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Welcome to Light University and the “Aging and Seniors 2.0” program of study. 
 
Our prayer is that you will be blessed by your studies and increase your effectiveness in 
reaching out to others. We believe you will find this program to be academically sound, 
clinically excellent and biblically-based. 
 
Our faculty represents some of the best in their field – including professors, counselors and 
ministers who provide students with current, practical instruction relevant to the needs of 
today’s generations. 
 
We have also worked hard to provide you with a program that is convenient and flexible – 
giving you the advantage of “classroom instruction” on DVD-based lectures, peer interaction, 
and allowing you to complete your training in the comfort of your home or office. 
 
Thank you for your interest in this program of study. Our prayer is that you will grow in 
knowledge, discernment, and people-skills throughout this course of study. 
 
Sincerely, 

 
Ron Hawkins 
Dean, Light University 
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The American Association of Christian Counselors 
 

 Represents the largest organized membership (nearly 50,000) of Christian counselors and 
caregivers in the world, having just celebrated its 30th anniversary in 2016. 
 

 Known for its top-tier publications (Christian Counseling Today, the Christian Counseling 
Connection and Christian Coaching Today), professional credentialing opportunities offered 
through the International Board of Christian Care (IBCC), excellence in Christian counseling 
education, an array of broad-based conferences and live training events, radio programs, 
regulatory and advocacy efforts on behalf of Christian professionals, a peer-reviewed Ethics 
Code, and collaborative partnerships such as Compassion International, the National 
Hispanic Christian Leadership Conference and  Care Net (to name a few), the AACC has 
become the face of Christian counseling today. 

 

 The AACC also helped launch the International Christian Coaching Association (ICCA) in 
2011, and has developed a number of effective tools and training resources for Life 
Coaches. 

 
 
Our Mission 
 

The AACC is committed to assisting Christian counselors, the entire “community of care,” 
licensed professionals, pastors, and lay church members with little or no formal training. It is 
our intention to equip clinical, pastoral, and lay caregivers with biblical truth and psychosocial 
insights that minister to hurting persons and helps them move to personal wholeness, 
interpersonal competence, mental stability, and spiritual maturity. 
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Our Vision 
 

The AACC’s vision has two critical dimensions: First, we desire to serve the worldwide Christian 
Church by helping foster maturity in Christ. Secondly, we aim to serve, educate, and equip 
1,000,000 professional clinicians, pastoral counselors, and lay helpers throughout the next 
decade. 
 
We are committed to helping the Church equip God’s people to love and care for one another. 
We recognize Christian counseling as a unique form of Christian discipleship, assisting the 
church in its call to bring believers to maturity in the lifelong process of sanctification—of 
growing to maturity in Christ and experiencing abundant life.  
 
We recognize some are gifted to do so in the context of a clinical, professional and/or pastoral 
manner. We also believe selected lay people are called to care for others and that they need 
the appropriate training and mentoring to do so. We believe the role of the helping ministry in 
the Church must be supported by three strong cords: the pastor, the lay helper, and the clinical 
professional. It is to these three roles that the AACC is dedicated to serve (Ephesians 4: 11-13). 

 
Our Core Values 
 

In the name of Christ, the American Association of Christian Counselors abides by the following 
values: 
 

VALUE 1: OUR SOURCE 
We are committed to honor Jesus Christ and glorify God, remaining flexible and responsive to 
the Holy Spirit in all that He has called us to be and do. 
 
VALUE 2: OUR STRENGTH 
We are committed to biblical truths, and to clinical excellence and unity in the delivery of all our 
resources, services, training and benefits. 
 
VALUE 3: OUR SERVICE 
We are committed to effectively and competently serve the community of care worldwide—
both our membership and the church at large—with excellence and timeliness, and by over-
delivery on our promises. 
 
VALUE 4: OUR STAFF 
We are committed to value and invest in our people as partners in our mission to help others 
effectively provide Christ-centered counseling and soul care for hurting people. 
 
VALUE 5: OUR STEWARDSHIP 
We are committed to profitably steward the resources God gives to us in order to continue 
serving the needs of hurting people. 
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Light University 
 

 Established in 1999 under the leadership of Dr. Tim Clinton—has now seen nearly 250,000 
students from around the world (including lay caregivers, pastors and chaplains, crisis 
responders, life coaches, and licensed mental health practitioners) enroll in courses that are 
delivered via multiple formats (live conference and webinar presentations, video-based 
certification training, and a state-of-the art online distance teaching platform). 
 

 These presentations, courses, and certificate and diploma programs, offer one of the most 
comprehensive orientations to Christian counseling anywhere. The strength of Light 
University is partially determined by its world-class faculty—over 150 of the leading 
Christian educators, authors, mental health clinicians and life coaching experts in the United 
States. This core group of faculty members represents a literal “Who’s Who” in Christian 
counseling. No other university in the world has pulled together such a diverse and 
comprehensive group of professionals. 

 

 Educational and training materials cover over 40 relevant core areas in Christian—
counseling, life coaching, mediation, and crisis response—equipping competent caregivers 
and ministry leaders who are making a difference in their churches, communities, and 
organizations. 

 
 
Our Mission Statement 
 

To train one million Biblical Counselors, Christian Life Coaches, and Christian Crisis Responders 
by educating, equipping, and serving today’s Christian leaders. 

 
 

 

Academically Sound • Clinically Excellent • Distinctively Christian 
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Video-based Curriculum 
 

 Utilizes DVD presentations that incorporate over 150 of the leading Christian educators, 
authors, mental health clinicians, and life coaching experts in the United States. 
 

 Each presentation is approximately 50-60 minutes in length and most are accompanied by a 
corresponding text (in outline format) and a 10-question examination to measure learning 
outcomes. There are nearly 1,000 unique presentations that are available and organized in 
various course offerings. 

 

 Learning is self-directed and pacing is determined according to the individual time 
parameters/schedule of each participant. 

 

 With the successful completion of each program course, participants receive an official 
Certificate of Completion. In addition to the normal Certificate of Completion that each 
participant receives, Regular and Advanced Diplomas in Biblical Counseling are also 
available.  
 

 The Regular Diploma is awarded by taking Caring For People God’s Way, Breaking 
Free and one additional Elective among the available Core Courses. 
 

 The Advanced Diploma is awarded by taking Caring For People God’s Way, Breaking 
Free, and any three Electives among the available Core Courses. 

