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...through advocacy and education, and to identify and 
promote life-affirming healthcare providers. HALO 

provides a voice for the medically vulnerable, helping 
families protect their loved ones when their lives are 
threatened by unethical medical practices. We also 

defend the conscience rights of healthcare providers 
who respect and protect patients’ lives. Our ultimate 
goal is to restore reverence for life within healthcare.

HALO addresses a wide array of bioethical issues 
including physician assisted suicide, euthanasia, hospice 

and palliative care that sometimes hasten death, far-
reaching organ transplant issues that are not always 

considered, premature diagnosis of death using “brain 
death” criteria, rationing of medical services, elder 

abuse, withholding of food and water from patients and 
much more.

In the pages of this booklet are a variety of fact/
information sheets. Each fact sheet reflects HALO’s 

commitment to defending life.

We hope that the wealth of information presented in 
these pages helps you navigate an increasingly complex 
and secular healthcare environment while also arming 

you to be

The Healthcare Advocacy and Leadership 
Organization’s (HALO’s) founders 

recognized the urgent need to provide aid to 
patients and their families

Dear Reader,

A Voice for the Medically Vulnerable

Anne O’Meara, Executive Director
Healthcare Advocacy and Leadership Organization

Sincerely for life,
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The New Bioethics

Profound respect for the sanctity of life has always been 
the core ethical principle of medicine, but that is changing. 
Today, sadly, the truth that every human life has equal worth is 
rejected by utilitarian-minded bioethicists. The new bioethics 
divides human beings into two categories: the “wanted” 
and the “unwanted.” Like their brothers and sisters who are 
aborted at the beginning of their lives, the chronically or 
terminally ill, disabled, and elderly are in danger of being  
killed simply because it is inconvenient and/or costly to care 
for them.

Palliative medications designed to relieve suff ering are being 
misapplied in the hospice care setting as a tool in this new 
bioethics to make “unwanted” people die.

When hospice care is provided by healthcare professionals 
who truly respect life, it is a blessing. However, in practice, 
hospice is often not as advertised.

Stealth Euthanasia

Hospice care, whether provided in a patient’s home or a 
facility, is the “ideal” setting for the misuse of palliative 
medicines to secretly eliminate the “unwanted.” 

“Stealth euthanasia” means the intentional hastening of 
a patient’s death while pretending to provide appropriate 
treatment. A typical report that we receive from grieving 

family members is that their loved one, who had been alert and 
was not complaining of pain, was administered increasingly 
frequent and larger doses of pain medications and sedatives to 
the point where they were sleeping all the time and could not 
eat or drink. Some reported that patients were also denied their 
usual medications to control blood pressure, diabetes, etc.

In September of 2000, the World Federation of Right to Die 
Societies (an association of organizations which promote 
euthanasia) issued an ominous declaration, stating in part:

We wish to draw public attention to the practice of 
“terminal sedation” or “slow euthanasia” which is 
performed extensively today… A physician may lawfully 
administer increasing dosages of regular analgesic and 
sedating drugs that can hasten someone’s death as long 
as the declared intention is to ease pain and suff ering… 
Compassionate physicians, without publicly declaring the 
true intention of their actions, often speed up the dying 
process in this way.

Stay alert!

Doctors (and nurses) who intentionally kill selected 
patients represent an earth-shattering shift in medical ethics. 
Thankfully, there are still many members of the medical 
profession who embrace the sanctity of life ethic. The 
diffi  culty lies in discerning who can be trusted never to kill. 
When a loved one is referred to hospice or palliative care, be 
wary and stay alert!

The Earth-Shattering Shift in Medical Ethics
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It is imperative that you interview a hospice agency before entrusting yourself or a loved one to its care. All 
hospices are not the same. The services one hospice provides may be very diff erent than those provided by another 
hospice. Also, the philosophy of a hospice agency is vitally important. A hospice that respects the sanctity of life, 
that truly abides by the founding principles of hospice—to maintain dignity, to increase quality of life, and to 
provide comfort and pain control—is a safe haven for patients in need of expert end-of-life care. Unfortunately, 
the aim of many hospices has shifted from helping patients who are dying to helping patients die more 
quickly. Because hospice marketers will tell you what you want to hear, you must do your homework. 

Ask questions and get a copy of the answers in writing (especially for question # 9). 

Questions to Ask a Hospice 
BEFORE Admission

Healthcare Advocacy and Leadership Organization 1-888-221-HALO | www.halovoice.org

1. Is the hospice life-affi  rming? If yes, is this evidenced on 
the website, in the brochures, in the mission, etc.?

2. Is the hospice non-profi t or for profi t? [1] 

3. Is the hospice licensed by the state?

4. Is the hospice Medicare certifi ed?

5. Has the hospice ever committed insurance fraud? 
(Google the name of the hospice and Medicare fraud.)

6. How many counties does the hospice serve? [2]

7. How are services provided after hours? How long may it 
take for an on-call nurse to respond to my call? How long 
may it take for an on-call nurse to get to my home?

