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The Christian community has taken a strong pro-life stand. This is biblical and stands squarely on the fact that all human life bears the image of God and is protected by him: “Whoever sheds the blood of man, by man shall his blood be shed; for in the image of God has God made man” (Gen 9:6).  In the medical world of the 1990s this biblical truth obligates believers to face the forces of abortion and euthanasia. Although there is some looseness in the contemporary use of the term euthanasia, I refer specifically here to “active euthanasia”—acting to take a life with or without the victim’s consent (voluntary or involuntary). Helping someone to take his or her own life, “assisted suicide,” is analogous to active voluntary euthanasia. Numerous excellent statements in Christian literature eloquently argue against euthanasia, using biblical, sociological, historical, and philosophical arguments. 

Our present medical advances give us a wide range of potential interventions that can often reverse, or significantly delay, the dying process. In spite of these great advances, death is inevitable. It has been said that we are smarter than we are wise. Our knowledge of how to prolong life may have surpassed our wisdom to know when to apply that knowledge. Consequently, there exists the danger that we could use medical technologies to resist the hand of God. Just as it is wrong to resist God’s gift of life in abortion, it may be equally wrong to resist his call at death. It is imperative that evangelicals speak with a united voice against euthanasia. At the same time we must present a thoroughly ethical and biblical approach to death. In our determination to be “pro-life” we cannot afford to be “anti-death.”

This discussion will first review the basis for a biblical theology of death, and present attitudes which all Christians should share toward death and dying. This theological perspective should force us to rethink our approach to aging. Our attention will then go to the decision most of us will eventually face—a decision to accept death without resistance and no longer to seek aggressive medical treatment. We will consider not only the factors in the decision, but who should be involved in the decision, and procedures to implement the decision. A careful evaluation of these issues is prerequisite to minister effectively to others going through difficult life-and-death decisions.

I. Recognizing The Biblical Perspective
Death was not a feature of the original creation. Death came because of the fall of Adam. This was predicted in Gen 2:17 and confirmed in Gen 3:19. Paul shows in Rom 5:12 how death then passed to all people: “Therefore, just as sin entered the world through one man, and death through sin, and in this way death came to all men, because all sinned—.” Indeed, death has become the enemy of life: “The last enemy to be destroyed is death” (1 Cor 15:26). Yet we praise God for the beautiful truth that although death is an enemy, it is a defeated enemy. 

When the perishable has been clothed with the imperishable, and the mortal with immortality, then the saying that is written will come true: “Death has been swallowed up in victory.” “Where, O death, is your victory? Where, O death, is your sting?” The sting of death is sin, and the power of sin is the law. But thanks be to God! He gives us the victory through our Lord Jesus Christ (1 Cor 15:54–57). 

God exercises his magnificent ability to use defeats in life to accomplish his greatest glory. Death itself is the case in point par excellence. God has so defeated death that he can now use it to his own purposes. The Psalmist declares: “Precious in the sight of the LORD is the death of his saints” (Ps 116:15). This gives us great encouragement at the death of a believer. The death of a believer is still precious in the sight of the Lord. It is a significant step toward ultimate salvation, which reaches its climax in the resurrection of the body (Rom 8:23). At death the believer stands face to face with the Lord. While still possessing a “sting,” the work of Christ on the Cross has transformed death from a terrible end to a glorious beginning.

Many believers do not live in light of these great truths. What Scripture says of unbelievers—“… who all their lives were held in slavery by their fear of death” (Heb 2:15)—is all too often true of believers. Rather than living in a freedom derived from knowing that death is defeated, too many believers are held in bondage to the fear of death. It is essential that all believers allow the Holy Spirit to transform their attitudes to death and dying. 

II. Coming To Grips Early With The Inevitability Of Death
I am convinced that God wants believers to “die slowly.” Believers are not to cling to the trappings of this life till the very end. Rather we should slowly lose our grip on this world as our affections are gradually transferred to the next. This must start early in our Christian lives, as we learn to accept our own mortality. In his psalm Moses wrote: “Teach us to number our days aright, that we may gain a heart of wisdom” (Ps 90:12). We do not embark on wise living till we deeply experience the fact that we will die. Our lives are limited, our days are numbered. We lack the proper perspective on life till we consider death in this way.
Our Lord Jesus said: “If anyone would come after me, he must deny himself and take up his cross daily and follow me” (Luke 9:23). We must live each day with the values appropriate for the person facing crucifixion with its attendant suffering and shame. Each day will be lived as if it is our last. Picture the person who is carrying his cross enroute to execution. He does not admire the fancy houses and sports cars he passes along the way. No, his values rise above these material things. The dying process has already begun. When we live acknowledging our inevitable death, our values will also fall into proper perspective.

This is the image symbolized by believer’s baptism: 

Or don’t you know that all of us who were baptized into Christ Jesus were baptized into his death? We were therefore buried with him through baptism into death in order that, just as Christ was raised from the dead through the glory of the Father, we too may live a new life (Rom 6:3–4). 

