disease is not responding to curative 
treatment By providing these two integrated programs, 
Hospice is able to insure a continuity between the care 
provided at home and that provided on the Inpatient 
Unit 

Patienu are usually referred first to the Hospice Home 
Care Program and then they enter the l8·bed Inpatient 
Unit, ad1acent to Bethesda Oak Hospital. <lS then 
medical cond1t1on warrants Home care services are 
limtted to residents of Hamilton and Clermont Counties 
whole the Inpatient Unit h,15 no geographic restrictions 

Home Care enables patients to remain w ithin the 
family circle and among the familiar comforts 0 1 home 
for a longer period of lime The Home Care Registered 
Nurses on cooperatton w11h the patient's personal phys1· 
c1an. v1stt their patients at home on a rei;ufar bas" and 
coordinate the various services that the patient m.:iy 
require They provide skilled nursing care along wi th 
instruct ion to the family and/or friends in how to care 
for a seriously 111 patient at home Other services 
a.r.i1lable thro ugh the Hospice 1nterd1sC1plinary team 
include home health a ides. trained volunteers. social 
workers and clergy 

A 24-hour, 7-(jay·a-eek phone service links the pa11ent 
a nd lam1ly with Ol'e of the Home Ca re nurses at .i ll 
t imes should problems and/or questions .ime If .i 
problem cannot be dealt with over the phone. a home 
v•s•t •S made 

Hospice exists 1n the hope and belief that. by µro · 
v1d1ng a caring community, sens111v ... to the un1Qul' 
needs o f each p11t1en1 and family. pa tients may cut'I · 
tonue ro live as fully and .lS comfortably Js po\\oblt• 

Chairman's Message 

The 011g1nal idea of a hospice '"as 10 provide \heh1· 
and refuge lor weary travelers Todav. Hosr>1ce or Con· 
c1nna11. Inc provide~ emo11onal shelt,•r and rerui;e ror 
the weariest o r traveler}. th(' 1rrm1nally 111 and theor 
lclm1l1es Started on 197~. Hospice has 'erved more r>a· 
11en1s and 1am1lies each year In 1982. Hospice ser\ed 
260 1np.n1ents and made 2.050 home care v1s1 ts 

Offen a terminal illness puts a strain on the financ ial 
resources of patients and their lam1l•es Unfortunately 
not <111 or our r>at1ents have Medicare. \lled1ca1d Blue 
Cro)' or other private insurance and often <lS\•Stanct• " 
needed to help meet the costs or Ho~r>•ce care 

follow ing the death ot a loved one. many ram1lv 
mem~ers have said that the Hospice expe11ence was trulv 
.! positive period of good feel1niis You can help others 
rece111e t are from Hospice by making a donation on 
memorv or 1n honor of someone you care 11hout. or bv 
inc lud1n1: Hospice of Cine 1nna11 1n your est •te µIan 

Hdp sh.ire the un1qve program called HO\p1ce ol 
C1ncinna11 

lam»~ M Lea:h 
Chairman 
Ho,µ1c 1· AJv"orv Uoard 
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The Dying Petson's 

Bill of Rights 
! have the r ight to be treated as a living human being until I die. 

I have the right to maintain a sense of hopefulness , however changing 
its focus 111ay be. 

I have the right to be cared for by those who can -1ntain a sense of 
hopefulness. however changing this might be. 

I have the r ight to express my feelings and emotions about my approaching 
death in •Y own way. 

I have the right to participate i n decisions concerning .,. case . 

I have the right to expect continuing medical and nursing attention even 
though Mcure" goals must be changed to "co•fort" goals . 

l have the right not to die alone. 

I have the right to be free fro• pain. 

I have the right to have my questions answered honestly . 

I have the right not to be deceived. 

I have the right to have help from and f or my family in accepting ary 
death. 

I have the right t o die in peace and dignity. 

I have the right to retain my individuality and not be judged for my 
decisions, which may be contrar y to the beliefs of others. 

I have the right to discuss and enlarge my religious and/or spiritual 
experiences, regardless of what they may mean to others. 

I have the r1ght to expect that the sanctity of the human body will be 
respected a fte r my death. 

I have the right to be cared for by caring, sensitive, knowledgeable 
people who will attempt to understand my needs and will be able to gain 
so;11e satisfaction in helping me ."ace my death. 
• • • • • • 
Pr~p•r~d '>y rh~ Sou1h..,ur~rn Michig•n lnserv1c~ Educalion Council. 

Journal of Humanistic Judaism 
Vol. IX, No . 4, Winter, 1982, n. 30 
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DIRECTIVE TO PHYSICIANS 

Direclive made lh1s ___ _ day uf ---- - (month. year) . 

------·being u f sound mind. willfully , and voluntarily make 
known my desire that my life shall not be artificially prolonged under the 
ci rcumstances set forth he low . do hereby declare : 

1. If at any time 1 should have an incurable injury. disease , or illness 
certified to be a terminal condition by two physicians, and where the 
application of life -sustaining procedures would serve only to arti· 
facially prolong the m oment o f my death and where my physician 
determines that my death is imminent whether or not life-sustaining 
procedures are utilized , I direct that such procedures be withheld or 
withdrawn , and that I be pennitted to die naturally. 

2. In the absence of my ability to give directions regarding the use of 
such life-sustaining procedures . it is my intention that this directive 
shall be hono red by my family and physician(s) as the final expression 
of my legal right to refuse medical or surgical treatment and accept 
the consequences from such refusal. 

3 . If I have been diagnosed as pregnant and that diagnosis is known to 
my physician. this direc tive shall have no force o r effect during the 
course of my pregnancy. 

4 . I have been diagnosed at least I 4 days ag0 as having a terminal condi­
tion by . M. D., whose address is . and 
whose telephone number is . I understand that if I have 
not filled in the physician's name and address. it shall be presumed 
that I did not have a tenninal condition when I made out this directive. 

5. This directive shaU have no fo rce o r effect five years from the date 
filled in abovl!. 

6. I understand the full import of this directive and I am emotionally 
and mentally compete11t to mJke this directive , 

Signed --------------

City, Coun ty and Slate of Residence ------------ -

The dcclarnrll has been personall y known tu me ;.inc.J I hcl reve hrm o r her tu bt: 
of suu11t.l mrnt.l . 

Wi tness __ _ Witn~s~ -----------
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DECLARATION 

Declarat ion made this day of (month , year). 
I. . being of sound mind , willfully and voluntarily 
make known my desire that my dying shall not be artificially prolonged under 
the circumstances set forth below, do hereby declare : 

If at any time I should have an incurable injury . disease. or illness certified 
to be a terminal condition by two physicians who have personally examined me. 
one of whom shall be my attending physician , and the physicians have deter· 
mined that my death will occur whether or not life-sustaining procedures are 
utilized and where the application of life-sustaining procedures would serve only 
to artificiaJly prolong the dying process, I direct that such procedures be with· 
held or withdrawn, and that I be permitted to die naturally with only the ad· 
ministration of medication or the performance of any medical procedu1 e deemed 
necessary to provide me with comfort care. 

In the absence of my ability to give directions regard ing the use o f such 
life-sustaining procedures, it is my intention that this declaration shall be honored 
by my family and physician(s) as the final expression of my legal right to refu.,e 
medical or surgical treatment and accept the consequences from such refusal . 

I understand the full import of this declarat ion and I am emot;onally and 
mentally competent to make this declaration. 

Signed --- ----------­
City, County and State of Residence - ---------------

The declarant has been personally known to me and I believe him or he r 
to be of sound mind. 