8. Can I meet with the hospice administrator and the staff  
members prior to hospice admission?

9. In detail, what types of services are provided? How 
often will each of these services be provided?

10. Will services be provided by the same individuals 
throughout the course of my care?

11. What kinds of support are available to my family/
caregivers?

12. What do hospice volunteers do? Am I eligible for 
volunteer services?

13.  Can the hospice provide care in a nursing home or 
personal care home/assisted living?

14.  Must someone (a family member, friend, or caregiver) 
be with me at all times?

15.  Must I commit to a DNR (Do Not Resuscitate) status? 

16. Does the hospice require that every patient sign a 
POLST-type form? [3] 

17. Can I receive intravenous fl uids and tube feedings?

18. Will my usual medications (e.g., blood pressure 
medication, insulin, etc.) be continued?

19. Does the hospice administer medications to relieve 
pain and anxiety only on an as-needed basis, or are 
patients routinely started on these types of medications on 
admission? [4]

20. What is the hospice’s position regarding Terminal 
Sedation (also called Palliative Sedation)? [5]

21. Will I receive a bill for expenses not covered by 
insurance?

22.  What should I do fi rst if I am having a problem with 
the care my hospice is providing?

23. What should I do if I feel the hospice hasn’t addressed 
my concerns adequately? 

HOSPICE/PALLIATIVE CARE
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Important Notes
[1] Most of the hospices caught for insurance fraud are for-profi ts. Additionally, many for-profi ts are governed by shareholders 

concerned about returns on their investments. As a result, monies are often allocated away from the bedside and into 
their pockets. However, many non-profi ts also follow a business model resulting in the same problems. Therefore, asking 
about a hospice agency’s business status is as important as asking about profi t status. If the hospice employs marketers, 
this is often an indication that they are more interested in putting money in the bank than in providing services to patients. 
Any hospice that keeps saying “We don’t provide that” is not enhancing life and is most likely cutting costs at the bedside 
in order to enrich investors and pay executives’ salaries.

[2] Hospice agencies often serve many counties from a single offi  ce. The on-call nurse may have diffi  culty reaching you 
quickly in an emergency as he/she may be several hours away.

[3] Physician Orders for Life-Sustaining Treatment (POLST) is an advance directive form used extensively throughout the 
United States. POLST has many diff erent names and acronyms, such as Medical Orders for Scope of Treatment (MOST), 
Clinician Orders for Life-Sustaining Treatment (COLST), and Transportable Physician Orders for Patient Preferences 
(TPOPP). These forms diff er, and some are worse than others, but all of them can be used to encourage refusal of life-
saving and life-preserving treatment and care, resulting in avoidable deaths. HALO recommends that people refuse to 
sign any POLST-type form.

[4] Medications used to manage pain and other symptoms—opiates, sedatives and barbiturates—can be misused to cause death. The 
intention to kill a patient, not just to treat pain and other symptoms, is becoming more common in end-of-life care settings. See the 
HALO fact sheet “Drugs Commonly Used in Hospice and Palliative Care”: https://halovoice.org/pdf/drug-sheet.pdf

[5] Sedation has a legitimate place in end-of-life care but must be used only when absolutely necessary. When sedation is 
misused to cause death, the patient is placed in a medically induced coma and nutrition and hydration is withheld.

Know Your Rights

1. While the role of the physician is to recommend hospice care, it is the patient’s right to decide when or if 
hospice care is appropriate. However, the physician must certify that the patient has been diagnosed with a 
terminal illness and the patient must meet the Medicare or insurance criteria for their end stage disease to be 
eligible for hospice care.  

2. The role of physicians and hospital/nursing home social service professionals is to recommend hospice care and 
provide names of local hospices. The patient/family has the right to interview hospice programs before making 
a decision. It is the patient’s right to choose their hospice provider. 

3. Medicare guidelines stipulate that hospice services may be provided to a terminally ill individual with a life 
expectancy of six months or less. If the patient lives beyond six months, their attending physician and the 
hospice medical director may recertify the patient to continue to receive hospice care. However, when patients 
are on hospice 2, 3, 4, even 5 years, Medicare fraud should be considered. 

4. At any time, the patient/family has the right to reinstate the patient’s former medical treatment plan or, if 
dissatisfi ed with the hospice care being received, to choose another hospice.

5. Under federal law hospice agencies may not force the signing of a DNR order prior to or during the care of any 
individual. 

Healthcare Advocacy and Leadership Organization 1-888-221-HALO | www.halovoice.org
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This is a general guide to help 
patients and families discuss with 
their physicians and caregivers the 
drugs used to treat pain and other 
symptoms. These drugs may have 
side eff ects not listed here. Also, 
combinations of drugs may contribute 
to adverse eff ects.