 
 

Credentialing 
 

 Light University courses, programs, certificates and diplomas are recognized and endorsed 
by the International Board of Christian Care (IBCC) and its three affiliate Boards: the Board 
of Christian Professional & Pastoral Counselors (BCPPC); the Board of Christian Life Coaching 
(BCLC); and the Board of Christian Crisis & Trauma Response (BCCTR). 
 

 Credentialing is a separate process from certificate or diploma completion. However, the 
IBCC accepts Light University and Light University Online programs as meeting the 
academic requirements for credentialing purposes. Graduates are eligible to apply for 
credentialing in most cases. 
 

 Credentialing involves an application, attestation, and personal references. 
 

 Credential renewals include Continuing Education requirements, re-attestation, and 
occur either annually or biennially depending on the specific Board.  
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Online Testing 
 

The URL for taking all quizzes for this course is: http://www.lightuniversity.com/my-account/. 
 

 TO LOGIN TO YOUR ACCOUNT 
 

 You should have received an email upon checkout that included your username, 
password, and a link to login to your account online. 

 

 MY DASHBOARD PAGE 
 

 Once registered, you will see the My DVD Course Dashboard link by placing your mouse 
pointer over the My Account menu in the top bar of the website. This page will include 
student PROFILE information and the REGISTERED COURSES for which you are 
registered. The LOG-OUT and MY DASHBOARD tabs will be in the top right of each 
screen. Clicking on the > next to the course will take you to the course page containing 
the quizzes. 

 

 QUIZZES 
 

 Simply click on the first quiz to begin. 
 

 PRINT CERTIFICATE 
 

 After all quizzes are successfully completed, a “Print Your Certificate” button will appear 
near the top of the course page. You will now be able to print out a Certificate of 
Completion. Your name and the course information are pre-populated. 
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Continuing Education 
 
The AACC is approved by the American Psychological Association (APA) to offer continuing 
education for psychologists. The AACC is a co-sponsor of this training curriculum and a National 
Board of Certified Counselors (NBCC) Approved Continuing Education Provider (ACEPTM). The 
AACC may award NBCC approved clock hours for events or programs that meet NBCC 
requirements. The AACC maintains responsibility for the content of this training curriculum. The 
AACC also offers continuing education credit for play therapists through the Association for Play 
Therapy (APT Approved Provider #14-373), so long as the training element is specifically 
applicable to the practice of play therapy. 
  
It remains the responsibility of each individual to be aware of his/her state licensure and 
Continuing Education requirements. A letter certifying participation will be mailed to those 
individuals who submit a Continuing Education request and have successfully completed all 
course requirements. 
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Presenter Biographies 
 

 
Timothy Jennings M.D., is a board certified Christian psychiatrist, master 
psychopharmacologist, lecturer, international speaker and author. Dr. Jennings was voted one 
of America’s Top Psychiatrists by the Consumer’s Research Counsel of America in 2008, 2010, 
2011, and 2012. Dr. Jennings is a Fellow of the American Psychiatric Association, President of 
the Tennessee Psychiatric Association, Vice-President of the Southern Psychiatric Association, 
President and Founder of Come and Reason Ministries a not-for-profit Christian Ministry, and is 
in private practice in Chattanooga, Tennessee. His latest book, The God-Shaped Brain: How 
Changing Your View of God Transforms Your Life was released by Intervarsity Press April 2013. 
His lectures and written material can be found at his ministry website 
www.comeandreason.com  
 
Kathie Erwin, Ed.D, is an Assistant Professor at Regent University, a National Certified 
Gerontological Counselor, National Certified Counselor, and Licensed Mental Health Counselor 
in Largo, FL. She is the author of five counseling books, an ethical thriller novel, and an award-
winning screenplay. Dr. Erwin’s latest book is Group Techniques for Aging Adults, 2nd Edition. 
 
Linda Mintle, Ph.D., is a Licensed Marriage and Family Therapist (LMFT), Licensed Clinical Social 

Worker (LCSW), professor, author, and national speaker. She serves as Chair of Behavioral 

Health at the College of Osteopathic Medicine at Liberty University in Lynchburg, Virginia. With 

30 years of clinical experience working with couples, families and individuals, she is an expert 

on relationships and the psychology of food, weight, and body image. Dr. Mintle also serves as 

a national news consultant, BeliefNet blogger, and radio show host. She is a best-selling author 

with 19 book titles, including I Married You, Not Your Family and Divorce Proofing Your 

Marriage. 
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Summary 

This lesson focuses on aging, factors that accelerate aging, common illnesses in aging, and 

interventions that slow the aging process and maximize functioning. Aging is a chronological 

and functional process, but functional aging incorporates a more accurate depiction of the 

aging process. All things deteriorate as a result of genetics, exposure to certain elements, and 

consumption of specific items. Common factors that contribute to aging include: chronological 

age, glycation, telomere shortening, and oxidative stress. Aging can be slowed and illness 

reduced by a healthy diet, exercise, avoiding toxic substances, and healthy spirituality. 

 

Learning Objectives 

1. Participants will examine aging and factors that accelerate it. 

2. Participants will identify common acute and chronic illnesses of aging. 

3. Participants will formulate an action plan to slow the aging process and reduce risk of 

illness. 
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I. Aging 

A. What is Aging? 

1. Aging may be considered either chronologically growing older or functionally 

growing older. 

 God is ancient, but is God “elderly?” 

 

2. Functional aging is characterized by a slow decline in vitality and ability regardless 

of one’s chronological age. 

 

3. Aging is more functional, as those with an older chronological age can have fewer 

signs of aging as compared to those that are younger chronologically. 

 

 

B. The Aging Process 

1. The decisions we make have a huge impact on the aging process. 

 

2. How we live our lives also has an impact on the aging process. 

 

 

II. Contributors to Functional Decline 

A. Chronologic Age 

1. The longer we are alive, the more exposure and wear and tear there is on the body. 

 

2. The longer we live, the greater the degradation. 

 

 

B. 2nd Law of Thermodynamics 

1. The law of entropy means that things deteriorate with time and age (e.g., leaving a 

car or home unattended for many years). 
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 The Bible says that when Adam sinned, “dying you will die,” meaning that the 

body would degrade slowly over time. 

 

2. The human genome is an instruction manual containing a library of information. 

 DNA molecules are like letters that cluster to form words. 

 The words group to form genes, which then group into chromosomes (volumes). 

 Chromosomes group into the genome (library), which contains 3.2 billion base 

pairs in 23 chromosomes. 