Witness - - ----------- ­

Witness --------------
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THf. VIAllll.I fY OF PED!,\ TR IC HOSPICES: 
A CASE STUDY 

----------------------------·-----------·-------·--·--
DOTTIE C. WILSON 

l!oJpicc Dtvclopmcnt Croup, ELM Services, Inc,, 
Rockville, ~d. 

This popc-r 1dcn11fin the special characteristics nttdtd by hospiets 
coring for ttnniriolly ill children. ft is based on o ftosibility stud7 
conducttd in 1979 for o ptdiotric hospito{ in Ntw Yor• City. 
From tht analysis of storisticol dnto and confidtrt.tiol inttntitws 
u1"th lttolt/1 cart rwoftuionals in tht hospirol and in tht commu· 
niry, lht study concludes thor lht nttds of t"1ff ina/ly ill cllildrtr. 
and rhcir fomilits au not bttnf rntr currnirly and that !lit /&01piu 
II Ill appropn'ott for chi/drtn 41 for adults. n1rtt major diflcrtnUS 
an tmphosi.s art nottd, howt v<r. Finl, suppoTI of rhc family 
tuffffint the death of a ch11d is of nmt 1mportonct, bteoust the 
me is tuos o 1ng on ong 41n"111 artd btcinut tht nurnb';'; of 
Jllmlly mlmbtn afluttd 11 usual/ /or t. Second; tlit hoi~icc _ _ 
cmphas11 on omc cart is t11cn more im not111t or childrrn than 
fo r adults 111 it mart iitnificantly bent/ill both child and amil : 
~c.rt·can oc 1 11 c men ary cart c~· 
ponniuwc1i os day cart. 1/ura; llitrr 11 11 ma1or r:ud for 60th 
f!!..?['.!S~o r.uJ/ _ and publi"c tducatron ,, conn? ]of ttnnlKoily JD 
cl11°ldrt" 11nd thrir (omi'!_'.!_!!!d_ f!!. copint with claildhood dr11tl1. 
7'1ir author concludes that /urrher research is nudtd in oil 4Sptets 
of prdi11tn"c tenninof care. 

St. Mary's Hospital for Children, Bi\yside, New York, is ;in 
EpiscopaJfan skilled nursing facility founded in 1870 and located 
:it its present site since 1950. It is the only special purpose 
extended care facility for children in the New York City 
metropolitan arca. St. Mary's became interested in establishing a 
pediatric hospice :u a new program for its facility and commis­
sioned F.LM Services, Inc. to carry out a feasibility study l\ f the 

o ... o. Eduea!lon, 6: 20~-2 t 2, 1982 20:. 
Copyricflt 0 19112 by Hcmiophcn: PubU.hinc Corpon!lon 
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p1op1•sed pt 1•J1'c 1. F. L\ I Services is :t hc::thh care: consult in?-: 
,-.,11s.•11111111. sp1·ri.lli11m; in c:mccr programs. hospice:, long· term 
•. •:1·. l11•,p11.1I pl.11111i11·~ .. 111tl .1ssoci:tt ion m:mai;cment. Its hospice 
('• •11s11hi11~ is c111Hl11ctccl d11'1>ush its I lospice Development Group. 

Tl:.: study ,,·:ts co11cl11ctecl in :he :tutumn o f 1979, employing 
the r. ilhm·in~ methudolosics: 

• Literature se:ireh on pc:di:itric terminal care:. 
• Consult:ttion \\'ith c:ltperts in the: field, including Dr. Cicely 

S.nmders, St. Christopher's Hospice: Dr. Ida M:irtinson, 
l 'ni,·ersity of :O.linnesota; members of the pc:di:i.tric 
rc:sc:irch staff of Children's Hospital, Washington, D.C.; and 
others. 

• Confidcnti:il interviews with key personnel o f the hospital, 
includi ng key memben of the medical st:iff and :>. rc:pre­
sentati\'e cross section of administrative and nursing staff 
:ind c:duc:itors. Interviews with medical community lead­
ers, including lc:iding pediatric physicians and de:ins or 
faculty members of three: medic:il schools. C:invassing of 
the other hospices in the: area concerning their pediatric 
admission policies. 

• Two planning sessions, one with hospital staff and the 
other with community representatives, including social 
wc•rkcrs. hosj>it:il disch:irge planners, and home care reprc­
sc n tat i\'CS. 

• Collection and analysis of statistical and demographic 
d:it1, including the New York City Health Department 
records of pedi:mic deaths :ind ·he HSA Health Systems 
Plan. 

• Foundation searches to identify funding possibilities. 
• ,\n;ilysc:s to determine the financial implications of the: 

proposed hospice: and evaluations of referr:i.I patterns and 
potential p;it ient load. 

The: principles of hospice: care as they relate to terminally ill 
children (aged 0-16) were compared with those: relating to 
;idults. In gc:nc:r:tl they were found to be consistent but with 
vari:lble emph .•• es in crrtain aspects. Nine areas of comparison 
were identified. 

-
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Tltr 1·i., f,./i1r ·'/· .~ .,,;,,:. :.- :. , .,,,,. 

( 1) A hospice ap~·ro:ir.h i ~ as hcnc:1ic1.,! fc,1· tt'rm .. •,•i!;t· .~t 

chiltlrc:n Jtlll their r.1m i li~·s .t~ for 1c:n·1111al!y !I! .tdult; •• ml lht•i t 

fa111ilic~. Quotations fr<11n st:1ff mc:mhcrs i11lt'r\'i.:wccl cl11r i:11: th~· 

stucly induclnl the: fullowini.; : 

Children arc not afr:iid or dying-p:arents insull rc:ar into thcrn. 

A hosricc is nrecletl so thoi1 death is not hitlclen ~way. It i• now sc 
difficult for the family and the chi ld. 

As for adult patients, a hospice progTam was determined to be 
beneficial when symptoms (physicaJ, emotional, interpersonal, 
financial, spiritual) are out of control for the child or the 
family. As in all hospices the goal is to meet the needs and 
\vishcs of the patient and family. 

(2) All c:tre components associated wit~ an :1duh hospice :1rc 
equally appropriate for a pediatric hospice: home care, inpatient 
care, bereavement, and education, as well as day care and night 
care and outpatient scrvir.cs. 

(3) A pediatric hospice needs to place more emphasis on 
support of the fam ily than docs an adult hospice. The parcnt­
parcnt interrelationship is key. Fischoff :1nd O'Brien have 
pointed out that 

r:arents experience the de:ath of the ir child 1n :a \v:ay th:at is 
different from the: de:i th oC their v:arcnts, l>rother, o r sis1er. 
Becoming a puc:n1 is :a unique event. The p:arcnu feel the Ion of 
their chilJ 3J iC they have lost a p:art of themselves, which, indrrJ, 
they have . •. . The search for :a "reason .. why the ch lld died :ind :i 
se:arch for the meaning oC life and de:11h, the absolu1r :1nd 1he 
mystery. is present durin; th t mourning process. P:irenu seek 
consolation, mc:ining, and faith Crom any source 1h :a1 is :iv:aibblc:. 
However, m:any p:ircnu mourn Lhe Ion oC their child in isol:it1on 
and solitude. (1, p. 140) 

The death of a baby is shattering. The de1th of a child with 
whom the parents have become acquainted and for whom 
long·range plans have been made can be even more traumatic. In 
this situation, the relationship between the parents is o ften at 
stake. Studies nave shown that a large number of parents 
separate following the death of their child ( 70 percent in one 

.. 
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,11uh. !>O percen t in :innthcr), whcre:ls with support th:lt 
i " rn·11 1.1·~l· c.1n h~· si1...,11fir;11Hly rechtretl ( to 7 percent in one 
<1ud~· ) ( '.? ). 

