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Right to refuse treatment 

1) Your right of informed consent includes 
ALL your legal options. 
  

2) Your right to decide what happens to 
your own body, which includes refusing 
treatment that is potentially life-saving.  

 

Based on common law, Constitutional law, 
statutes, and case law—from the UK, US, 
and Australia.  
(See T. M. Pope’s article, and the slides posted at: 
www.CaringAdvocates.org/presentations.php.)  
 





In June 2010 the Supreme Court of South Australia: 
Court granted an elderly woman’s wish to die after she 
clearly asserted her right to refuse to take food and 
medication.  The Court case was instigated by the 
Nursing Home in which she resided, because of 
concerns that her carers might face prosecution for 
assisting in a suicide.  

In Western Australia in 2009, the Chief Justice of the 
Supreme Court held that Christian Rossiter, a 
quadriplegic, be allowed to withdraw nutrition and 
medication. Where the advance directive is clear and 
unambiguous, there is no need to apply to the Court. 

The fundamental principle: a person of adult years and 
sound mind has the right to consent to, or refuse 
medical treatment, and to determine what shall be done 
with his own body.  

 



Hunter & New England Area Health Service v. A 
[2009] NSW SC 761, decided by McDougall J of the 
Supreme Court of New South Wales on 6 August 2009: 
the Area Health Service sought a declaration from the 
Court as to whether it would be justified in withholding 
treatment from Mr A in accordance with an advance 
directive he had signed a year earlier. 

McDougall J: As long as there is no doubt as to a 
person’s capacity to make his or her own decision as to 
medical treatment, and no factor such as misrepresent-
ation that might vitiate that consent, the wishes of a 
competent adult patient must be respected. The 
Court must feel “a sense of actual persuasion that the 
individual acted freely and voluntarily, and intended 
his or her decision to apply to the situation at hand”. 



The problem: Some powerful groups are 
more interested in promoting their own 
agenda than in respecting patients’ choices.  

Three examples of “groups”:  

A) US Catholic Bishops: Ethical and 
Religious Directive # 58 (revised); and,  

B) For-profit skilled nursing homes who use 
a Medicare/Medicaid Guide to strive for a 
“Five-Star” rating. 

C) Your relatives—who may wish to influence 
the kind of end-of-life care you receive. 
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PART FIVE  
Issues in Care for the Seriously Ill and Dying  
Introduction 
The Church’s teaching authority has addressed the moral 
issues concerning medically assisted nutrition and 
hydration. We are guided on this issue by Catholic 
teaching against euthanasia, which is “an action or an 
omission which of itself or by intention causes death, in 
order that all suffering may in this way be eliminated.”38 
While medically assisted nutrition and hydration are not 
morally obligatory in certain cases, these forms of basic 
care should in principle be provided to all patients who 
need them, including patients diagnosed as being in a 
“persistent vegetative state” (PVS), because even the 
most severely debilitated and helpless patient retains the 
full dignity of a human person and must receive ordinary 
and proportionate care. 



58. In principle, there is an obligation to provide patients 
with food and water, including medically assisted 
nutrition and hydration for those who cannot take food 
orally. This obligation extends to patients in chronic and 
presumably irreversible conditions (e.g., the “persistent 
vegetative state”) who can reasonably be expected to live 
indefinitely if given such care.40 Medically assisted 
nutrition and hydration become morally optional when 
they cannot reasonably be expected to prolong life or 
when they would be “excessively burdensome for the 
patient or [would] cause significant physical discomfort, 
for example resulting from complications in the use of 
the means employed.”41 For instance, as a patient draws 
close to inevitable death from an underlying progressive 
and fatal condition, certain measures to provide 
nutrition and hydration may become excessively 
burdensome and therefore not obligatory in light of their 
very limited ability to prolong life or provide comfort. 
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“But they just want to save me.” 
 

(From: The BEST WAY to Say Goodbye: A Legal Peaceful Choice at 
the End of Life, page 226-7.)  

Recently I learned that a family member felt compelled 
to fight my Advance Directive. 
 

I trust my doctors to HONOR my Advance Directive—as 
long as I can still express myself. 
 

But once I fall asleep, I will suddenly be fair game for a 
whole host of individuals who want to make a “cottage 
industry” of my fate.   
 