 

3. Each generation of DNA has 1000 new mutations that the last generation did not. By 

age 65, individuals may have up to 6000 new mutations that were not present at 

birth, due to environmental exposure.1 

 

4. There has not been a single mutation found that has added information to the 

human genome or improved the species.2 

 

5. The human genome is slowly degrading. 

 

6. A study done through 32 centuries indicated that there has been a steady decline 

through the lifespan, which matched a biological regression or decay curve exactly. 

 

7. In 1900, only 39% of males and 43% of females reached age 65, but in 1997, 77% of 

males and 86% of females reached age 65.3 

 

8. An increase in longevity within the past 100 years may be due to reduced infections, 

cleaner water, safer food, sanitation, better nutrition, vaccinations, antibiotics, and 

improved dental care. 
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9. In the 1900’s, 30% of deaths were due to infections such as pneumonia, influenza, 

tuberculosis, diarrhea, and enteritis. 

 

10. 60% of all deaths in the 1990’s were due to heart disease, cancer, and strokes, 

which are resultant of the degrading of the body.4 

 

11.  The causes of death today include cardiovascular disease (28.2%), cancer (22.2%), 

strokes (6.6%), chronic lung disease (6.2%), Alzheimer’s disease (4.2%), diabetes 

(2.9%), flu and pneumonia (2.6%), accidental injury (2.2%), and other causes 

(24.0%).5 

 

12.  The percentage of individuals over the age of 65 in America grew from 8% (12 

million) in 1950 to 12% (36 million) in 2002 with an estimated 71 million by the year 

2030.6 

 

13. From 1950 to 2002, there was an eight-fold increase in the number of individuals 

over the age of 85. There will be an estimated seven million people over 85 in 2020 

and 14 million people over 85 by 2040.7 

 

 

C. Oxidation 

1. Oxidative stress is the damage to DNA, proteins, and lipids (fatty substances) caused 

by oxidants, which are highly reactive substances containing oxygen. 

 

2. Antioxidants protect the body from oxidation. 

 

3. Obesity increases oxidative stress, because adipose tissue produces reactive oxygen 

species and reduces the production of antioxidant enzymes. 

 Obesity is caused by poor diet, failure to exercise, genetics, certain medications, 

and chronic stress. 
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4. Obesity rates in the United States include:8 

 40.4% of men and 42.4% of women between the ages of 55 and 64 are obese 

 36.6% of men and 35.6% of women between the ages of 65 and 74 are obese 

 25.6% of men and 25.9% of women aged 75 and older are obese 

 80.5% of men and 69.4% of women between 55 and 64 are overweight or obese 

 79.1% of men and 69.6% of women between 65 and 74 are overweight or obese 

 70.8% of men and 61.3% of women are overweight or obese 

 The reason for a decrease in the percentages of obese and overweight 

individuals with age is the high number of those who were obese and died. 

 At age 70, an obese person’s brain has 8% less brain volume and the brain 

appears 16 years older than a normal weight person and age 70. An overweight 

person’s brain has 4% less brain volume and appears eight years older.9 

 

5. Causes of increased oxidative stress include: 

 Obesity  

 Alcohol, tobacco, and drugs suppress antioxidant enzymes, disrupt mitochondrial 

function, increase the production of super oxides and free radicals, and activate 

the brain’s stress response. 

 Chronic stress, abuse, or violence causes the brain to develop an up-regulated 

anxiety and fear circuitry that is less able to calm itself. 

 An unhealthy spirituality involving a fear-inducing God. 

 

6. From the God construct, there is a series of beliefs that help one deal with the 

construct. 

 

7. Activation of the fear circuits further activates both fight or flight responses and 

inflammation, which protect the body from bacteria and infection, but also can 

damage bodily tissue. 
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D. Telomere Shortening 

1. Telomeres aid in mitosis (the division of cells), which leads to the reproduction of 

younger cells. The shortening of telomeres prevents the production of new cells.10 

 

2. Telomere length declines in dividing cells as we age. Telomeres are 8000 base pairs 

in length at birth, 3500 at age 35, and 1500 at age 65.11 

 

3. Telomeres are slightly longer in females as compared to males.12 

 

4. 80% of variance in telomere length is due to heredity and 20% is due to 

environment.13 

 

5. Childhood adversity, mood disorders, and hostility contribute to accelerated 

shortening of telomeres. 

 

6. Healthy diet and exercise lengthen telomeres. 

 

 

E. Glycation 

1. Glycation is the processing of sugars in an abnormal way, which causes the binding 

of glucose to proteins and the altering of DNA structure. 

 

2. The altered protein/DNA is an Advance Glycation End-Product (AGE). 

 

3. AGEs react with body tissues to produce free radicals and reactive oxygen species, 

increasing oxidative stress. 

 

4. AGEs damage collagen, and skin thins, wrinkles, and loses elasticity. 
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5. AGEs bind with oxidized low-density lipoprotein (LDL) in the arterial walls, causing 

inflammation and obstruction. This prevents high-density lipoprotein (HDL), or good 

cholesterol, from removing LDL. 

 

6. The two primary sources of AGEs are food and body metabolism. 

 The browning of food is a cooking technique that helps to give desirable flavor to 

food. 

 Browning is achieved by heating or cooking sugars with proteins in the absence 

of water, and in this process AGEs are formed. 

 Browned, fried, charred, seared, and grilled foods are examples of AGE sources. 

 It is estimated that 30% of food-borne AGEs are absorbed when ingested. 

 

7. The second source for AGEs happens inside the body through normal metabolism 

and aging. 

 High blood sugar levels increase AGEs, which is why diabetics have higher rates 

of cardiovascular disease and organ damage. 

 

 

III. Chronic Illness in Aging 

A. Osteoarthritis and Rheumatoid Arthritis 

1. 43 million Americans suffer from osteoarthritis or rheumatoid arthritis. 

 

2. Osteoarthritis symptoms are joint soreness, warmth, swelling, stiffness, pain, and 

deterioration. 

 

3. Risk factors for osteoarthritis include age, obesity, inflammation, diet, diabetes, and 

injury. 
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 Every one pound of weight adds four pounds of pressure to the knees and six 

pounds of pressure to the hips. 

 Gout is 60% genetic and 12% diet. 

 

4. Treatment of osteoarthritis includes prevention, controlling pain and symptoms, and 

improving ability to function in daily activities (i.e., exercise, weight control, joint 

protection, physical and occupational therapy, medications). 

 One study found that one teaspoon of ground ginger per day within 11 days 

resulted in 25% reduction in exercise related soreness compared to placebo. 