111 till' pccli:1tric hospice, the "family" c:in me:ln :i bro:itler 
:.,'T•Htp 1h:in the immccli.11c fam ily :incl close friends fo11nd in 
.11l11h hmpiel' prngr:ims. llerc. the family may inclmlc the 
gr;tndp:11 cnts .uul sihlini;~. as well as aunts, uncles, cousins, 
ft 1cnds .. incl schoolmate~. 

l1nli.1tric hospices nec<l to be able to support the bereaved in 
their ~ric,·ins :t11cl w let them know when it is :tll ri~ht to stop 
~icving. Group sessions with families of chil<lrcn who :i.;e dying 
(or who h:i\'e <iic:d) of the s:imc: disease are effective. The 
f:imilic:s of hospice home care:, inp:itient care, and day or night 
care p:lticnts :ire included in the hospice support program. It 
m:iy he fc:lsible to ex tend outreach support activities to any 
family in the commu11it~· that has suffered or is suffering the loss 
of :i. chihl. whether or not the: child was admitted to the hosoice. 

( 4) Emphasis on medical :ind nursing care, pain and symp· 
tom control, attention to detail, and continual reassessment arc 
:is necessary in :i pediatric :is in an :idult hospice. Th(' period of 
time cst:iblished by professional opinion as appropriate for 
hospice care may be shorter for the child with termfoal cancer, 
however. C:ilman has offered one e:-cplan:ition for this finding. .. 

lncvit;ibly, the dcdsion th;it :i child h:u rc:ichcd a tcnninal natc is 
m:idc more rcluct:intl)•. There is 1 tendency to "tre;it till the lut" 
in the hope th:it something will work: conscquent.ly the time 
durins which symp1omatic care only ii given m;ay be relatively 
1hort. (3, p. 42) 

(5) Pediatric hospices need to i-lacc even more emphasis 
than do adult hospices on the home as the most desirable 
location for both p:itient ind family. When there is a family to 
C'3rc for the child ;md there is a hospice home care program to 
teach and support, home care is appropriate, with or without 
other children in the home (4). The benefits of maintaining the 
terminally ill child at home :i.re many: 

• The: cruld feels more secu re. 
• The family has more control, both in making decisions 

and rivi ng comfort. 
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• The family i~ kept together; family mernlll'rs arc m;a~ 

whenever the pauent needs then1 :ind :\re not tkpriveci of 
the patie11t's presence durini; his or her rnnai11i11~ lif<:1 :111c. 

• The family members may m:ikc :a hcttr.r :idj11stme111 ;:fter 
the <le:llh if they have fulfilled the child's wish to he .11 

home. Feelings of b'l1ilt arc often allayed if pan:nts fee: 
they have gone through the experience to~ethcr. 

• The cost o f care is greatly reduced (to perhaps unc-fo11rth 
the cos t of acute care). 

(G) redi:itric hospices, .:ven more than adull hospices, should 
examine the possibility of supplementing home care with day 
care or night care, either in an inpatient hospice unit or other 
location. When a patient being cared for at home cannot be 
cared for full time at home, because parents arc working and 
other care givers arc not available at home, a center for day care 

. or night care may be provided through the inpatient hospice 
unit or satellite center. Day care and night care provide a 
short-term facility for respite care for the family and sc.rvc as an 
alternative to inpatient care. If the center is in the inp:uicnt 
unit, the existing trained unit staff may be utilizcci, with 
associated cost savings. 

(7) Experience has shown that the inpatient backup of 
choice for home care pediatric patients is a pediatric acute care 
ward that is familiar to the patient. Other inpatient altcmath-cs 
arc special inpatient hospice units in hospitals or in skilled 
nursing facilities. 

The hospice staff members differed in their interviews as to 
the merits of the various alternatives: 

I can't m: luvinf a.II those different age groups together. 

There should be a separate building, and a separate cntr:ince­
pcrhaps not C"Ven on hospital property-so the other children 
would not ftnd out it w:i.s there. 

tlospice children would need to be on a w:ird by thcmselvci, but 
they can 't be isol:itcd. They have to be stimulited by involvement 
with C"Vcryone else. 

Inpatient care is appropriate when (a) pain :i.nd symptom 
management is out or control at home; (b) :-cspite care is ncccicd 
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hy th!' f.11nily for ;1 limited rerivtl: (c) care is ncedcci for a 
1,111i:n pni111I bn·a11se hn me care is not :ipprnpriate at the time 
(pl·rhaps hl·c:1usc of the illness of mother family member): or 
Id ) hnmc ca~e 1s not possible because there is nu home .ivailablc 
111 11<1 pnm.1rv circ~ pcrs11n in the home who can care for the 
d 11ld ,l1kq11:11eh-. 

(S) l't·tliatric hospices should emphasize even more than do 
:1 c!11lt h1,spices ongoing professional and public education about 
the needs of tcrrn in:illy ill clul<1ren and their families :ind the 
hospice :tltcrnative. This increased emphasis is needed because of 
the de,·:m:uing effect of the death of a child on the whole 
community. 

T here :u-c se,·er:il m:ijor target groups for this type of 
educ:ition: 

Tlic community, so that people can face the idea of such 
dc:iths ;ind support their neighbors. Knowledge of the 
existence of :i pediatric hospice program will increase 
refcrr:ils. 

T/i,• 111ctlicnl profession, particularly pediatrici:1ns and oncol· 
ogists, so that they c:in better understand the needs of 
their patients and families, can better manage pain and 
other symptoms, and can refer appropriate patients to 
the hospice. 

Discharge pla1111crs and others (in addition lo physici:ms) 
who refer p:itients, so that they arc aware of the hospice 
concept ancl the m:uly hospice modalities av:Ulable for 
:ippropri3te referrals. 

Tl1r community's institutions-schools, churches, service 
organiza tions, emergency squads, and so on-to inc·c:ise 
knowledge and support. 

Funding agencies, both private and public, so that funds may 
be av:iilablc to continue this work. 

Students in medicine, nursing, soci:i.I work, pastoral care, and 
other disciplines, so that they will better understand 
needs and resources for terminal care ;ind may later 
imprO\·e their professional approach to these patients and 
families. 

.. 
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The pntirnts nnd fnmilics th-:msC'lves, in the <:::t:iils of ; .1rl· 

;md in unclersr:inclin~ of the ~i t11a tit1n :incl th \:i ~ rcac1i11n~ 

to It. 

The hospice staff and 11olu11tcr.rs, in all an·as. 

(9) Pc.:tli:itric hospices, like atlult hospicc.:s, nc.:c.:d to cinph;1~i)(c 
evaluation o f their program and research on patient and family 
neecls, det:iils of care, and h.:ispice o rganization. P:irticubrly 
because: of the paucity of data on terminally ill children anti the 
appropriateness of hospices for them, demographic and other 
research results will make a major contribu tion to pediatric 
knowledge. 

Based on this feasibility study and on Ew\1's experience with 
adult hospices, the following seven recommendations \Vere made: 

1. Develop a pediatric hospice program cautiously and with 
careful attention to detail. The need for careful planning 
is highlighted by data that show that the patient load is 
small. In addition, pediatric hospices arc: new; what few 
there arc have tended to develop into chronic c:irc 
services rather than hospices. 