When correct doses are utilized, many 
of these medications very eff ectively 
alleviate symptoms commonly 
experienced near the end of life and are 
a great blessing. Also, the reported side 
eff ects can be confused with true end-
stage symptoms. Stopping medications 
that are mitigating end-stage symptoms 
may make symptoms worse.

Ethical healthcare providers 
administer only the doses necessary to 
alleviate pain and other symptoms, and 
never intend to shorten life. 

Be vigilant. Not all healthcare 
providers are ethical. Numerous reports 
from families of hospice and palliative 
care patients indicate that a one-size-fi ts-
all pattern of administering a combination 
of opioids and anti-anxiety drugs has 
emerged. Whether or not patients have 
pain and/or agitation, they may begin 
to receive these drugs upon admission. 
Be wary of combinations of drugs such 
as morphine, Ativan, and Haldol, as 
well as the administration of opioids 
when they are not necessary for pain 
relief or the amount and/or frequency 
seems excessive. Be suspicious of any 
medication, especially an opioid or 
benzodiazepine (primarily used to treat 
anxiety), given every hour or two. 

Drugs Commonly Used in 
Hospice and Palliative Care

WARNING: In 2016, the U.S. Food and Drug Administration (FDA) ordered 
that its “strongest warnings” be added to labels on opioid pain medications 
and benzodiazepines after fi nding that the growing use of opioid medicines 
combined with benzodiazepines or other drugs that depress the central 
nervous system has resulted in serious side eff ects, including slowed or 
diffi  cult breathing, and deaths. 

www.fda.gov/Drugs/DrugSafety/ucm518473.htm

Side eff ects: nausea, vomiting, slowed 
and shallow breathing, itchiness, rashes, 
constipation, confusion, coma, and in 
rare cases, increased pain. Some side 
eff ects are common; others are rare. 
The likelihood of some increases as the 
dosage increases; others can occur even 
in very low doses. 
Morphine 
•	Short-acting (MSIR, Roxanol, 

suppositories)
•	Long-acting (MS Contin, 

Oramorph SR, Kadain, Avinza)
Oxycodone
•	Short-acting (Roxicodone, 

Oxyfast, Oxydose)
•	Long-acting (OxyContin)

Hydromorphone (Dilaudid)
Codeine

Oxymorphone
Fentanyl 
•	Long-acting (Duragesic patches)
•	Short-acting (Actiq Lozenges)
•	Nasal sprays and injections

Fentanyl, a very potent opioid, 
eff ectively relieves extreme pain. It 
should be prescribed only when truly 
appropriate for a patient’s condition, at 
the correct dose and interval between 
doses, and by the right route. Patients 
must be carefully monitored. The 
diff erence between a therapeutic and a 
deadly dose is small.

WARNING: Fentanyl, when misused, 
can cause life-threatening respiratory 
depression. Avoid use in patients with 
impaired consciousness, coma, or head 
injury.  See: drugs.com/fentanyl.html

Pain Management: Opioids

Hydrocodone/Tylenol-
acetaminophen (Anexsia, Lorcet, 
Lortab, Norco, Vicodin, Zydone)
Codeine/Aspirin (Empirin with 
codeine)

Oxycodone/Tylenol-acetaminophen
(Percocet, Roxicet)
Oxycodone/aspirin (Percodan)
Codeine/Tylenol-acetaminophen
Hydrocodone/Ibuprofen (Vicoprofen)

Pain Management: Combination Drugs 

HOSPICE/PALLIATIVE CARE



 HALO Helpline: 1-888-221-HALO  www.halovoice.org feedback@halovoice.org 7
Healthcare Advocacy and Leadership Organization 1-888-221-HALO | www.halovoice.org

Opioid Agonist
Naloxone (Narcan) ‒ This drug can reverse the eff ects/side eff ects of opioids; SAVES LIVES IN CASES OF 
LETHAL OVERDOSING. 

*Haldol is not commonly used to treat nausea and vomiting (N/V). However, it can be tried when several other N/V 
medications have been used without result. Be cautious if the provider suggests Haldol as a fi rst attempt to alleviate N/V 
or prescribes it to be given every 1-2 hours.
** Risperdal, in particular, is not approved for the treatment of patients with dementia due to increased risk of death.

These may cause neurological 
symptoms (e.g., Parkinson’s-like 
movements), fl ushing, dry skin, 
altered mental state, tremors, muscle 
jerking, insomnia, diffi  culty speaking 
or swallowing, fast heartbeat, 
constipation and even death.