 

 

B. Cardiovascular Disease 

1. 40 million people over the age of 60 and 72% of those between the ages of 60 and 

79 suffer from cardiovascular disease.  

 

2. Risk factors include age, genetics, and inflammation. 

 

3. Smoking, alcohol, drugs, poor diet, sedentary lifestyle, and life stress increase 

inflammation. 

 

4. Treatment for cardiovascular disease includes prevention, lifestyle change to reduce 

risk, and medications by a doctor. 

 Lifestyle changes may include stopping the use of tobacco, alcohol, and drugs, as 

well as adding exercise, Mediterranean dieting, healthy spirituality, stress 

management, and medication. 
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C. Cancer 

1. 1.6 million new cases of cancer per year, 77% of cancer diagnoses are in those 55 or 

older. 

 

2. Age, tobacco, alcohol, illegal drug use, too much sunlight, viruses and bacteria, 

ionizing radiation, certain chemicals, poor diet, obesity, and lack of exercise can all 

increase cancer risk. 

 

3. A vegetarian diet, limited sunlight (10-15 minutes per day without burn), normal 

body weight, exercise, no smoking, alcohol, or illegal drugs, avoiding pollutants, 

water, vaccines, regular exams, and early detection can all reduce cancer risk. 

 

 

D. Osteoporosis 

1. Osteoporosis affects 10 million Americans with 80% women. 

 

2. 25% of men and 50% of women over 50 will break a bone due to osteoporosis. 

 

3. Osteoporosis is a loss of bone density and strength, which leads to a higher 

likelihood of fractures. 

 Common fractures are seen in the hips, vertebrae of the spine, and wrists. 

 

4. Risk factors for osteoporosis include: sex, Caucasian or Asian, having low calcium 

levels, low vitamin D, low estrogen or testosterone, not exercising enough, certain 

illnesses, anorexia, heavy alcohol use, smoking, chronic stress and depression, and 

certain medications. 

 

5. There are no symptoms for decades. Later symptoms include pain, fractures, loss of 

height, and stooped posture. 
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6. Treatment for osteoporosis includes: prevention, healthy diet, supplemental calcium 

and vitamin D, exercise, stopping smoking and alcohol use, fall precaution and 

prevention, and medication. 

 

 

E. Diabetes 

1. 10.9 million Americans have diabetes; including 26% of people over the age of 65 

have Diabetes Mellitus Type II. 

 

2. Diabetes Mellitus Type I is due to the destruction of the cells that produce insulin. 

 

3. Diabetes Mellitus Type II is due to an insulin resistance and inflammation, resulting 

in increased obesity, blood sugar with AGEs, further inflammation, and damage to 

end organs (i.e., neurons, retina, vasculature, and kidneys). 

 

4. Treatment includes prevention, lifestyle changes, and medication.  

 Helpful lifestyle changes include exercise, a Mediterranean diet, weight loss, 

stress management, and regular sleep. 

 A recent study found that ½ teaspoon of cinnamon a day reduces the risk of 

diabetes and cardiovascular disease within six weeks. 

 

 

F. Acute Illness in Aging 

1. Heart attacks result from chronic conditions being neglected. 

 

2. Bone fractures result from chronic conditions not being treated such as 

osteoporosis. 

 

3. Pneumonia results from infections that weaken the immune system. 



Aging and Seniors 2.0 

Light University                                                                                      23 

4. Acute respiratory failure results from infections that weaken the immune system. 

 Rates of those aged 65-83 are double those of people aged 55-64 and triple 

those younger than 55.15 

 

5. Treatment of acute illness includes prevention (healthy nutrition, exercise, and 

sleep), immunizations, hand washing, safety precautions, regular doctor visits and 

prevention screening, and acute medical treatment.  

 

 

IV. Slowing Age and Reducing Risk of Illness 

A. Anti-inflammatory Diet 

1. Consume more fruits such as: blueberries, blackberries, strawberries, cherries, 

apples, broccoli, spinach, kale, peaches, cabbage, cauliflower, tomatoes, carrots, 

citrus, and garlic. 

 

2. Reduce sugar consumption. The average American consumes 125-150 pounds of 

sugar per year. 

 

3. Avoid high fructose corn syrup. Fructose is ten times more oxidizing than glucose. 

 

4. Drink water. 

 

5. Stabilize blood sugar levels, eat complex carbs and proteins, and have a high fiber 

diet. 

 

6. Eat raw nuts regularly. 

 

7. Eat vegetables and fruits raw, boiled, or steamed. 
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8. Limit consumption of browned, caramelized, and deep-fried foods. 

 

9. Limit meat and cook slowly at low temperatures. 

 

10. Use scavengers of AGEs, including rhodeola rosea, green tea, grape seed extract, 

omega-3 fatty acids, carnosine, vitamin B6, and alpha lipoic acid (i.e., broccoli, 

spinach, collard greens, chard, and brewers yeast). 

 

 

B. Regular Exercise 

 

 

C. Physical and Mental Rest 

1. Blue zones are the areas in the world with the longest lifespans, including Ikaria, 

Greece, Nicoya, Costa Rica, Okinawa, Japan, Sardinia, Italy, and Loma Linda, 

California. 

 

2. Loma Linda, CA has a heterogeneous population with a high level of Seventh Day 

Adventists, who strictly observe the Sabbath (day of rest), eat healthy, don’t smoke, 

drink or use drugs, exercise more than most, and have less obesity.15 

 

 

D. Healthy Spirituality 

1. Worship a God of love. 

 

2. Volunteer. 

 

3. Forgive others. 
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4. Resolve guilt in healthy ways. 

 

5. Trust God with outcomes. 

 

 

E. Fresh Air and Hydration 

 

 

F. Avoidance of Inflammatory Substances 

 

 

G. Antioxidants 

1. N-acetyl cysteine, omega 3 fatty acids, vitamin E, vitamin C, flavonoids are 

antioxidants. 

 

2. These antioxidants can be found in fresh fruit juices. 

 

 

V. Summary 

A. Functional aging 

1. Functional aging is a slow deterioration of ability. 

 

2. Functional aging is accelerated by inflammation. 

 

3. Inflammation is increased by many lifestyle choices. 

 

 

B. Aging Slow 

1. Aging can be slowed and illness reduced by a healthy diet and exercise. 
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2. Aging can also be slowed by avoiding toxic substances and attaining healthy 

spirituality (i.e., altruism, rest, forgiveness). 

