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Back in the 1960s and 1970s, the British  TV show  
“Dr. Who” pulled in the crowds, especially when  
the Daleks came on the scene. The Daleks struck terror 

into the hearts of most eight-year-olds like me. Their chill-
ing battle cry, “Exterminate! Exterminate!” was enough to 
force my twin and me to seek refuge behind the sofa. But 
life moves on, and I thought I’d seen the last of  the Daleks.

A few months ago, and about forty years later, I saw the 
Daleks rear their ugly heads again. It was during a neona-
tology convention, when reference was made to new non-
invasive prenatal testing (NIPT) to detect Down syndrome 
and other chromosomal anomalies.1 It is estimated that 
90 percent of  mothers now opt for  abortion, unfortunately, 
once a diagnosis of Down syndrome is confirmed,  in what 
should be called “extermination of pregnancy.”

Lethal Anomalies

O  f the 185,824 abortions carried out in England and 
Wales in 2015, 3,213 abortions (2 percent) were done 

for the presumed risk that the child would be born “seri-
ously handicapped.”2 The handicaps include a wide range 
of conditions, such as Edwards syndrome (228 cases), Patau 
syndrome (73 cases), and even such conditions as cleft lip 
and cleft palate (11 cases), which are hardly serious handi-
caps, as they can be rectified by plastic surgery. However, 
the most common reason for a “termination of pregnancy” 
in this group at risk of “serious handicap” was a diagnosis 
of Down syndrome, with 689 cases. 

Dominic Wilkinson notes that in some neonatology 
circles, the term lethal anomaly is used to describe “a condi-
tion that invariably leads to death in utero or in the newborn 
period, regardless of attempted supportive treatment.”3  

Lists of lethal anomalies usually include trisomy 13 (Patau 
syndrome) and trisomy 18 (Edwards syndrome). Wilkinson 
strongly discourages the broad use of the term lethal anom-
aly, because for “many of the commonly described lethal 
malformations, long-term survival is possible if supportive 
interventions are provided.”4 It is sad to realize that with the 
advent of NIPT, Down syndrome could now be considered 
lethal—not because of the condition in itself but because the 
diagnosis means that the child is highly unlikely to survive 
to birth, owing to the increasing trend to abort such children. 

Strong Critique by Pope Francis

Faced with the reality of abortion, the usually mild- 
 mannered, peace-loving, and non-polemical Pope 

Francis goes into combat mode: 
Here I feel it urgent to state that, if the family is the 
sanctuary of life, the place where life is conceived 
and cared for, it is a horrendous contradiction when it 
becomes a place where life is rejected and destroyed. 
So great is the value of a human life, and so inalien-
able the right to life of an innocent child growing in 
the mother’s womb, that no alleged right to one’s own 
body can justify a decision to terminate that life, which 
is an end in itself and which can never be considered 
the “property” of another human being.5   

Instead of denouncing such vile acts, society lauds them 
in the name of progress and technology. At times Catholic 
health care workers may be afraid to speak out against abor-
tion. Usually they are presented with difficult scenarios, 
tragic and morally complex situations where the life of the 
mother, the life of the child in the womb, or the lives of both 
are in danger. However, while of vital importance, in devel-
oped countries these cases are extremely rare because of the 
availability of excellent obstetric care. Yet such rare cases are 
often used as a justification for allowing abortions in general. 

In England and Wales there has been on average one such 
case every year, which as a percentage is less than 0.000005 
percent. Yet the discussion surrounding these cases tends 
to drown out any reasonable reflection on the estimated 55 
million abortions performed globally each year. The focus 
on vital conflict conundrums is analogous to a major tech-
nology company manufacturing five billion computers and 
discovering that of the five billion, a single computer con-
tains a small but serious manufacturing error. Then, instead 
of fixing the problem, the company decides to liquidate the 
entire product line, citing unreliable workmanship. One case 
of vital conflicts should not prejudicially inform our opinion 
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when there have also been four billion, nine hundred and 
ninety-nine million, nine hundred and ninety-nine thousand, 
nine hundred and ninety-nine perfect results.