2. Beco me a pediatric hospice resource: center and develop 
educational materials. This is a particularly urgent need at 
this early stage of pediatric hospice development. 

3. Establish a solid referral base. This 1s cspeci:Uly cruci:i..I in 
light of the projected small patient load. The very 
existence of the program depends on rdcrr:ils and the 
educ:ition of the referrers, particularly the physicians. 
Initiate a major effort as quickly as possible to establish a 
solid referral base, beginning with the major referring 
hospi tals in the area. As the: avc:r:igc length of stay in a 
pediatric hospice is not known conclusively. viabili ty 
depends on adequate referrals for both inpatient and 
home care. 

4. Determine criteria and responsibility for admissions to the 
program. T he program administrators must be fully aw:ire 
of both the diseases and conditions of the patients it will 
accept. 

I 
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J. Eq.1hl ish s:.1ff 'l·knion nia<.<ri:l , tra1n11;$:. :lncl support 
'' Sll'lll~. TlwsC' tn11 ( t he pl.111111:rl carefully. 

G. L"1 ili1.1: esistins hn1111: c:irl· programs, if possible, and 
pro\' iclc hnspicc c:irc tr:lming to their staffs. Explore: the 
L111li1..1tion of home he:llth :11;encies :lnd of the home care 
prv~:lms t1f the m:ijor referring hospi tals in the a rea. The 
ped1:11ric hospice neecls to assume responsibility for train· 
ini: such st:lff in hospice care and may need to provide, 
on occasion , :usista.ncC' in staff recruitment and selection. 

7. l'rn' 1de :i wide variety of ~re and support modalities and 
resources to meet thl." d i"erse needs of this target popula· 
t ion. :\ tten t ion must be paid to the variety of dise:ises 
:md their side effects, the varie ty of needs or children 
related to :ige, the variety in family size (siblings, grand· 
p:irents) :rnd consequently of those suffering loss. 

:\ll this me:ins that pedi:itric hospice s tafC need to be innovative 
:incl open and cre:itive, :ind that the hospice needs to be :i 
suvportiH·. well·planned, profession.U organization. T he develop· 
ment of a pediatr ic hospice represents a majo r chal!enge in a 
ni:w field. 

~lud1 more needs to be learned about the care: of terminally 
ill diil<lrcn J11d their families. Research is needed first to define 
more: cle;arly the hospice-eligible pedi:itric patient :ind the :tppro· 
pri:ite time of referral anti length of stay :ind second to evaluate 
the effect of a terminally ill child's age, level of cognition, and 
abilitr to communicate needs on the provision of c:ire. Only 
then c:m the needs of these p:itients and their families be 
:icld resscd successfully. 
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Rabbinic Involvement 
in the Hospice Movement 

Steven A. Moss 

ALONG WITH "changing attitudes toward health care in general 
and toward the care of the dying in particular,"' the concept of 
health care known as hospice has grown and developed. Hospice 
care is a grass roots movement whose impact is being fe lt all 
acros.s the country. Local community groups. hospitals, and med· 
ical centers arc calling for a hospice system of health care which 
will provide the caring environment so sadly lacking for the ter· 
minally ill, on environment in which they can die with Mdignity" 
as a whole human being. 

As rabbinic leaders who need to be in tune with new de· 
velopments in our communities which affect the well-being of 
those we serve in our congregations, we should be familiar with 
the concept of hospice care. 

But, I believe, our involvement in hospice should go beyond 
the level of .. useful information" to that of actual support and 
personal participation. The very nature of hospice care is spiritual 
and religious, and, 1 feel, deeply rooted in the Jewish view of life 
and death. 

What Is a Hospice? 

.. The term 'hospice' derives from a medieval word for a place 
of shelter for travelers on difficult journeys. "J Just as is the case 
with its related words-hospitium, "hotel-Dicu," or hospital­
the connotation of "hospice" is hospitality, as it .. offered an open 
door of welcome not only to the sick and dying, but the hungry 
wayfarer. the wom:in in labor, the needy orphan, or the leper 
with his bell. "J The hospice was, for much of its pre-modern 

STEVEN A. MOSS ;, Rabbi of B'n:i i Israel Reform Temple in Oali:d:ilc. Long 
Island. N. Y. He is :ilso 1he Chairman of 1he CCAR's Subcommiuec on Grid 
and Term :ii Illness. 
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history, a way station for pilgrims. As such, literally hurdrcds 
of them were located throughout Europe during the Middle 
Ages-in cities, in monastic hermitages in unpopulated areas, in 
mountain passes and river crossings, in any place that .. prcscr.tcd 
the greatest hazards to travelers on their way to the Holy Land ."• 

The medieval hospice laid the framework from which de­
veloped the hospital. But down through the centuries, alongside 
the development of the hospital, the hospice remained a separate 
institution whose dedicated work turned specifically to the care 
of the terminally ill, who were considered pilgrims on a .. spiritual" 
journey from one world to the next. 

The current use of the term .. hospice" began in the United 
Kingdom ... where many hospices have been established in the 
last ten years, most notably St. Christopher's Hospice .. , There 
arc various hospice models in use at the present time both in 
Europe and in America. Some arc hosp1tal-bnsed, where there 
is a hospice unit in a local general hospital, containing only an 
in-patient component, which sometimes may be combined with 
an out-patient home care service. Other hospices have only an 
out-patient service, composed of a mobile medical oncology and 
nursing service which visits patients and families in their homes. 
The third model is the St. Christopher one. on which the New 
Haven. Connecticut hospice was based. This type of hospice has 
its own separate building with both in- and out-patient services. 

The basic focus of the hospice is to meet the needs of the 
dying, and these include, in the words of Craven and Wald, 

relief from the distrcssins symptoms of their disease, 1he secuririB 
or ~ c:iring environmenl, sustained expert care, and the assurance 
they :ind their families won't be abandoned.• 

Such needs are met by a program directed by a physician 
and which includes an intcrdis.;iplinary team of doctor. nurse, 
social worker. chaplain, etc .• providing psychological. sociologi­
cal. and spiritual services. The hospice is concerned with physical 
symptom control, that is, with the quality of living. When possible 
and desired by patient and family, the dying process and death 
occur at home, with the supportive team present and available. 
Whether the patient chooses to die at home, or is cared for in 
a hospice unit or an in-hospital hospice unit, that team is present 
:it all times. In the unit, visiting hours are open with no age 
limitations. The patient's young children arc frequent visitors, 
c,,i.,11,.ing the atmosphere of the unit with their joy of living. 

Jo11,,10/ t/ Rt/ or'" J 11do11m 
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The patient is encouraged to bring :iny items which would create 
a .. home-like" feel ing in the hospice unit. The hospice patient is 
not considered the usual hospital case number, but is a distinct 
human being who is encouraged to live with wholeness and mean· 
ingfulncss and to die with the same. 

One of the most important aspects of hospice care is in the 
arc.i of pain control. " Pain control. ·it turns out, is not so much 
a matter of what is in the medicine as it is how and when it is 
administcrcd.''1 Medications arc given when needed and not ac­
cording to some arbitrary schedule which docs not meet the pa· 
ticnt's needs. The various medications arc administered with the 
individual patient in mind. using those drugs which will make 
him as symptom·f ree as possible, in order to live as humanly as 
possible. And sometimes in the control of pain, or in the lessening 
of fear or anxiety, the things that can truly bring healing to the 
dying arc: 

Gentle m:isuge, a iort·pillow pl:iccd Just so, :i subtle ch:insc 1n diet, 
J 1en1p1ing drink, llr time l:illen simply 10 be present, 4uictly c ~rint 
and listening, recognizing the pct1on :u :i 11nique :ind v:ilucd 1nu1· 
vidu:il , . . 1 

Bereavement care is an essential part of hospice care because 
as one cares for the dying, one must care for the living survivors. 
The hospice team lets the survivors know ~hat even after the 
patient's death, they can turn to a team of professionals who 
knew that patient, and who can offer their support and love. 