 Learning point: Even if you start VOLUNTARILY 
competent, you must have an Advance Directive and 
Physician’s Orders in place—if you want to make sure 
you will have a timely, peaceful transition.   
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“Plan Now; Die Later—ironclad strategy”   

can overcome challenges from others 

 1.My Way Cards (Informed + Selection)   

2.My Way Cards—Living Will  
(Clear and convincing specific expression)  

3.Natural Dying Advance Directive  
(validation by notary/witness)  

4.Natural Dying Physician’s Orders  
(consent NOW + doctor implementation LATER)  

5.Natural Dying DNR Medallion  
(when worn: notifies all—includes registry)    

6.Natural Dying Agreement + Affidavit 
(Will strengthen the strategy, if needed) 

 



      My Way Cards use plain, straightforward  language 
with almost no medical jargon. Sorting expresses your 
“Known Wishes” clearly and convincingly to future 
decision-makers/doctors/courts re: WHAT specific 
treatment you DO/do NOT want for specific conditions.  
 

RECORDING (audio or video) your explanations as you 
sort the cards, or later as you explain your My Way 
Cards—Living Will, can be evidence to prove you had 
decisional capacity: Understood the alternatives’ 
potential benefits/risks; Appreciated their consequences 
to you and others; and used Reasoning to Express a 
choice, which was Consistent overtime. (U-CARE). 
 

The RECORDING can also demonstrate that your 
emotions were stable and that your choices were made 
with solemnity and diligence since you considered each 
item 3 times. Resorting in a month proves consistency. 
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 

Example: One of the 47 My Way Cards.  
This one plays a key role in VRFF. 



 

 
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 
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Patients can cross out the bolded words with a thin line, to indicate 
they DID explicitly indicate otherwise when competent. They sign in 
the margin and have a notary acknowledge signing for this important, 
additional end-of-life preference. 
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Medallions for emergency 
medical personnel (paramedics) 

 
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Available from www.PlanNowDieLater.org 
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Summary: the underlying premise of the  
“Plan Now; Die Later—Ironclad Strategy”: 

Do you want to be sure no person/institution will try to 
sabotage your plan for a timely and peaceful transition? 
The strongest way to express your conviction may be to 
disqualify your “future demented self.” Then, a third 
party challenge is very unlikely. How can another claim 
s/he knows what is really in your “Best Interest” when 
even the new “you” is bound by your previous wishes?  
 

This is ironic: the more obvious it is your strategy will be 
effective, the less likely anyone will challenge you,  to test 
the strategy in court. So no case will set a legal precedent 
or be reported by the media. Good news: dying can be 
private. Bad news: many may remain uninformed, suffer 
long and needlessly, or risk punishment for acts they do 
not need to commit because they did not know they could 
plan ahead to use this legal alternative. 





 
Contact info and resources:  

 Stanley A. Terman, PhD, MD 

Board Certified in Psychiatry 

Medical Director, Caring Advocates  

Carlsbad, CA (plus other states) 

800 647 3223; 760 431 2233;  
SKYPE: stan_terman 

Email: DrTerman@gmail.com   Sites are linked: 

www.CaringAdvocates.org (has this presentation) 

www.MyWayCards.org (video, sample forms) 

www.PlanNowDieLater.org (Ironclad Strategy) 

 



 
 
7.      TO DO: “Cognitive Interviewing” (as Gordon Willis teaches) with 
subjects known to have various levels of education and health care literacy 
(as assessed by using the “METER” tool). In addition to item-by-item 
exploration, people will take a pre- and post-test called, “What I learned 
from sorting My Way Cards.” Of significant interest are people with known 
low education/health care literacy; and patients with early/mild dementia 
or minimal cognitive impairment.  
 
8.      In process: Items have been translated into Spanish and Chinese. TO 
DO: Back-translate and then test on people who only speak these native 
languages. 
 
9.      Ongoing: revise and update the Facilitators’ Training Manual. 
 

Dr. Barbara Hayes of the Center for Health and Society, U. 
Melbourne, at “Respecting Patient Choices”—excerpt from her 
talk on “Trustworthiness,” Ethics session, International 
Conference on Advance Care Planning , April, 2010: 
 
“Victorian legislation would say you have to feed the person by 
hand. It is a recognized part of palliative care. Our legislation 
says you have to provide reasonable fluids and food—meaning 
you have to offer food. You don’t have to use PEG or NG tubes. 
I would be required to feed the person, REGARDLESS  OF 
PREVIOUSLY  EXPRESSED  WISHES.”  
   
“I would also see this as unacceptable to have a hungry patient 
in front of me, wanting to eat something, and say, “Well, no, 
you said before you didn’t want this. I’m not going give you 
any. I could not do that. I think that would be wrong.”  
 

{Comment: Is this “Respecting Patient Choices”?}  
 