Sometimes such interventions after prenatal testing are 
given the misnomer “therapeutic abortions,” despite the 
fact that therapeutic is usually reserved for something that 
helps cure someone of  something, such as physiotherapy 
or a therapeutic dose of medicine. 

Who Are We to Judge? 

In the face of the high rate of abortion for children with 
Down syndrome, many would say, “Who are we to judge?” 
But in not judging, they have already decided that the 
majority of babies with Down syndrome should not live. 
Others say we should not condemn, yet they have already 
condemned these babies to death.  

It is a great contradiction that babies with Down syn-
drome are more likely to survive in my home parish in 
the Philippines, where prenatal screening is rare and such 
children are usually warmly welcomed, than in the United 
Kingdom with all its high-tech care. With all the develop-
ments and advances in technology, the British ability to 
welcome the child with Down children is underdeveloped 
and unadvanced. 

The Catholic voice needs to resound in such unjust situ-
ations, which are well described by St. Paul: “The time is 
sure to come when people will not accept sound teaching, 
but their ears will be itching for anything new and they will 
collect themselves a whole series of teachers according to 
their own tastes; and then they will shut their ears to the 
truth and will turn to myths” (2 Tim. 4 : 3–4, NJB). 

The Daleks are back in town, and their battle cry is as 
loud as ever. “We will exterminate—especially the children 
with Down syndrome!” Take care, because they are no 
 longer confined to television but may already be patrolling 
now in both your mind and your heart.
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However, what makes a dying patient uncomfortable or 
causes them suffering must be determined and appropri-
ately treated. The assessment should include the following 
questions: Is the patient experiencing physiological pain? Is 
the discomfort caused by psychological, emotional, or spiri-
tual distress (suffering)? Or is there a particular distressing 
symptom that needs to be identified and appropriately 
treated? Medicine and nursing practice are based on the 
assessment and treatment of disease and symptoms. 

Seeking the Best Treatment

Opiates are not always the appropriate treatment for 
pain. Neuropathic pain, described as burning and 

tingling or lancinating pain, is more appropriately treated 
with antidepressants, which block the reuptake of serotonin 
in the dorsal horn of the spinal column, or with anticon-
vulsants, which calm the inappropriate firing of nerve 
fibers. Pleuritic chest pain responds to nonsteroidal anti-
inflammatory drugs and not so well to opioids. Pain due 
to migraines may respond to ergot alkaloids; since a side 
effect of morphine is actually headache, this would not be 
the appropriate treatment. Heat, cold, massage, distraction, 
and other non-pharmacologic therapies are also effective in 
alleviating pain.

There is also a difference between physiological pain 
and psychological suffering. A woman giving birth to a 
child may experience pain but is not suffering, because she 
anticipates the birth of her child. A person with a diagnosis 

Both the principle of double effect and the teaching 
of the magisterium allow for the use of opioids for 
the suppression of pain and consciousness as death 

approaches, even if one foresees that the use of narcotics 
will shorten life, as long as the goal is pain relief and “death 
is in no way intended or sought.” But the principle of double 
effect should not be used to justify the administration of 
large doses of opiates or other mind-altering medications 
under the assumption that a dying patient should or might 
be having pain, anxiety, or dyspnea. 

Typically, a family member is told by health care pro-
fessionals that “we will make sure your relative does not 
suffer” or “we will make sure your relative is comfortable.” 
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of cancer may not be in pain but may be suffering as he or 
she contemplates mortality and concern for loved ones. 
What will my husband do when I am gone? The treatment 
for psychological suffering is not opiates. The treatment is 
cognitive, behavioral, and supportive therapies. 

In addition, the caregiver should ensure that the person 
has received the sacraments (Reconciliation, Anointing of 
the Sick, and Viaticum) and an Apostolic Pardon. Are there 
relatives with whom amends need to be made? Have all the 
children visited? There are an unlimited number of things 
that may cause psychological suffering. The causes need to 
be assessed and appropriately addressed. This is the essence 
of nursing: to assess, plan, intervene, and evaluate.