 

 

VI. Resources: 

Centers for Disease Control and Prevention: www.cdc.gov/aging/data/index.htm; 

www.cdc.gov/aging/ 

 

Administration on Aging: www.aoa.gov/AoARoot/Aging_Statistics/index.aspx  

 

AgingStats.gov: www.agingstats.gov/agingstatsdotnet/main_site/default.aspx 

 

Come And Reason Ministries: www.comeandreason.com/  

 

Timothy R. Jennings, “The God-Shaped Brain: How Changing Your View of God 

Transforms Your Life.” Downers Grove, IL: InterVarsity Press, 2013. 

 

Timothy R. Jennings, “Could It Be This Simple? A Biblical Model for Healing the Mind.” 

Lennox Publishing, 2012. 
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Summary 

Erratic, unpredictable behaviors are part of Alzheimer’s disease and other dementias, which 

cause the greatest frustration for family caregivers. What can seem to be an appropriate 

response is often the wrong response. Helping families understand behavioral challenges with 

this disease is crucial to teaching them how to better cope as each stage unfolds. 

 

Learning Objectives: 

1. Participants will compare the stages of dementia with losses that lead to behavioral 

problems. 

 

2. Participants will identify typical behavioral challenges in Alzheimer’s and dementia. 

 

3. Participants will develop positive, compassionate responses to behavioral challenges. 
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I. Human Behavior 

A. Purpose 

1. All human behavior has purpose. 

 

2. Just because, as a caregiver, the behavior is not understood, that does not mean 

there is not something behind the behavior. 

 It might not be a cognitive thought; it may be a need. 

 One should find what the need is, and respond to that need. 

 

3. Be careful not to diminish any expression that a person with Alzheimer’s or 

dementia displays, because what they are displaying is all they have to give. 

 This is the opportunity to communicate better with them. 

 

 

B. Change and Behavior 

1. Alzheimer’s and dementia will drastically alter the way behaviors are expressed. 

 

2. Just about the time a family caregiver finds a good way to deal with a problem 

behavior, a new behavior emerges. 

 

 

II. Connection Between Disease Stages and Behaviors 

A. The Seven-stage Global Deterioration Scale1 

 

Stage Cognitive Decline Characteristics of this stage 

1 
No noticeable 

decline 
Normal aging, no memory impairment 

2 Very mild Occasionally forgetful, still socially appropriate 

3 Mild 
Confusion, anxiety, difficulty concentrating, 
problems handling money, difficulty in handling 
most daily activities 
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4 Moderate 
Mental evaluation may be necessary, regular 
deficits, forgets recent events (i.e. short-term 
memory), concrete level of thinking, 

5 Moderate severe 
Early dementia identified, mandatory 
assistance with activities of daily living, skill 
losses, some disorientation. 

6 Severe 

Middle dementia, minimal memory retrieval, 
incontinence, extreme behavioral changes, 
needs full assistance with activities of daily 
living 

7 Very severe 
Late dementia, incontinence, total loss of 
verbal communication, brain unable to speak, 
process or respond to basic directions. 

 

 

B. Stage Detail 

1. Avoidance and denial are strong responses in Stage 3. 

 

2. Behavioral challenges tend to increase in Stages 5 and 6 until Stage 7, where 

uncontrolled body movements are the only visible behaviors. 

 

 

C. Neurological problems  

1. Neurological problems further exacerbate extreme behaviors. 

 

2. Aphasia, the loss of language skills, contributes to a person being unable to read and 

process or write to express thoughts. 

 

3. Agnosia, the loss of sensory perception, is seen when an individual walks around a 

familiar room bumping into things or falling on steps, as they are unable to use 

depth perception. 

 

4. Apraxia, the loss of motor skills, is particularly evident in the inability to do common 

daily tasks such as buttoning a shirt or brushing teeth. 
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III. Identifying Challenging Behaviors of Alzheimer’s and Dementia 

A. Problem Behavior 

1. A problem behavior is one that interrupts functioning in such a way that endangers 

the safety of the patient or the family caregiver.2 

 

2. A problem behavior is not a personal attack. 

 

3. A problem behavior is a symptom of a disease. 

 

 

B. Common Behavior Challenges 

1. Common behavioral challenges for caregivers include the following: 

 Anxiety 

 Combativeness 

 Cursing 

 Disturbed sleep 

 Hallucinations 

 Hoarding 

 Paranoia 

 Repetitive movements 

 Sexually inappropriate actions 

 Territorial defensiveness 

 

 

2. In order to give a compassionate response to the challenging behaviors, we need to 

consider strategies. 
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IV. Strategies for Responding to Challenging Behaviors 

A. Anxiety 

1.  When the person is obviously distressed, even if there is no clear reason why, we 

need to be very calm and lower our voice tone. 

 This is especially true for women. 

 The voice tone should be lower and calmer. 

 

2. Look around and see if you can find the source of distress and change it. 

 If not, affirm the concerns and make an effort to move on to something else. 

 

 

B. Combativeness 

1. Slowly step back out of reach if possible. 

 

2. Place your arms at your side in a non-defensive position. 

 Do not reach out or try to restrain unless you are appropriately trained to do so. 

 Never attempt to hold or restrain unless the individual is in immediate danger. 

 

3. Lower temperature of emotions in the situation. 

 This includes your emotions as well as the other person’s. 

 Your voice is the best way to try and help calm. 

 

 

C. Cursing 

1. While cursing can be hurtful or shocking, do not take it as a personal insult. 

 

2. Cursing may come from the inability to find the right words to express what is 

needed. 

 Be calm, don’t blame or shame. 
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 Don’t look shocked, even if you are. 

 Try to reaffirm and change the subject. 

 

3. If cursing happens in public, slowly guide the individual away from the scene and out 

of the view of others. 

 

 

D. Sleep Disturbance 

1. Alzheimer’s has often been called the “36-hour day.” 

 

2. Sleep disturbances will occur as the disease progresses. 

 

3. Earlier on there are a few strategies that you can use to help with this problem 

including: 

 Keep a predetermined routine prior to bedtime, which could include a warm 

bath, warm milk or tea, turning off the television, and reducing activity level. 

 Leave a night light on, but not one that will flash or flicker. 

 Take time to sit and talk, pray, or sing. 

 Request a physician evaluation. 

 

 

E. Hallucinations 

1. Never overreact to a hallucination no matter how bizarre the behavior becomes. 

 

2. Realize that what the individual sees in this hallucination is not real in the sense that 

you see real, but accept the fact that it is very real to that person. 

 

3. Do not argue with or argue down a hallucination. 
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 It is better to step back, listen for a moment, and offer comforting words by 

saying, “I don’t see what you see, I don’t hear what you hear, but I want to help 

you find a way to be comfortable.” 