Haloperidol (Haldol)*

Risperidone (Risperdal)**

Olanzapine (Zyprexa)

Quetiapine (Seroquel)

Aripiprazole (Abilify)

Benzodiazepines (Valium, Librium, 
Klonopin, Ativan) ‒ should not be 
used in delirium 
•	Short-acting (Opana)
•	Long-acting (Opana ER)

Drugs Used to Treat Anxiety and Delirium: Antipsychotics

These can cause agitation, anxiety, 
confusion, vision problems, 
headache, constipation, insomnia 
and dizziness, as well as other side 
eff ects listed.

Tramadol HCL (Ultram)   
– similar to opioids

Tricyclic antidepressants 
(amitriptyline, a.k.a. Elavil; 
desipramine, a.k.a. Norpramin; 
imipramine, a.k.a. Tofranil; 

nortriptyline, a.k.a. Pamelor) ‒ 
tremors, tingling, numbness, 
hallucinations, urinary retention

Steroids (such as dexamethasone, 
a.k.a. Decadron, DexPak) – tiredness, 
mood swings, elevated blood sugar, 
high blood pressure, infection, 
sweats, digestive upset, edema

SNRIs (venlafaxine, a.k.a. Eff exor; 
Eff exor XR; amitriptyline, a.k.a., 
Cymbalta)

Anti-infl ammatory drugs (Motrin-
ibuprofen, Advil)

Anti-epileptic drugs (carbamazepine, 
a.k.a. Tegretol; gabapentin, a.k.a. 
Neurontin; pregabalin, a.k.a. Lyrica; 
phenytoin, a.k.a. Dilantin; valproic 
acid, a.k.a. Depakene; clonazepam, 
a.k.a. Klonopin) ‒ sedation, drunk-
like walk.

Pain Management: Non-opioids

Nonpharmacological pain control methods (e.g., 
ice, heat, elevation, immobilization, rest, relaxation 
techniques, or meditation) should be utilized as part of any 
pain management plan. 

Treating pain requires current knowledge about drugs 
and their proper use. The realistic goal should not be zero 
pain, but rather a tolerable level of pain that allows for 
optimal physical and emotional functioning. The patient’s 
alertness and ability to interact with others should be 
preserved as much as possible. 

Not all acute pain requires treatment with opioids. 
Opioids should be prescribed only when necessary, in 
the lowest eff ective dose, and for the shortest duration 
necessary. Due to their slower metabolism, most elderly 

patients need much less opioid medication for treatment 
of acute pain. Because of the signifi cant risks of central 
nervous system depression and other side eff ects, as well 
as potential interactions with routine medications, the 
initial opioid doses prescribed for elderly or frail patients 
should be reduced. 

Opioids should not be prescribed for sleep, to relieve 
anxiety, or for any purpose other t han pain control.

Ongoing discussion between patients and their care 
providers is crucial for proper symptom management. 
Providers should never simply (or forcibly) medicate 
without discussion.

Cristen M. Krebs, DNP, ANP-BC

INFORMATION ABOUT PAIN CONTROL

HOSPICE/PALLIATIVE CARE
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Futile Care Theory is the proposal that life-sustaining treatment can be withheld or 
withdrawn, against patients’ or families’ wishes, based on arbitrary “quality of life” 
and/or “cost-benefi t” judgments. In many cases, it is the patient’s life that is deemed 
futile (i.e., useless)—not the treatment. 
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MEDICAL FUTILITY–

Find out what YOU can do to address the issue of healthcare providers denying patients life-
sustaining treatment against their wishes. Call 1-888-221-HALO or email feedback@halovoice.org.

BECOME A VOICE FOR THE VULNERABLE!

This approach stands in stark contrast to 
a legitimate medical determination that 
a specifi c treatment is ineff ective in a 
patient’s case and therefore is useless.

Patients and their families expect doctors and 
hospitals to protect and preserve lives, not to 
decide that some lives are unworthy of care. 
Nevertheless, hospital “medical futility” policies 
threaten the lives of unsuspecting patients every 
day. Such policies, often supported by state laws, 
result in inexpressible human suff ering. 

Consider Texas. In 1999, this state enacted the 
Texas Advance Directives Act, a section of which is 
known as “the 10-day law.” When a patient or their 
surrogates (usually family members) disagree 
with a physician’s medical futility decision, this 
law requires that it be reviewed by the hospital’s 
ethics committee. The committee usually rubber-
stamps the decision and then notifi es the patient 
or surrogate that they have up to 10 days to arrange 
for the patient’s transfer to another facility. After 
10 days, according to the law, “The physician and 
health care facility are not obligated to provide 

life-sustaining treatment.” [1] Transfer of a 
critically ill patient, particularly with a medical 
futility decision in his or her medical record, is 
often extremely diffi  cult or impossible.

Texas has an inhumane law, but at least it 
requires notifi cation of patients or surrogates 
when medical futility decisions are made. In some 
places, doctors carry out decisions to withhold or 
withdraw treatment in secret, or without giving 
hospitalized patients any time to fi nd another 
healthcare provider or facility.