Hospice enables the dying to feel like a whole person and 
to die with the dignity of a human being in the highest sense of 
the term. 

Nothing th11 is human is e•cludr-i Crom 1he premises. or from the 
consciousness. or hospice Hre. Beauty here is no1 :i matter or 11dy 
:ippc:irances, logic:il proprieties, or even or physic:il prowess. R:i1hcr. 
i1 pertains 10 those e•ch:ingcs between people living and dying, '"'ho 
value one ano1her :as vessels of a purer and more las1ing force.• 

Judaism and the Dying 

h is undeniable that the institution of the modern hospice 
has its roots in Christiani ty's medieval history. But the Jewish 
community throughout its history has also had institutions for 
the C3re of the ill and terminally ill. The b:isic religious and 
spiritt .I dimensions of hospice care arc an integral part of Jewish 
thought. 

Summer, 1911 
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The term Gemilut Chasodim has been a "fundamental social 
virtue encompassing duties of sympathetic consideration toward 
one's fcllowman" 10 with both religious and spiritual meanings for 
dail y life. In Av. I :2. Simeon the Just declares . .. By three things 
is the world upheld: by the Torah. by service, and by deeds of 
loving-kindness (Gemilut Chasadim) .. " "((the moral order 
was to survive, 'loving-kindness' had to be practiced: societies 
had to be created to take care of the sick. and the dying, and to 
bury the dead. "11 In Talmud Pei-a I: I it is said that the rewards 
of these social virtues (including welcoming the stranger. visiting 
the sick. and consoling the bereaved) are so great that they are 
enjoyed in both this world and the world to come. This guide for 
behavior toward our fellow human beings was such an integral 
part of the Jew's thinking and his societal actions, that it became 
a reading included in the opening section of the daily prayer 
service. 

These religious ideals became the inspiration for the Jew's 
care for members of his society. The understanding that "the 
care of the poor and the sick and reverence for God arc 
cqu:ucd .. . "2 became the raison d'etre for societal institutions 
such as the hospice, the hospital, and the Holy Brotherhood (the 
Chevra Kadisha). 

As far back as the hospitality shown by Abraham to the 
three strangers who visited him on their way to Sodom o:td Go­
morrah, the above societal values can be seen operating within 
biblical and later rabbinic Jewish society. But it wa~ with the 
Middle Ages that the Jewish hospital. called the Httkdesh , came 
to be. The term Hekdesh, originally meaning the Jerusalem Tem­
ple's treasury. renccted the financial ~upport necessary for the 
running of a societal hospi.al. Marcus, in his pioneering work 
Communal Sick-Core in the German Ghetto, traces the concept 
of hospice care in both Jewish and Christian ci rcles to the rirst 
century. He presents detailed comparisons· between the two com· 
munitics' hospices and hospitals down through the time of the 
Middle Ages: 

llld the Jews or mcJiev;il Europe been :I l;irse gToup invested with 
more economic ;ind polititll rights. they no doubt would h:ive de· 
velopcd along simil:ir lincs.11 

Oascd upon its own funds and resou rces. the Jewish corn· 
m_nity in tlic Middle Ages did develop institutions to care for 
tlic poor. the sick and dying: 

Jou1nol of Rt/ Mm JuJoiJm 
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The communlly saw to it that there was a hospice for povert)'· 
slnckcn transients; 11 subsidized lhe 'respectable' poor or its o-.n 
community who suffered reverses in life, and 11 issued 3 scnes or 
ordinances touching every phase of lhe life of its sick." 

The community cared for its sick and dying with all of the me:ins 
avilable to it. 

During the Middle Ages the Jewish community also c:ircd 
spiritually for its sick and dying. During this time liturgic:il hand· 
books such as Ma-avar Yabolc and Stiftr Hachayim were de· 
vcloped. These were handbooks outlining religious and spiritual 
care of the sick, dying, dead, and bereaved. The genuine respect 
shown to the dying, even to the goses, who is in the last phase 
of the dying process, was a very important part of Jewish law 
and behavior. Such actions on the part of every Jew were so 
important that in Ma-avar Yabok it is written that the deeds of 
Gtmilut Chasadim with the living and the dead arc cquiv:ilcnt 
to the worthiness (uchut) of the patriarchal fathers. No matter 
at what stage along the living-dying continuum an individu:il 
might have been. that person was treated as a whole person. as 
a child of God worthy of the love and care of the community. 

The Rabbi of Today and Hospice 

The ideals and practices of the Jewish commu11ity. as de· 
scribed in the previous section, embody the basic philosophy of 
the modern hospice. The hospice of today makes real the dictum 
of Simeon the Just in that it takes the inspiration of the Torah's 
ideals and puts them into service toward one's fe llow hum:in 
beings by the acts of loving-kindness. Therefore, we-as rabbis 
and religious le:iders-should be i.wolvc'1 in the hospice move· 
ment both because of our Jewish values and bec:iuse of our his· 
toric:il commitment to Jewish socict:il institutions. 

At the end of this article I include a bibliography for those 
readers who wish to pursue in more detail the philosophy and 
history of the hospice movement. It is my hope that more r:ibbis 
will become involved in community hospice development in this 
country and that they will serve hospices as community chaplains. 

I have been involved with dying persons through my chap­
laincy work. I recall vh.idly a nineteen-year-old who was dying 
of leukemia. I received an emergency call to visit him. He h:id 
been in the hos, .tal for three and one-half weeks with no r:ibbi's 
visil. When I walked into the room. the farr.ily asked if I had 

s. mmt:. 1981 
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come lo perform "l:isl rites." A rabbi should not be :i stranger 
to dying :ind to the dying process, but should be a part of that 
process through his or her presence and care. Our positive par· 
ticipation in the hospice movement will show our care for the 
dying and their families in the Jewish and non-Jewish commu­
nities. 
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PR(AMl\l( 

Thr . )~w ish llosnir.c r.ommissio" wa~ 
fonnP.<1 to serve el(istinr. hosnicc~ 
in their ca r r for Jewish patient~ 
~nrl families. To accomnlish thi~ 
~ission , the r.om~issi on is activr 
in qeneratina r~liqious ~atP.riJls. 
trainino courses, anrl in stimulating 
communitv interest in neerls of the · 
<1yino an<1 their families. This 
booklP.t is rlesiqned to info rm 
me~hers of the helping professions 
about Jewish values and conduct, aorl 
to rlevP.lop apolication of Jewish 
religious values to clinical care. 
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I . t NTROOUC TI Oil 

DEATH, UYl~G ANO LIFE -FTER 
DEATH 

Death is the crisis of 1 ifP. 
As there is meaning to life, there 
is meAninq to death: as there is a 
Jewish way of 1 ife. there is a 
Jewish way of death -- attitudes and 
ohservances uniquely Jewish that 
r elate to the ~ving and to the dead. 