With the use of opiates, there is often an implicit assump-
tion that the health care professional can confidently predict 
when death is imminent. Certainly, if the patient is given 
morphine instead of having specific symptoms addressed, 
death will be imminent. Hospice nurses sometimes want 
to stop routine medication (such as antihypertensives, 
anticoagulants, diabetes medications, and antiarrhythmics) 
or discourage the family from administering antibiotics or 
considering tube feedings. A patient is not required to receive 
treatments whose burdens outweigh the benefits, but mor-
phine should not be substituted for addressing symptoms. 

Preserving Consciousness

The Catholic Church has long considered moral ques-
tions concerning how to address physical pain. In 

1957, Italian anesthesiologists asked Pope Pius XII, “Is the 
use of analgesics, whose use numbs [consciousness and 
knowledge], generally lawful, and particularly during the 
post-operative period, even with the dying and patients in 
danger of death, provided that in each case there is a clinical 
indication? Is it permissible even in certain cases (inoperable 
cancers, incurable diseases) in which the mitigation of pain 
is probably carried out at the expense of the duration of 
life, which is abbreviated thereby?” Implicit in the initial 
question is the assurance that an appropriate assessment 
has been completed and there is a “clinical indication” for 
the administration of morphine or other analgesics. 

Pius XII replied that it is licit to have pain treated: 
“Growth in God’s love and abandonment in His will [do] 
not come from the sufferings that are accepted, but from 
voluntary intention sustained by grace; this intention, in 
many dying, can take hold and become more alive if their 
sufferings are lessened, because these aggravate the state 
of weakness and physical exhaustion, hinder the impulse 
of the soul and undermine moral forces instead of sustain-
ing them. On the contrary, the suppression of pain seeks an 
organic and psychic relaxation, facilitates prayer and makes 
possible a more generous self-giving.” 

The Pope speaks here implicitly of a patient whose pain 
has been alleviated, who is conscious and is able to pray 
and give of self. Patients may choose not to have pain allevi-
ated, wanting instead to experience it intentionally so as to 
emulate the actions of Christ on Calvary, to atone for their 
own or others’ sins, or to acquire merit. This is a heroic act 

and is not required by the Church, but it is a path chosen by 
some individuals and should be respected. Patients are in no 
way obligated to suffer pain in emulation of Christ’s salvific 
sacrifice, but they also should not be robbed of knowledge 
or consciousness without serious reason.

Should health care professionals, not motivated by 
pain relief, suppress knowledge and consciousness in the 
dying? Pius XII discusses the importance of praying with 
the dying, mentioning the prayers the Church gives us to 
help the dying leave the world and enter eternity, which 
provide light, consolation, and strength to those who can 
take part in them. He says, “The dying person should not 
be deprived of knowledge or consciousness. When nature 
does, men must accept it; but they should not do it on their 
own initiative unless there are serious reasons for doing 
so. . . . The anesthesia used when death is approaching, 
with the sole purpose of avoiding a conscious end [for 
the patient], would be no longer a remarkable conquest of 
modern therapy but a truly deplorable practice.”

Medicine and nursing should, of course, alleviate true 
misery by appropriate means, but human beings are not 
dogs or horses to be put down, to be “put out of their mis-
ery.” Human beings are created in the image and likeness 
of God and destined for eternal life with God. The end of 
life culminates in our definitive meeting with God and our 
definitive choice for or against God. We need knowledge 
and consciousness to adopt our final disposition and impart 
blessings and words of wisdom. Preventing this “disgusts 
the Christian and even simple human feeling.” 