Hospitals are not the only culprits. Each year, 
a  signifi cant number of patients—typically the 
most vulnerable patients, the disadvantaged, and 
African Americans—are denied treatment and/or 
involuntarily discharged from health clinics that 
provide their life-preserving care, such as dialysis. 
Dr. Howard Koh, formerly the assistant secretary 
for health at the US Department of  Health 
and Human Services, has stated, “Advocacy is 
the engine for change, and the beauty of it is that 
it can begin with just one person.” [2] Exactly!

What Does It Mean?

[1] Texas Health and Safety Code, Section 166.046.
[2] Robert Allen Bear, MD, “Involuntary Discharge from Dialysis: A Health Care Practice like No Other,” KevinMD.com 
(blog), MedPage Today, January 9, 2017, 
https://www.kevinmd.com/blog/2017/01/involuntary-discharge-dialysis-health-care-practice-like-no.html.

ETHICS/CONSCIENCE
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Are Organ 
Donors Truly 
Dead Before 
Their Organs 
Are Taken? 
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Before organ transplantation became possible, declaring a person dead was uncomplicated. All signs of life were 
gone. The body was cold, blue, and stiff . Now, brain-injured patients who possess many signs of life can be declared dead 
in order to procure fresh, healthy organs for transplantation.

If we compare side-by-side: (i) the brain-dead body of a soon-to-be organ donor, (ii) a living patient, and (iii) 
the dead body of a patient whose death was determined by traditional cardiopulmonary criteria, it is self-
evident that, except for being deeply comatose, the brain-dead patient shares all the features of the living, 
including a beating heart, warm skin, and functioning vital organs, e.g., liver and kidneys, among others.

“Brain Death: What Catholics Should Know,” Dr. Doyen Nguyen and Dr. Joseph M. Eble, Homiletic and Pastoral Review, 3/12/21.

In all 50 states, the Uniform Determination of Death Act (UDDA), or some variation of it, statutorily provides two 
defi nitions for death: 
1. Cardio-Pulmonary Death: The irreversible cessation 

of circulatory and respiratory functions.
2. Brain Death (BD): The irreversible cessation of all 

functions of the entire brain, including the brain stem.

The legal defi nition of BD is a fallacy. There often are 
obvious signs that some functions of the brain have not 
ceased.

	Ω Some patients who have been declared “brain dead” 
have recovered. (Google “Recoveries after brain death.”) 
How many more would have recovered if they had 
been given prompt and appropriate treatment for their 
brain injuries? How many more would have survived/
recovered if their organs had not been hastily removed? 
For instance, 21-year-old Zack Dunlap, diagnosed “brain 
dead” after suff ering a catastrophic brain injury, was 
saved when a relative scraped his foot with a pocketknife 
and he jerked it away. Just months later, Zack was 
walking and talking. He recalled hearing a doctor say he 
was dead and being “mad inside” but unable to move.1

Proponents of BD claim that Zack’s case was a failure to 
follow the American Academy of Neurology guidelines 
for determination of BD. Even if one believes BD is 
death, this explanation does not instill confi dence in the 
reliability of BD determinations.

	Ω In some so-called “brain-dead” patients, water balance 
is maintained by the secretion of a hormone from the 
hypothalamus, part of the brain.

	Ω Anesthesia and paralytics are given to allegedly dead 
bodies so they won’t move, squirm, and have stress 
responses (e.g., increases in blood pressure and pulse 
rate) during operations for organ harvesting.

Vital signs (signs of life) are present after a declaration of 
BD. The person’s heartbeat, respiration (with the aid of 
a ventilator), and circulation continue. Digestion of food 
and elimination of waste also continue, and “brain- dead” 
people can demonstrate movements.

Only after organ removal is the donor truly dead.

The apnea test is one procedure used to determine BD. The 
patient’s ventilator is turned off  for 10 minutes or longer to see 
if he or she can breathe independently. This test can cause 
cardiac arrest or further damage to the brain.2 It is illogical 
to risk harming or killing a comatose patient with a test to 
determine if he or she is dead.

“‘Brain death’ began as a legal construct without a coherent philosophical or even factual biological basis. It remains 
a legal fi ction...”—D. Alan Shewmon, MD, Neurologist, “Constructing the Death Elephant...” Journal of Medicine and 
Philosophy Advance Access, 5/3/2010.

ORGAN DONATION
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“DONATION AFTER CIRCULATORY DEATH”
The organ transplantation industry (a highly profi table business) is very aggressive in getting what it wants. Thus, the 
demand for more and more healthy organs has led to new rules which permit “donation after circulatory death” (DCD), 
sometimes called “donation after cardiac death,” solely to increase the number of donors.