The Jewish tradition teaches 
that life has infinite value, ~nd 
thus even the fraction of life left 
to the dying pe r son is cf infinite 
worth. While one may infonn the 
oatient of the seriousness of his • 
condition, one must always inject an 
elel'lent of hope. Perhaps it is only 
the hope of arnelioratinq pain; or 
the possible extension of life's 
duration by virtue of today's 
medical sophistication; or some 
divine miracle; or the immortality 
of the patient's cherished values; 
or the simrle assurance that even 
now, time is measured not only by 
the clock hut hy its quality and 
meaning. Reqard for th~ di~nity of 
the individual reouires that we 
strive to have family and frien~s 

accompanv the patient until the very 
last possible moment. 

Even after physical death , the 
body is ~onsirtered holy because it 
has housed the sacred image of God, 
much as the holy scroll of the Torah 
retains its sanctity even after it 
is imoaired. The body, therefore, 
should not be distur beo or touched 
unnecessarily until it has been 
removed and the hurial orocess 
initiated . Jewish tradition has 
developed specific religious 
rractices which express this resoect 
for the dead. 
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Judaism has snoken hi~torically 
of a life after dc~th and thi s 
belief is helr1 by many Jews.I I f the 
soul is immortal. then r1eath is only 
a night that lies between two r1ays -­
thP. day of life on earth and the day 
of eternal life in the world to 
come . This outlook has served as 
hoth a consolation and a hope fo r 
the dyinq person. 

*This doc•Jment ut i 1 i zes the pronoun 
"he" to denote "he" and/or "she." 
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11. TH( RE SPONSllllLITY TO LIVE AUD 
TO KHP Al IV( 

Junaism emohasizcs that life is 
to he liven as fully as oossible. 
This includes f'laintaininq oersonal 
health, fostering relationshios with 
family and frienns . and contributing 
to the welfare of society. 

One cannot accOl'lplish these 
goals by oretendin9 that re~lities 
oo not exist. Consequently, whi le 
endeavor ing to enhance the ~uAlity 
of life, a dy ing patient should make 
a~oropriate arranoernents for the 
protection of those near and dear to 
him after death. 

As emphasized earl ier , neither 
patient nor physician should abandon 
hope . Relinquishing hope and effort 
may deprive the patient of the wi ll 
to live and min i strations that could 
improve life . The model for this 
principle is reflected in the 
procedure for death-bed confessional 
i n traditional Jewish practice. The 
confessi onal prayer (Vidui) is 
couched in the conditional -ather 
than absolute mood. Rather than 
declare, "I am about to die and l 
confess f'IY sins , " the pa tient prays 
first for recovery, then, "I f I al'I 
not to recover, I confess , etc." 
The condi tional tone is prescribed 
to avoid despair and to buttress the 
patient's will to live.2 

Similar ly, Jewish medical 
eth ics stress the duty to treat the 
person and not just the disease, and 
provide the effort, skill and 
facility to palliate, enhance, and 
not shorten life. 

I 
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Ill. THE RELATIONSHIP REWEE N PATl£NT 
ANO HELPING PROFESS IONAL 

A. THE OBLIGATION TO HEAL 

Judaism af f irms that we inhabit 
a body that belonqs to God. In 
conseouence, we are resoonsible for 
its care t hrough prevention and 
cure. The phys ician 's ef fo rts to 
cu re are not perceived as a deni al 
of God's prerogat ives , but rather as 
a duty. 

8. TELLING THE TRUTH 

The following principles apply : 

1. The better infonned a 
patient is, the easier it 
becomes for him to cope with 
reality. People tend to do 
better ~hen they are oriented 
to reality rather than fantasy. 
2. The patient has a legal 
and ethical right to know the 
truth. Patients who want to 
know will usually ask direct 
questions. Such questions 
should be answered directly and 
honestl y. When possibl e , 
answers can incl~de hope for 
improvement, even if the 
improvement relates onl v to 
symp toms . 3 · 
3. Respect denial. Patients 
who do not wish to know wi11 
usually not ask questions. We 
should be prudent in providing 
unrequested information. Some 
patients may deny the real i ty 
of their situation in order to 
protect emotional integr ity. 
This must be respected. Accord­
ing to Jewish law. it is permis­
sible to withhold facts about a 
patient s condition (or that of 
a close friend or relative) , ~r 
even to bend t hem, i f that will 
contr ibute to the welfare of 
the patient.4 

.. 
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4. Nc1!'1s of the patient arc 
prif!lary. Decisions as to 
sharinq infonnatil')n ahout the 
patient's condition with famil y 
should he determined in this 
contex t. 

C. EUT HANASI A 

JudaisfTI distinguishes between 
actively inducinq death (active 
euthanasia) and allowing nature to 
take its course (passive 
euthanasia). All means of active 
euthanasia are prohibited. Passive 
euthanasia is more complicated. At 
some point in life -- usually 
character ized by debility, pain, ~nd 
suffering , there is an awareness of 
approaching death with cure judged 
un likely. Even at this stage, 
certain Orthodox authorities 
strenuousl y oppose any relaxati~n of 
energies to extend life. Never­
theless, some Orthodox rabbis and 
most Conservative and Refonn rabbis , 
maintain that heroic measures are 
not required to prolong the life of 
a hopelessly sick patient (gases) . 
The sacred obligation of th_e __ 
physician is then to make the 
patient as comfortable as poss;ble. 

O. ORGAN DONATION 

Because Judaism views the body 
as God's property, we do not have 
the right to disfigure it without a 
goo~ reason. One such reason is to 
help an ill patient through the use 
of a dead person's organs. This is 
not considered to be dishonorable to 
the integrity of the dead. Judai sm 
requires that the donor be dead and 
that the practitioner approach the 
issue with reverenr •. Jewis~ 
Juthoriti es differ as to exact 
determination of the moment of 
death. 
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E. TREATME NT OF Tll[ OEAO l\OOY 

After rteath has heen certified. 
the eyes and ~uth of the dead 
person should he closed, if 
possible. hy children. relatives or 
friends. A sheet is also drawn over 
the face . 5 Some Jewish families 
require that a rabbi be c~lled who , 
in turn, wi11 notify th·e funeral 
director to care for the body. Fr om 
the moment of death until bu r ial. 
t he deceased should preferably not 
be left alone . 6 Customar ily bur ial 
takes place as soon as possib l e 
after death . Cremation is forbidden 
by traditional religious l aw. 7 
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IV • HI( F f\M l LY 

~hile the ohysician is required 
bv J unaism t o orovide pe r tinent 
druns to relieve oain , the most 
imme~i~t~ huMan support to 
ameliorate sufferinQ can be the 
family , with ~hom the oatient has 
sha r~d hooes, experienc~d t r agedies 
anrt joys, and who represent the 
embodiment of his extension beyond 
death. In a situation of te"" inal 
illness, the family -- far fron 
being an adversarial or obs tructive 
presence - - can b~ a sour ce of 
warmth , meaning, and love, and can 
strengthen the patient's wi ll to 
live . Tendi nq the sick is not 
merely a social responsibil ity but 
a religious obligation which 
alleviates anxi ety and reaffinns 
the worth of life. 

Traditionally , the family 
prov ides three levels of care : 
1. Physical. This ranges from 
such basic Functi ons as bed-changing 
and household work to relieving the 
pa t ient f rom f i nancial arrangements, 
insurance matters, etc. 
2. Psychological. Th is involves 
reenforc1ng the patient 's conf idence 
in being able to deal with his 
perilous situation, providing com­
panionship to relieve t he desperate 
loneliness of serio·Js illness, and, 
most important , cheeri ng the 
patient. "Cheering" i n Jewish 
tradition means humaniz ing the 
frequently prevailing anti septic 
envi ronment in ~hich patients too 
often find themselves . 
3. Spiritual. This means enabling 
the patien t t~ perform religious 
rites, and encourages the patient to 
"tal k to God" informally and in pri­
vate a ~ he sees fit. Dur ing ser ious 
illness , many J ewish pat ients des i re 
to observe Jewish religious prac­
tices. This should be honored. 