The Correct Clinical Approach

Pius XII states that “the dying person cannot allow, let 
alone ask the doctor, to procure unconsciousness if he 

thereby becomes incapable of fulfilling serious moral duties, 
for example, fixing important matters, making his will, 
confessing.” Also, “a conscientious doctor, even if he is not a 
Christian, will never yield to the pressure of whoever wishes, 
against the will of the dying person, to make him lose his 
lucidity so as to prevent him from making certain decisions.” 
The Pope concludes, however, that “if the dying man has 
fulfilled all his duties and received the last sacraments, if 
the clear medical indications suggest anesthesia, if in the fixation 
of the doses the amount allowed is not exceeded, if its intensity 
and duration are carefully measured and the patient is satisfied, 
then there is nothing that opposes it: anesthesia is morally 
licit” (emphasis added). Even when analgesia is medically 
indicated, the correct dosage and duration must be followed.

But is it licit if it may shorten the patient’s life? The Pope 
notes that the physicians refer only to avoiding “unbearable 
pain: for example, in cases of inoperable cancer or incur-
able disease,” and answers, yes, it is permitted, but only 
when it is truly indicated clinically. He notes that “it is also 
important . . . to ask whether the current state of science 
does not allow us to obtain the same result using other means” 
(emphasis added). 

Unfortunately, in many instances morphine is now 
being used to alleviate the suffering of family members 
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exhausted from caring for their loved ones. It is used for 
individuals who are experiencing the normal changes in 
breathing patterns due to approaching death, erroneously 
labeled “air hunger” or dyspnea. It is also used for those 
who are suffering but not in physical pain, “to make indi-
viduals comfortable” without identifying or treating the 
actual cause of discomfort, the specific symptoms caus-
ing distress. And it is used in doses that far exceed what 
is required to relieve actual pain or, erroneously, when 
another, more effective treatment is indicated to treat the 
underlying cause of pain. 

Open to God’s Grace

On April 28, 2018, in the Diocese of Krakow, Poland, 
Hanna Chrzanowska became the first lay Catholic nurse 
to be beatified. Her first approved miracle was the healing 
of a fellow nursing instructor who was her former student, 
Zofia Szlendak-Cholewinska, who suffered an inoperable 
brain aneurysm in 2001. At Hanna’s grave Zofia, who 
had lost her faith, prayed the Lord’s Prayer but forgot the 
words. She was so horrified that she exclaimed, “Hanna 
save me!” Several months later, in the middle of the night, 
the aneurysm ruptured and Zofia was taken to the hospital. 
She was in a coma for six weeks, and the doctors thought 
there was no real hope. The nurses of the Krakow Catholic 
Nurses Association started praying for Zofia at St. Nicholas 
Church, asking for Hanna’s intercession for a miracle. After 
six weeks, in the middle of a benediction at which the nurses 
were again praying specifically for Hanna’s intercession, 
Zofia’s friend Anna felt inspired to go to the hospital. There 
she found Zofia wide awake and fully conscious, asking for 
a priest, with no residual effects whatsoever. Later, Zofia 
relayed that just before she’d lost consciousness, she saw 
Hanna, and Hanna said, “Don’t worry. Everything will be 
all right.” Not only did Zofia recover from the coma without 
mental or physical deficit; her other symptoms and ailments 
(epilepsy, scars on the brain, etc.) were gone. She was in even 

better condition than before she had the aneurysm. Perhaps 
more miraculous is that she returned to the faith. 

By administering morphine and benzodiazepines to 
patients whom we only assume are in pain, do we inter-
fere with the opportunity for a miracle? Do we thwart the 
opportunity for reconciliation with God?

When we routinely administer mind-altering medica-
tion at the end of life because we assume a patient is suf-
fering or in pain, what we do is immoral, because it fails to 
account for actual symptoms and interferes with spiritual 
goods. Patients should be allowed to die a natural death. 
If they are experiencing physiological pain, psychological 
suffering, or distressing symptoms, then the nurses caring 
for them have a moral and professional obligation to assess 
them, determine the cause of the discomfort, and implement 
appropriate strategies to treat the pain, the suffering, and 
the symptoms. There must be serious clinical indications for 
the use of analgesia that causes loss of consciousness and 
knowledge. A patient should not be deprived of conscious-
ness at the end of life without serious reason.
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