This new pool of donors consists of patients who are undoubtedly alive and cannot be declared “brain dead.”

The patient, if capable of giving consent, or the patient’s surrogate (family, proxy, guardian) agrees to withdrawal of life-
support and to a DNR (do not resuscitate) order prior to giving consent to organ donation.

The ventilator is withdrawn. The medical team hovers, waiting for the patient to “die.” When no pulse has been discerned 
for as little as two to fi ve minutes, the patient is pronounced dead and quickly stripped of vital organs. Haste is essential 
because organs deteriorate rapidly once circulation and respiration cease.

No one would consider a person dead who is pulseless for fi ve minutes or less—unless his or her organs are deemed more 
valuable than his or her life.

Protect your life and the lives of your loved ones. DON’T BE AN ORGAN DONOR ON YOUR DRIVER’S 
LICENSE. DON’T SIGN AN ORGAN DONOR CARD. Encourage your family and friends to make the same decision.

WHY AND HOW TO REFUSE TO BE AN ORGAN DONOR

The “dead donor rule”—a patient must be dead before removal of organs for transplantation—is the basic principle guiding 
organ donation at the present time. The question that should concern all of us is: Are organ donors, who have been declared 
dead, truly dead before their organs are taken? 

All vital organs – heart, lungs, liver, kidneys, pancreas, and intestines – 
must be healthy for transplantation. Only living persons have healthy organs.

Every state maintains an Organ Donor Registry listing people who have agreed to be organ donors, either on a driver’s 
license application or by signing an organ donor card. These state registries are readily accessed by Organ Procurement 
Organizations (a.k.a. Organ Donor Networks). However, HALO is not aware of any state that maintains a registry for those 
who do not want to be organ donors. Therefore, it is up to you to protect yourself. Refuse to be an organ donor IN WRITING.

HALO’s I REFUSE TO BE AN ORGAN DONOR wallet card
is a document that folds over your photo ID and allows you to clearly 

state you do not want an apnea test, nor do you want your organs taken 
for transplantation or research. Sign it and carry it with you!

To request one or more cards, 
email feedback@halovoice.org or call 1-888-221-HALO

GOOD NEWS: Refusal to be a BD or DCD donor does not mean you cannot be a donor.

A healthy person’s decision to donate a paired organ (kidney or lung) or part of an organ (a lobe of a liver or lung) for 
the welfare of another is a charitable act. Nevertheless, the physical and psychological risks to the donor should be fully 
explained and carefully considered before consent to donation is given.

After true death, tissues (skin, bones, corneas, veins, heart valves, and connective tissues) can be taken for transplant. 
These are tissues, not vital organs. Signing an I REFUSE TO BE AN ORGAN DONOR card will not prevent you, your 
family, or other designated surrogate decision maker from donating your tissues after true death.
[1] “Brain Death and Organ Harvesting.” Paul A. Byrne, YouTube, 2015. [2] “’Brain Death’ is Not Death!” Paul A. Byrne, et al, 2005.

Healthcare Advocacy and Leadership Organization 1-888-221-HALO | www.halovoice.org

Revised July 2021



 HALO Helpline: 1-888-221-HALO  www.halovoice.org feedback@halovoice.org 11

“Advance directive” is the general term for any document in which a person provides instructions about their health care 
wishes or appoints someone to make medical treatment decisions for them in the event they are ever unable to make their 
own decisions. The following is a comparison of the most common advance directive types. These descriptions represent 
typical directives, but legal requirements vary from state to state and there are many diff erent versions of Living Will, 
Medical Power of Attorney, and POLST documents.

Advance 
Directive 
Type

Medical 
Decisions Are 
Made The Terminology Is

Signatures 
Required

HALO Recommended 
Directives of this Type

POLST – 
Physician 
Orders 
for Life- 
Sustaining 
Treatment
(Name varies 
from state to 
state.)

Days, weeks, or 
even years in 
advance of need. 
Note: POLST 
orders can be 
followed even 
when a patient is 
fully capable of 
making medical 
decisions/could 
recover with 
treatment.

Slanted toward death. 
“Facilitators” fill out POLST 
forms with patients. The 
questions asked oft en 
manipulate patientsʼ 
responses so that they 
unwittingly refuse life-
saving or life-sustaining 
treatment by opting 
for “comfort care” (a 
euphemism for giving pain 
medications to cover up 
thirst and hunger, etc.) 

1 patient or 
the patientʼs 
healthcare proxy

1 designated 
healthcare 
professional 
(usually a 
doctor or nurse 
practitioner).
Most POLST 
forms require no 
witnesses.

None.

Living Will Days, weeks, or 
even years in 
advance of need.

Deceptive. The terms 
used oft en have legal and 
medical meanings that are 
quite diff erent from what a 
person thinks they mean.