 It may be necessary to walk to another room or outside the house as this 

changes the surrounding and can break the impact of that fear. 

 Bring God’s peace and comfort by first getting a hold of yourself. 

 

4. Look for environmental triggers such as flashing lights or intermittent background 

noises. 

 

5. If hallucinations become extreme or very disruptive, seek physician assistance. 

 

 

F. Hoarding 

1. Food and jewelry (shiny objects) are commonly hoarded items. 

 This is not an attempt to steal, but rather a curiosity about interesting objects. 

 

2. Keep purse, wallet, keys, jewelry and cell phones out of view and reach or in a closed 

cabinet. 

 

3. Have extra keys for house and car as well as spare eyeglasses and sunglasses. 

 

4. Identify and periodically check easy to reach hiding places such as drawers, under 

the bed, open containers, or wastebaskets. 

 

 

G. Paranoia 

1. Just as in hallucinations, do not overreact, but attempt to comfort. 
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2. Older adults are trying very hard to make sense of their world, and an older adult 

with Alzheimer’s or dementia wants to hold onto things. 

 The internal message might be an effort to hold onto their life by holding onto 

things that are tangible. 

 

3. If someone moves things, even if it is not intentional (i.e., cleaning), it can feel as if it 

has been taken. 

 If accusations of stealing occur in a facility, make proper reports to the 

administration and allow them to follow the investigative process. 

 Often times, it is just frustration and the inability to remember where things are 

or a part of a hallucination. 

 

 

H. Repetitive Movements 

1. The individual may rock, clap, tap, make mouth noises, or clicking noises. 

 

2. For the caregiver, this can be frustrating, and they need to tune the behavior out. 

 The behaviors are not intended to irritate others. 

 The behavior is a method of finding comfort. 

 

3.  As long as the actions are not harmful, no action is needed. 

 If he or she is not in a safe place, then move them into an area of safety. 

 

4. Use calm redirection. 

 Offer something else to do such as folding bath towels, holding a pillow, 

examining an object, or something that will distract the behavior. 

 Many times you will not change the behavior until the individual ceases. 
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I. Sexually Inappropriate Actions 

1. It is important to remember that sexual actions are not purposeful behaviors. 

 

2. While it is natural to feel violated, particularly if the caregiver has a history of sexual 

abuse, the best action is to gently remove offending hands and slowly move away 

and out of reach.  
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Summary 

Throughout our lives, we plan for everything – weddings, vacations, retirements, job transfers-

but many of us avoid planning for the end of life. This session focuses on family issues and 

decision making that are part of the end-of-life experience with the elderly. Level of care and 

specific interventions are also addressed. 

 

 

Learning Objectives 

1. Participants will learn what is involved in end of life conversations and identify issues 

involved in making them (e.g., questions to begin the conversation, documents needed, 

and the role of ethnicity and culture). 

 

2. Participants will know the differences between palliative and hospice care and know 

when to use which care service. 

 

3. Participants will be able to list three to four specific tasks families can do to address the 

end of life needs physically, practically, emotionally, and spiritually. 
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I.       Why Planning Regarding the End of Life is Important 

A. The Needed Conversation 

1. Reasons why people avoid this topic include: 

 We don’t like to talk about death and dying; saying goodbye to a loved one is 

very hard. 

 We are uncomfortable talking about death. It is not an easy topic to discuss with 

family. 

 

2. We should plan ahead because: 

 We are at a time of vulnerability when grieving and experiencing loss. 

 Family members are left holding the bag and unsure of the decisions that have to 

be made. 

 Planning ahead will make the time of pain and grieving and mourning easier. 

 

3. The more specific the conversation, the better it is. 

 Family members who are health care agents are only correct about the dying 

person’s wishes 70% of time. 

 Physicians are usually even less knowledgeable than the family on the dying 

patient’s wishes. 

 

4. There are benefits provided from these conversations that include: 

 It is a relief to have all of the specifics sorted out beforehand. 

 It can be a positive and a bonding moment to make these decisions and visit 

funeral homes when you can thoughtfully think about details with a clear mind. 

 It provides enough time to look up information and fill out the extensive paper 

work for different systems and services in order to receive benefits and services 

that can be useful for the end of life (i.e., Veterans Administrative system). 
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5. Encourage family members to talk to their doctors about end of life care. 

 When a patient 65 and older discussed the end of their life with doctors they felt 

more satisfied with life.1 

 Patients who talked with family or physicians about their preferences for end of 

life care: showed less fear and anxiety, felt they had more ability to influence 

their care, believed their physician had a better understanding of who they were 

and the wishes they held, and felt a greater sense of comfort.2 

 

 

B. How to Begin the Conversation  

1.  Sometimes it is best to do it when someone in the family has died. 

 

2. Sometimes it is the best time to prompt the conversation when a family has 

experienced a close-call with death. 

 

3. News stories, magazine articles or medical shows could be possible ways to prompt 

the conversation. 

 

4. When looking at finances, such as tax returns, it could be a good time to raise the 

issue. 

 

5. You may need a third party to get involved. 

 

6. You can encourage family members to get together on any day besides holidays or 

celebrations. 

 

7. Taping and taking notes can be a helpful resource. 
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8. Do not minimize what you are doing and address the person who thinks it is 

unnecessary to plan the end of one’s life. 

 

9. Use prompts to get the conversation going. 

 

 

C. Seven End of Life Discussion Questions3 

1. What basic functions, if any, do you feel you need to continue living once you are 

facing death or terminal illness (e.g., to be able to recognize loved ones or to 

respond to others)?  

 

2. What are your spiritual or religious beliefs that impact your attitudes towards 

terminal Illness, treatment decisions, or death and dying (e.g., some people believe 

that life-sustaining treatments should never be withdrawn because a miracle could 

occur)? 

 Others believe that when there is no hope for recovery, the natural process of 

death should occur, etc. 

 

3. Are there specific life-sustaining treatments you would want to have if you were 

diagnosed with a terminal condition (e.g., a feeding tube if you couldn’t eat or drink, 

CPR, a ventilator, etc.)?  

 

4. Are there specific types of life-sustaining treatment you would not want to have if 

you were diagnosed with a terminal condition (unlike the example above, other 

people would choose to forgo a feeding tube if they could not eat or drink)?  