-



1 90 

V. CU LTIJRAL TRAOITIONS ANO Vl\LUES 

Jewic;h cultu,.al tractitions and 
values provicte a source of spi r itual 
comfort anct orcte r , anct a continua­
tion of the rhythm of life for the 
terminally ill Jewish patient anct 
hi s family. lnteqration of one's 
Jewish heritage as life ebhs tends 
to nromote the natient's well -bein9 
and t o alleviate ctisorientation. 

A. PRAYER 
A significant facet of Jud~ism 
which can help maintain a 
patient's spirit is prayer . 
For those Jews who are not 
fa1t1iliar with the Hebrew 
prayerbook. hooks of prayer are 
readil y available in English 
and other languages. There are 
SOfl'le col lections specifical ly 
designed for the sick. Many 
Jews will also wish to use the 
traditional garb of Jewish 
prayer, i . e. the ta 11 it (prayer 
shawl) and tefill1n -
(phylacteries). 

0 . JEWJSH DIETARY LAWS 

Only certain categories of food 
and beverages are consumed hy 
traditional Jews. The follow­
i ng are some prominent features 
of the laws governinq ritually 
fit (kosher) food: pork and 
shellfish are prohibited, and 
separation of ~eat anct dairy in 
both the preparation and eating 
of food is required. Adherence 
to the dietary laws is of 
overri1inq imoortance for a 
religious Jew in hospital as '" 
home.8 The Jewish belief is 
that dietary rules (lca~ 11rut) 
are biblical injunct1ons Wh ich 
foste r holiness before God. 9 
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c. cru11 1:u~r 1 0N OF llOLIOl\Y<; 

The <i~hhd th oeri oc1. from sun<;e l 
Frit1dy to sunt1own S~turt1ay, 
is the fulcrum of d practici nq 
Jew's ezist~nce ~ nt1 is 9ener­
al ly a sou r ce of strenqth, 
refreshMent, ant1 cheer ". 10 

Observinq the t1ay by l i9ht i nq 
cant11es, tlrinldng s acr~1r.ental 

wine, ant1 ea t i nq challah 
( twi stec1 hreat1 l ·maybe-of 
primary i"lportance for the 
person in hos~ital or home . 
The Jewish calendar includes 
~osh Hashanah (Jewish ttew 
Year), two ~ays whi ch are 
ma rkec1 hy the blowi ng of the 
Shofar ( ram's horn) ; Yom Kippur 
(Day of Atonement), a--clay of 
fasting and prayer, which also 
includes commemoration of the 
deat1 with the lighting of the 
Yahrzeit (memorial) c~ndle; 
Sukkot {Tabernac les), wh ich 
1s marked by a prayer over 
nature's bounty , symbolized by 
the palm anti citron; Passover , 
the holiday of matzot (unleav­
ened ~read) and the avoidance 
of bread products; and Shavuot 
(Pentecost), which celebrates 
the ancient spring harvest and 
the 9iving of the Torah at Mt. 
Sinai. ~inor fes tival s are 
Chanukkah, marked by lighting 
eight candles, starting wi th 
one and increasing every night; 
and Purim, which is highlighted 
by t~ad ing of the Scroll of 
Esther (Megillah). Holidays 
dre based on a lunar calendar 
and corresponding dates in our 
sola r calendar can vary from 
year to year. Each holiday has 
its own coloration and 
obse rvances. 

• 

.,4 



-

192 

n. Vl ) IT!Nf. THE SlCI< 

In orc1er to lift up a patient's 
spirit, Jewish law requires 
that frienc1s, as well as 
family, visit the sic~ to re­
assure them of their conti nuing 
worth as inc1i vi~ual s and to 
reenforce their feelinqs of 
beinq i ntegral memhers of the 
co~muni ty . Judaism consi~ers 
such visits to be important for 
the patient, hut they are 
permissible only if the patient 
welcomes them. In the case of 
a dying pers~n, tradition asks 
that ~ person not he left 
alone . ll 

E. JEWISH ETHICAL WILL 

The Jewish religion has created 
a channel t hat can be helpful 
in enahling many dyin9 persons 
to confront their death . An 
ethical will can assist them i n 
sharing with their famili es 
what is most important to them.12 
An ethit~l will is a document 
which a dying per son prepares 
in which he tries to articulate 
those matters that are most 
imoortant in his life and 
w1shes to oass on t~ family or 
friends. Just as we commonly 
leave a will to disposP. of 
material possessions, it is 
appr opriate that we leave a 
will to pass on a spiritual 
leg~cy . The ethical will can 
take anv form. There are no 
legal requirements for the will 
from the perspective of Jewish 
law. 
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v:. 1,111rr 

rr:e .!cw i ~h trcH1i ti on rccoQn i zes 
th~t the ~che anti ~a in of t1ea th ~oes 
not rnt1 w it~ nhysical death. It 
views r~pression of qricf not as ~ 
siqn of weakness or self- int1\ilQence. 
hot ~s a rlcco human psycho~oqical 
nee~ wh ich all oersnns possess. In 
t his context, it provides ~ numher 
of avenues for qr ief work to occur 
throuqh vari ous laws, rites, anti 
t il'lE.' sequences. ~Jo tah le amonq these 
are : a mourning pe r iod of seven 
days hy the he reaved after burial 
(Shivah); the observance of a period 
of thirty t1ays after th~ funeral 
(Shl oshim ), durinq whi ch ~ourners 
resume nonnal activity but avoit1 
places of entertainment and continue 
to recite certain orayers; and the 
rec i tation of the Kaddish prayer 
daily du r inq the first eleven mont~s 
after t1ea th. 

Juda ism accep ts varyin~ copinq 
and defense reactions whi ch 
t1eirionstrate arief but attempts to 
prevent them. from becOPdnQ self­
defeati nQ or pathological hy 
channel i nq t item into controll ed 
fonns of eicpression . 

An ex.ample of thi s is the 
custo~ of Kri ah, .mere the mourner 
tears a sect1on of his jacket , 
dress , or tie to svmbolically 
represent the lacerat ion i n his 
heart. Oesoi te prescribed rites, 
Judaism offers some latitude to 
differ i nq sub -ethnic qrouos, such as 
Ashkenazim (European infl uenced) as 
aqa1ns t Sephardim (Mediterranean Sea 
b~s ~ n and NeJ r Eas t ou tl ook), in 
oennittina variat ions in the form 
and ~tyle of mourning. 

A ma jor orientation of the 
Jewish resnonse to death is to 
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provic1P emot iona l anc1 soci al support 
fo r the <;ur vi vo r . .Jewish rituals of 
mourn in~ ma nc1a t~ s tronq communa l 
pa rt ic i pa tion. suc h as a ~ hevra 
lt ar1<1 isha socie ty , whose memb-ers" 
rt~vote ·tnemscl ves to preparing the 
c1eac1 hoc1y for •)ur i al , anrl a meal of 
conso la t ion provic1erl hy ne iqhhors 
for the immec1iate family on the i r 
return from the hurial ceremony. 
These ohscrvancP.s serve to rerluce 
feelinqs of abandonment anc1 loss on 
the part of the hereavec1. They also 
afford a channel whereby the 
community can indicate feelings of 
sharec1 loss. Arlditionally, they 
r. ontrihute to ~uic~enin9 repair of 
the hreach which has occurred in the 
social fabric. 