1 principal 
(person filling out 
the Living Will)

2 witnesses (or a 
notary)

Not recommended, with one 
exception. American Life 
Leagueʼs “Loving Will”  is a 
life-aff irming option for those 
who do not know anyone 
they would trust to be their 
medical decision-maker. 
(The “Loving Will” has a 
companion Durable Power of 
Attorney.)

Medical 
Power of 
Attorney 
(a.k.a., 
Durable 
Power of 
Attorney for 
Health Care)

In the moment 
by the patientʼs 
appointed 
decision-maker 
and tailored to 
the patientʼs 
current medical 
needs.

Can be either life-
aff irming or deceptive and 
dangerous, depending on 
who interprets the terms/
how the directive is worded. 

1 principle

2 witnesses (or a 
notary)

HALOʼs LAMP Document, 
the PMDD, the Loving Will 
with Durable Power of 
Attorney, and (in Canada) 
the Life-Protecting Power of 
Attorney for Personal Care 
(See halovoice.org for more 
information.)
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1. No matter what life-sustaining procedure/medical treatment is in question, when in doubt, err on 
the side of life. A medical intervention can be tried with the option of stopping it if it proves ineff ective 
or excessively burdensome for the patient.
2. It is the physician’s obligation to truthfully and fully, in layperson’s terms, discuss with the patient/
proxy/family/guardian the benefi ts, risks, cost, etc. of available medical means that may improve the 
patient’s condition/prolong life. The focus should be on what the person making medical decisions 
needs to know in order to give truly informed consent.
3. The patient or the patient’s legal representative makes the decision whether a treatment is too 
burdensome. (Note: The patient’s life must never be ended because it is considered a burden to the 
patient or others.) If a patient wishes to fi ght for every moment of life, this is a legitimate interest to be 
respected.

4. It is impossible to make morally sound, sensible, informed health care decisions based on guesswork 
about some future illness or injury and possible treatment options. Health care decisions must be 
based on current information.

5. Two extremes are to be avoided:

•	 Insistence on physiologically useless or excessively burdensome treatment even when a patient 
may legitimately wish to forgo it.

•	 Withdrawal or withholding of treatment with the intention to hasten/cause death. 

6. The object and motive for administering pain medication must be to relieve pain. Death must not be 
sought or intended. (See HALO’s fact sheet “Drugs Commonly Used in Hospice and Palliative Care.”)

7. Nutrition and hydration, whether a person is fed with a spoon or through a tube, is basic care, not 
medical treatment. Insertion or surgical implantation of a feeding tube takes medical expertise, but it 
is an ordinary life-preserving procedure for a person who has a working digestive system but is unable 
to eat by mouth. 

•	 Acceptable - During the natural dying process, when a person’s organs are shutting down so 
that the body is no longer able to assimilate food and water or when their administration causes 
serious complications, stopping tube-feeding or spoon-feeding is both medically and morally 
appropriate. In these circumstances, the cause of death is the person’s disease or injury, not 
deliberate dehydration and starvation.

•	 Unacceptable - When a person is not dying—or not dying quickly enough to suit someone—
food and fl uids are often withheld with the intent to cause death because the person is viewed as 
having an unacceptably low quality of life and/or as imposing burdens on others. The direct cause 
of death is then dehydration and starvation.
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The Truth About
Assisted Suicide

1. “Phy sician-Assisted Suicide is Fundamentally 
Incompatible With The Physician’s Role as 
Healer” (American Medical Association Code 
of Medical Ethics Opinion 5.7).
Physicians must never support suicide. Even when a cure 
is not possible, suicidal patients require treatment for 
depression, assurance that their medical needs will be met, 
and physicians who value their lives.

2. Doctors Make Mistakes.
A 2017 Mayo Clinic study found that more than 1 out of 5 
referral patients may be incorrectly diagnosed.1Always seek 
a second opinion! Also, many patients have outlived doctors’ 
predictions of life-expectancy. Jeanette Hall was diagnosed 
with terminal cancer in 2000. She was determined to use 
Oregon’s physician-assisted suicide (PAS) law to end her 
life, but her physician persuaded her to accept treatment. 
She is still alive, and happily so, 20 years later. Valentine’s 
Day 2011, Wisconsinite Larry Larson was diagnosed with 
stage-4 pancreatic cancer. His doctor told him he had only 
one month to live. Larry sought treatment and lived three 
more years. Larry’s advice was, “Enjoy all the little things 
that you used to take for granted.”