  

5.  Is there a particular doctor or health care providers you want to help your family 

make decisions about your care?  
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6.  Have you designated a health care agent to make health care decisions on your 

behalf? If so, is your family and doctor aware of whom this is? Is there anyone you 

do not want involved in your health care decisions (e.g., specific family members, 

friends, or professionals)?  

 

7. If given a choice, where would you prefer to die (e.g., at home, the hospital, a 

nursing home)?  

 

 

II. Ethnicity, Diversity , and Document Issues 

A. Ethnic Importance Concerning End of Life Care 

1. It is important to understand culture, race, and ethnicity as they relate to end-of-life 

issues because they greatly differ. 

 Many ethnic groups distrust health care providers. 

 Caucasian and Asians use advance directives more than any other ethnic group. 

 Koreans expect the oldest son to decide the parents’ end-of-life issues. 

 African-Americans typically want aggressive treatments.4 

 1/3 of Latinos oppose life support that prolongs suffering and are most are 

unfamiliar with hospice services.5 

 83% of hospice is used by whites, 8% by African-Americans, 6% of Native 

Americans, and Hispanics at 3%.6 

 Cultural traditions may involve karma 

 

2. Different religious preferences should be addressed. 

 

 

B. Documents 

1. Documents need to be in order at a time when people are able to think and deal 

with these issues. 
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2. End of life is defined as that time period when health care providers would not be 

surprised if death occurred within 6 months. 

 

 

III. Preparing for the End of Life7 

A. Signs of the End of Life  

1. Signs of the end of life include: 

 Being unable to move around on one’s own 

 Being unable to speak or make oneself understood 

 Needing help with most, if not all, daily activities 

 Eating problems such as difficulty swallowing or no appetite 

 Shortness of breath (dyspnea) 

 Tiredness and sleepiness 

 Mental confusion 

 Constipation or incontinence 

 Nausea 

 Depression and anxiety 

 

2. Signs that are closer to death include: 

 Hands, arms, feet, or legs may be cool to the touch 

 Parts of the body may become darker or blue-colored 

 Breathing and heart rates may slow 

 There may be times when the person doesn’t breathe for many seconds 

(Cheyne-Stokes breathing) 

 A death rattle. Noisy breathing that makes a gurgling or rattling sound 

 The chest stops moving, no air comes out of the nose, and there is no pulse 

 Eyes that are open can seem glassy 
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3. Signs after death include: 

 A few shudders or movements of the arms or legs 

 An uncontrolled cry may be heard because of muscle movement in the voice 

box. 

 Sometimes there will be a release of urine or stool, but usually only a small 

amount since so little has probably been eaten in the last days of life. 

 

 

B. Final Steps Regarding Physical Death 

1. Someone in authority pronounces the death and fills out paperwork. 

 

2. Arrangements should be made to pick up the body when the family is ready (usually 

the funeral home). 

 

3. There are decisions about whether to do an autopsy. 

 

4. Arrangements can be made for organ donation. 

 

 

C. Checklist to have in Place8 

1. ____ A Living Will or Trust: This describes the kinds of medical treatments you want 

or do not want if you become incapacitated. 

 

2. ____ A durable power of attorney (health care proxy): This designated person is to 

make treatment decisions for you if you cannot.  

 

3. ____A Do-NOT-Resuscitate (DNR) order: This is a directive should you go into cardiac 

or respiratory arrest.  
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4. ___A Durable Power of Attorney for financial decisions: This should be trusted a 

person to act on your behalf should you become incapacitated.  

 

5. ____ A preferred intensity of care document: This is a form for your physician that 

outlines your preferences for care under special circumstances. 

 

6. _____Place to keep all important documents and how they are to be accessed. 

 

7. _____Methods of payment (Insurance policies, Medicare, Medicaid, Medigap, 

Managed Care, Veteran’s Benefits, etc.).  

 

8. _____Funeral arrangements and payments. 

 

 

IV. End-of-Life Care 

A. Definition 

1. End of life care is a term that describes the support and medical care given around 

death. 

 

2. Even when a doctor says there is no cure, even when there is nothing to be done 

there is still medical involvement and there is still support that is needed and 

decisions to be made. 

 

 

B. Questions for Families in Terms of Level of Care 

1.  How long is this person expected to live and is there a cure or can comfort only be 

given? 

 

2. What is the need for end-of-life care? 
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3.  Can we provide this? Do we need other people to step in and help? 

 

4.  Where does the person dying want to have this end-of-life care—a facility or at 

home, for example? Is this possible given our circumstances? 

 

5.  What is the best place to get the type of care he or she wants and can we do it given 

our constraints?  

 

6.  Who will pay for this care? What resources do we have and can we access more?  

 

7. Will we need respite care and can that be reimbursed or paid for by insurance?  

 

8. Can children, grandchildren, friends, pet, etc., visit easily wherever we place our 

loved one? Or will there be restrictions?  

  

9.  Will treatment in an intensive care unit reverse the dying process or draw it out? 

Will we use this option or look at other options?  

 

10. What support do we have spiritually, emotionally and physically? What needs to be 

in place?  

 

 

V. Palliative Care and Hospice Care 

A. Palliative Care 

1. Palliative care focuses on improving life and providing comfort to people of all ages. 

 

2. Palliative care usually deals with serious, chronic, and life-threatening illnesses 

(AIDS, Alzheimer’s, Cancer, or Congestive Heart Failure). 
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3. The care is holistic and it extends to family members and caregivers. 

 

4. The palliative care team usually includes a multidisciplinary team whose purpose is 

to really address physical, emotional, spiritual, and social concerns that arise with 

advanced illness. 

 

5. Team members can include physicians, nurses, social workers, chaplains, 

psychologists, physical or occupational therapist, dieticians, and other members 

depending on the patient’s need. 

 

6. This type of care does not hasten death. 

 Provides pain relief 

 Support system for families 

 

7. A study from the New England Journal of Medicine found that patients may even live 

longer with this type of care.9 

 

 

B. Goals, Services and Benefits of Palliative Care10 

1. Goals and services of palliative care include: 

 Relief from suffering 

 Treatment of pain or other distressing symptoms 

 Psychological and spiritual care 

 Support system to help individual live as actively as possible 

 Support for the family 

 Education of family members about the patient's illness, treatment, and 

medications 

 Respite care for caregivers 
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 Home help with transportation, meals, and shopping 

 Help with reconciliation among family members and contact people at the 

patient’s request (usually the social worker does this)  

 

2. Benefits of palliative care include: 

 Improved communication 

 Explanation of end of life choices 

 Identification of resources 

 Comfort and support through Chaplain and other workers 

 

 

C. Settings of Palliative Care 

1. Palliative care can be done in several settings: 

 Hospital 

 Nursing home 

 Out-patient palliative care unit 

 Specialized clinics 

 A person’s home 

 

2. Palliative care offers a chaplain to come in. 

 

 

D. Hospice Care 

1. Like palliative care, hospice care is holistic and is sensitive to cultural and personal 

religious values that a person holds. 