Judaism frowns on e~cessive 
grief. Hence , it limits the 
essential mourning period to the 
first year after death . Despite 
this, there still is provision for 
further grief catharsis in an annual ... 
memorial observance ( Yahrzeit ) each 
year on the anniversary of tF.e 
oerson's death. as well as the 
saying of Yizkor, a rememhrance 
prayer, foU"rtlmes c1uri ng the year 
on holy days . 

Judaism is a faith that 
e~hraces all of life, and views 
death as a part of life. As this 
faith leads us throuqh moments of 
joy, so does it Quic1e us through the 
angui sh of qrief, bidding us tQ turn 
our qaze from the ni9ht of darkness 
to the rlaylight of life.13 
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UOTE S 

1. There ue four major movements 
in Juoaism with varying 
attiturtes towarrl religious 
observances. They are 
Orthorlox, Conservative, Reform, 
anrl Recons tructionist. 

2. Feldman, David. 1982 statement 
prepared for National Hospice 
Organization (1311A Dolley 
Marlison Boulevarrl, Mclean, 
Virginia, 22101:). 

3. Talmud. Berakhot lOa. See 
also : Talmud Yerushalmi 
(Jerusa lem Talmud). TVnna: 
Ro11111, · 1921.) Sanhedrin 28c. 
ShulHan Arukh. Yoreh Deah 335, 

·337. 

4. Caro, Joseph. Shu lhan Arukh. 
Yoreh Deah 337. See al so: 
"BaCH" (Joe 1 Si rkes) to "Tur" 
[Arba'ah Turi m, by Jacob ben 
Asher. (Vilna: 1900)) Yoreh 
Oeah 337; Gersonides (Levi ben 
Gershom) to II Ki ngs A:lO [In: 
Mikraot Gedolot. (New York: 
Pardes, 1951)). 

5. Lamm, Maurice The Jewish Way in 
Death and Mourmnq . I New York: 
Jonathan David lJUSlishing Co., 
1969) p. 4. 

6. Larnm, p.5 . 

7. Lamm, pp. 56-57. See also: 
Theodore H. Gaster. The Holy 
and the Profane. (New York: 
W1ll1am Morrow and Co., 1980) 
pp. 142-148. 

... 
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8. Siegel . Richard, Mi chael 
St rassfeld, Sharon Strassfeld , 
e~i tors. The Jewish Cataloq. 
(Philadelphia: Jew1 sh · 
Publication Society of America, 
1973) pp. 18-19. See also: 
Hayim Halevy Oonin, To Re a 
Jew . (New York: Bas1c Rooks, 
l1J72) pp. 97-120. 

Note: Kosher frozen prepared 
meals are available for use in 
in-patient facilities without a 
kosher kitchen. Kosher MHeal s­
On-WheelsM are available in 
certain urban areas for 
patients in their homes . Con­
tact the Board of Rabbis of 
Southern California for further 
fnfonnatfon. [Board of Rabbis 
of Southern Calffornia, 6505 
Wilshire Boulevard, Los 
Angeles, California, 90048, 
(213) 852-1234). 

9. Sfegel, p.18. 

10. Wouk, Hennan. This ls My God. 
{Garden Cf ty, New York: 
Doubleday and Co., 1959) p. 58. 

11. Shulhan Arukh . Yoreh Oeah, 
339. 

12. Riemer, Jack . Guide to 
Person~l Growth: Ethical 
Wills. (New Yori: National 
Jew1sh Resource Center, 1978). 

13. Lamm, p.2. 
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A TOPSY-TURVY WORLD 

T HERE IS a "url1l uul in ~1•<H"C .... 1iid1 i~ ;1n t•xact 
1l11pliralc of u1•r own. II is 1111pula11·d " ith men 

anti wornc:n like nur~eh·rs. ·n1cy livr in' ••u111ri1·- like 
uur own. They rc111cl11el l1u .. iness and rni-e f11milic:s. 
They li ve u11<lcr ,·ariou~ ('1·1mumics a111I :;o\ crr11nc·n1s. 
and arc divided inlo Jiffcn·nl nati1111al, rdigiuu!f and 
racial groups. Thc:y Jiff er in only one respect. In 
each country there is a palhological obsC$sion with 
human wdfare. As a re5ult. over s ixty pcn.;cnl of 
the national budgets arc devoted lo a cumpulsh·e and 
hyslerical desire toward sheltering life from the 
normal ravages of human existence which we accept 
more stoically. Billions of dollars are spent by 
governments on the conquest of dii:ea~e. O\'cr the 
years, nations have poured their rc~ources into 
medical resea rch and today no cancrr, no \'a ~cular 
diseas~ no kidney ailments, no dcgencrati\c dil'ease 
exists. Unheard of sums are spent by go,crnmcnts 
on housing. They have so tortured lheir fi scal policies 
that slums and blight arc unheard of. They are so 
ov~r-protc<·tive of their children that they O\Crpay 
teachers, and training s1:hools for ll•achcrs ha\'e to 
turn candidates away. The pcncrso•ncss of 1hese 
conditions reaches its grca1est height in 1hcir lc:gisla· 
lion against all private charities in bo·half of human 
welfare. The outlawing of private charity has of 
course, stifled 1hc philanthropic in!'tincts of the people. 

There is only one exception lo 1hi~ rc~triction 
asainst private benevolence. Since the nat ional bud· 
gets arc so swollen with welfare appropriations. there 
is little left for national def cnsc. h the ref ore bccum.:s 
nccessar)' for pri,•atc ci tiz.cns lo raise money for 
armaments. Thousands of private organizations exist 
for this purpose alone. 111cre arc clubs to buy guns 
through raffles. People stand with tin cups on street 
corners 10 collect coins for ! ~e purchai:~ of hand 
gn·nadcs. Drives are conduL1cd to a 1..qui rc tanks. 
111crc are tag-days for military ii irc raft. C:o11~it1 rlubs 
sponsor clanccs to buy uniforms. Thc.- national t;O\' · 

1·rr11ncnt!- !-i mply ntg1t·ct the pr<lhlc rn uf 1lcfrnsc and 
let 1hc burdt"n fall on private agencies. Rut the 
inadequacy ,,f tl o i ~ •pll·m is apparl'nt 10 all. P .. oplc 
arr grumhling that 1111cli-r •ul·h a p11l1q tlwrc wi ll 
OC\'t>r be a war. 

- R11bbi DnuiJ Polish, flt1h £met T.-11111/e. £1•nnJ/<•n, IU. 
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.. 111 Ilic s1rce1 like an animal? 
You would 1ake me here 
among 1hc shops and flies? 
How dare youl .. 

RAV SI I ESH ET 
AND THE ANCEL 

Mt/rd Katn11 2.'tn 

Thus did Sheshet scream ddi:mtt 
at Death . 
.. Come home with me! 
Let me die in my hcd 
like a Mensch!" 

Was it the cry. or 
was it because no one 
had said such things 
to the Angel before? 
Whichever it was, 
Death fol lowed Rav Shcshc1 
to his home 
and waited for his famil y 
to gather his last words. 
Then. 
and only then. 
did he dare 
10 take his soul. 

Between Dust and Dance 

'ly Danny ~ i ege 1 
Oepartm~nt of Youth Activities 
United Synagogue of America 
Ne1., Yo rk. N. Y. 

1978 
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