3. The Claim That Assisted Suicide is Painless, 
Quick, and Peaceful is Misleading. 
In attempts to fi nd a cheaper way to kill, experiments with 
diff erent combinations of drugs have been conducted on 
human subjects. These experiments have resulted in painful, 
prolonged deaths.2 Also, a review of methods used in some 
U.S. states and European countries found “a relatively high 
incidence of vomiting (up to 10%), prolongation of death 
(up to 7 days), and re-awakening from coma (up to 4%).” 3

4. The “Safeguards” in  PAS Bills are Merely to 
Win Legislators’ Approval.
The assisted suicide lobby intends to remove all such 
regulations over time. In 2019, the Oregon Legislature 
waived the 15-day waiting period, a safeguard intended to 
give people the time and opportunity to change their minds 
after making a request for PAS. And, in January 2020, the 
Washington State Legislature began debating a bill (2419) 
to study the elimination of safeguards, termed “barriers to 
achieving full access to the Washington death with dignity 
act.”

5. “Unbearable Pain T hat Cannot be Relieved” 
is Far Less Common Than The Assisted 
Suicide Lobby Would Have Us Believe.
The Oregon Health Authority has produced a yearly 
report on PAS for over twenty years. The reasons people 
consistently have given for requesting PAS are decreasing 
ability to participate in activities that made life enjoyable, 
loss of autonomy, and loss of dignity. Pain has not been a 
major factor. (Note:  Oregon’s experience is not unique.)
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6. PAS Laws Foster a “Duty to Die” Attitude/
Provide Cover for Coercion and Murder.
Where it is legal, choosing PAS may be regarded as “noble” 
and dependent patients viewed as selfi sh for choosing to 
live at the expense of others. Ensuring that requests for PAS 
are entirely voluntary is impossible. Once the lethal drugs 
are picked up at the pharmacy, there is no further oversight. 
No witnesses are required at the death. A person “helping” 
the patient commit suicide may have ulterior motives 
– inheritance, life insurance, or simply freedom from 
caregiving responsibilities. Margaret Dore, an attorney and 
President of the organization Choice is an Illusion, asked, “If 
the patient objected or even struggled against administration, 
who would know?” She added, “The death certifi cate will 
report a natural death, which will create a legal cover up and 
also allow a perpetrator to inherit. More to the point, the Act 
will create a perfect crime. 4

7. PAS Robs Patients and Families of Closure.
Assisted suicide deprives victims of time with family and 
friends and, most importantly, opportunities to make peace 
with loved ones and with God. It wounds everyone involved.

8. PAS Removes The Incentive to Search for 
Cures That Save Lives and Relieve Suff ering. 
It costs less to kill than to provide medical treatment. Insurers 
also see PAS as the cheapest option.

9. Legalizing Assisted Suicide Undermines 
Suicide Prevention Eff orts.
Suicide is contagious. The National Suicide Prevention 
Lifeline Network (1-800-273-8255) warns that knowing 
others who have died by suicide makes it more likely a 
person will attempt or die by suicide. 

10. Legalizing PAS Puts Pressure on Healthcare 
Providers to Cooperate. 
Physicians who uphold Hippocratic ethical standards (e.g., 
“I will not give a deadly drug to anybody who asks for 
it”) are discriminated against. One study by the Christian 
Medical Association revealed that 40% of its members have 
felt pressure to compromise their convictions, and almost 
25% have lost their job or some benefi ts or were denied 
promotions because of their deeply held beliefs.5 In February 
2020, a hospice in Delta, BC, Canada was notifi ed it will 
lose its funding and will no longer be permitted to operate 
because it refuses to provide MAID (“medical assistance in 
dying”). Angelina Ireland, President of the Delta Hospice 
Society, stated, “[The hospice] worked really hard to have 
the people trust us that when they come to hospice they will 
not be killed… And now basically the government has said 
that any hospice that does not provide euthanasia, it’s not 
allowed to exist.”6
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Promoters of legislation to legalize assisted  suicide insist 
that what they support is not “suicide” and evade the truth 
by using softer terms – “death with dignity,” “end-of-life 
option,” “medical assistance in dying,” etc. Nevertheless, 
we all know instinctively that taking one’s own life is 
not decent or dignifi ed, not a choice to be encouraged 
or applauded. Nor is assisting another to kill himself a 
praiseworthy act. This is a deadly game of “let’s pretend,” 
and the far-reaching dreadful consequences of legalizing 
PAS are very real.
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The 24/7 HALO Helpline offers free and confidential information, support, and referrals for patients, 
their family members, and caregivers who have concerns about the treatment and care a patient is 

receiving in any healthcare setting, either at home or in a facility.

Some of the topics our patient advocates respond to the most often are:

Do YOU want to be a Voice for the Medically Vulnerable?

FOR MORE INFORMATION
www.halovoice.org | feedback@halovoice.org

INTERESTED IN BEING A “PATIENT ADVOCATE?”  
Please call: 1-888-221-4256 ext. 1

Any donation is gratefully accepted and tax-deductible to the full extent allowed by law. For your 
convenience, there are several donation options for you to consider. Visit www.halovoice.org/donate/

A Voice for the Medically Vulnerable