 The goal is to bring comfort. 

 Their goal is to be self-respecting to the person who is dying. 

 Their goal is to bring a sense of tranquility to people as they end or come near to 

the end of their lives. 
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2. Hospice care is designed for families and patients when cure is no longer possible 

and death is within a 6-month period. 

 

3. Hospice care is primarily pain control and support. 

 The dying person is kept comfortable and nature is allowed to take its course. 

 

 

E. Settings of Hospice Care 

1. Hospice care can be given in multiple settings such as: 

 Home 

 Nursing homes 

 Hospitals 

 Hospice center 

 

2. Like palliative care, hospice care incorporates a multidisciplinary team that provides 

medical, emotional and spiritual support. 

 

3. The main difference between palliative care and hospice care is that with hospice 

the person has less than six months to live and there is no cure possible. 

 

 

F. Goals, Services and Benefits for Hospice Care11 

1. Goals of hospice care include: 

 Relieve suffering 

 Improve life 

 Control of symptoms 

 Promote the quality of life 
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2. Services of hospice care include: 

 Pain and symptom management 

 Coordination of all services 

 Family members' education 

 Medical care management under hospice physician's direction 

 Hospice team member regular visits 

 Personal care visits by Certified Home Health Aides 

 On-call RN services, 24 hours, 7 days a week 

 Medical equipment 

 Hospice medication 

 Social Services 

 Therapy Services 

 Nutritional counseling and guidance 

 Spiritual/Bereavement counseling and guidance 

 Volunteer Services 

 Routine care 

 Respite care 

 Continuous care 

 Short-term General In-Patient care 

 Skilled Nursing 

 

3. Benefits of hospice care include: 

 Family comes together and are prepared for death 

 Families choose treatment options they prefer 

 Affirms life and sees dying as normal 

 

VI. The Role of the Family and Family Issues 

A. The Importance of Family 

1. It is really important to have family members agree on the care plan. 
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2. If there is a great deal of disagreement, a mediator is suggested or one should 

designate someone to make decisions. 

 

 

B. Practical Help Suggestions 

1. Get help from others by: 

 Asking for help with chores 

 Setting up a phone tree  

 Using a computer list serves 

 Creating a website for prayer requests 

 

2. In terms of the physical, family members are very important when it comes to pain 

management and the end of life. Here are a few things you need to attend to: 

 The most important thing for family members to do is to monitor the person’s 

pain and other symptoms. 

 When someone has breathing problems one can raise the head of the bed, open 

a window, use a vaporizer, turn on a fan or request extra oxygen, and turn the 

person on his or her side. 

 Aging skin becomes dry and brittle so apply alcohol free lotion, lip balm, apply a 

hot wash cloth over the eyes, ice chips and wiping the inside of the mouth with a 

cotton swab for dry mouth, as well as turning the person or using a foam 

pad/mattress/cushion to prevent bed sores. 

 Feed and encourage them to eat their favorite food, but don’t make them eat. 

 Ask if they are cold or hot (keep room temperature comfortable). 

 Keep everything simple because of fatigue. 

 Touch them, hold and gently massage their hands with warm hands. 

 Add a relaxing, spiritual mood in the room, and read Scripture or play worship 

music/hymns. 
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3. When someone is nearing death, the emotional and physical demands can really 

peak for the caregiver. 

 Take breaks even if they are only for 15 minutes. 

 Exercise, eat healthy and don’t neglect sleep. 

 Use on-line caregiver supports, newsletters, websites. 

 Attend a support group if you need it. 

 Make a list of specific things that you could use help with—errands, laundry, 

meals, etc. Give it to people who ask what needs to be done. 

 Children need added support to cope with changes in routines and must be free 

to ask questions. 

 Look at your coping skills and decide if they are good to help relieve stress. If not, 

work on those. 

 

4. In terms of the dying person, areas that are important include helping them combat 

fears and feelings of the loss of control. 

 Explain what is happening medically to decrease anxiety. 

 Do not hold information from the person. 

 Do not talk them out of their feelings. 

 Listen. 

 Unfinished business may need to be taken care of as they may need to forgive or 

be forgiven. 

 Depression may amplify. 

 A chaplain or counselor may be able to help with feelings of depression. 

 Provide hope, and know that the object for hope may change (i.e., hope for cure, 

hope for pain management, or hope for a peaceful nights rest). 

 Offer reassurance 

 Tell them that it is “okay to let go.” 
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5. Spiritual care is needed. 

 Only 13% of doctors and nurses have had spiritual care training.12 

 Physicians who are trained are 7-11 times more likely to provide spiritual care to 

their patients.13 

 Sometimes family members are not enough to talk about spiritual issues. 

 We need to acknowledge that God has given us free will. 

 Simply be present. 

 Silently pray, sing, read Scripture, listen to people. 

 Ask for permission to talk about hard things; provide a prompt. 

 Avoid clichés like, “This is all in God’s Plan.” 

 Offer compassion and support. 

 Focus on the needs of the dying person and offer reassurance. 

 Be encouraging, loving, and sincere. 

 Fill the air with hope, peace, and calm. 

 

 

VII. Resources: 

Agency for Healthcare Research and Quality: 

www.ahrq.gov/research/findings/factsheets/aging/endliferia/index.html  

American Bar Association’s Commission on Law & Aging: 

www.americanbar.org/groups/law_aging.html 

National Hospice and Palliative Care Organization: www.caringinfo.org 

Hospice and Palliative Nurses Association: www.hpna.org; 1-412-787-9301 

American Academy of Pain Medicine: www.painmed.org; 1-847-375-4731 

Bill Bright and James Dobson, “The Journey Home: Finishing With Joy.” Nashville, TN: 

Thomas Nelson, 2004. 

Angela M. Hibbard, “Dying with Jesus: Meditations for Those Who are Terminally Ill, 

Their Families, and Their Caregivers.” Collegeville, MN: Liturgical Press, 2003. 

John Dunlop, “Finishing Well to the Glory of God: Strategies From a Christian Physician.” 

Wheaton, IL: Crossway Books, 2011.  

http://www.caringinfo.org/
http://www.hpna.org/
http://www.painmed.org/
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