Our baptism testifies to the fact that the dying process has begun. This is death to ourselves and to the things and values of this world.

Accepting our own mortality and viewing ourselves in the process of dying runs counter to our culture. The contemporary emphasis is on youth, health, strength, and conditioning. Our culture prefers to deny the inevitability of death. As Christians we must be willing to confront the myths of immortality that prevail. The Christian is in the very enviable position of being able to die slowly. The person who has come to accept his or her own mortality will be better prepared to deal with the inevitable death.

Still we must consciously seek not only to lay less of a hold on this life but to be progressively taken up with the next. This generation has lost an emphasis on heaven maintained in earlier times. Richard Baxter, the great Puritan, testified that he committed himself to thirty minutes a day meditating on heaven. We need to have more teaching and music which direct our thoughts to heaven. We need to adopt the mentality of the pioneers of the faith, typified by Abraham and his family, of whom it was said, “Instead, they were longing for a better country—a heavenly one” (Heb 11:16).

It is imperative that, as maturing Christians, we begin early the process of dying. We must no longer fear death; we must see it as a defeated enemy. We must begin to relinquish the material values of this life and to focus increasingly on the life of eternity that God has prepared for us. It is with these perspectives that we will be prepared to face the latter days of our lives.
III. Accepting The Inevitability Of Death As A Preparation For Life
One result from focusing on our eternal destiny is that we will naturally be acutely aware that our time on this earth is limited. Consequently, we will make better use of our lives for the kingdom of God. Paul’s deliberations illustrate this:

For to me, to live is Christ and to die is gain. If I am to go on living in the body, this will mean fruitful labor for me. Yet what shall I choose? I do not know! I am torn between the two: I desire to depart and be with Christ, which is better by far; but it is more necessary for you that I remain in the body. Convinced of this, I know that I will remain, and I will continue with all of you for your progress and joy in the faith (Phil 1:20–26).

Paul’s focus on dying and being with Christ made him more keenly aware that his purpose on earth was to serve the believers. Our anticipation of heaven will motivate us to intensive service here on earth. The concept of “being so heavenly minded that we are of no earthly good” is totally foreign to Scripture.

The biblical perspective shows that death can be joyously anticipated; it is no longer an enemy to avoid. We slowly begin to lose interest in the things of this world and look forward to being united with our God and Savior. This motivates us to service for him and for his kingdom.

IV. Planning For The Older Years To Be Spiritually Productive
Our society forces the older person into a less active role. The Lord values the love and service of the older saint as much as that of the younger one. This forces us to rethink the role assigned to the older Christian in the church and in society. During these later years while we can continue to be spiritually productive, we should take the best possible care of our bodies. This is good stewardship. This implies regular physical examinations, careful attention to diet, exercise, and following wise medical advice. When we are sick or our ability to serve is compromised by illness we should seek treatment from the best possible sources. This is not a time to have a “do nothing” but “trust God” mentality. Vigorously pursue health and do it with a heart full of gratitude to God who grants the healing professions the wisdom they have.

As we are taking efforts to preserve our physical health, we must tenaciously invest our strength to serve others. Many seniors find in retirement years an opportunity for renewed emphasis on truly spiritual work. They find renewed power in prayer, in meditation, in quietly encouraging others and in setting a godly example for younger generations. How many of us point to a grandparent as a valuable asset from our spiritual heritage? 
V. The Time Not To Resist Death
One of three scenarios typically develops in the elderly years. Some die suddenly of a catastrophic event, such as a heart attack or stroke. Others develop some identifiable, ultimately untreatable disease that will eventually claim their lives. However, others simply face a deteriorating body due to advancing years; death itself stands before them. I find that it is this last scenario that is the hardest to accept, even though it just as inexorably leads to death as any diagnosed terminal disease. 

Another phenomenon which I observe in the later years is that an individual often arrives at a conviction that his or her life’s work is complete. The older my patients get, the less they are looking forward to future events down here. At some point they have no plans tying them to life on earth. It is that sense of completion that prepares the believer even more for the presence of the Lord. It is at this time that I find many of my patients weary of this life and longing for the Lord to deliver them in death.

I find that it is very common for all of these things to occur simultaneously. The patient becomes less physically or mentally able to pursue aggressive kingdom work, he is weary of this world, longing for heaven, and he senses that his life’s work is accomplished.

At that point it is time to change the approach to medical care. The elderly person will view death with a “thy will be done” mentality, where previously he felt that it was God’s will to overcome illness and vigorously proceed with life. It is now appropriate to use medical care not to prolong life but to preserve the quality of that life. “Quality of life” is a phrase that has attendant emotional overtones. Some use the slogan “quality of life” to argue that one life is worth living and another is not. I want to acknowledge that all life is sacred—none has more value than another. At the same time, different considerations regarding end-of-life decisions validate the concept of quality of life. This does not include actively terminating a life that we do not consider worthy. Quality issues help us determine if we should use aggressive measures to prolong that life. When preserving the quality of life, rather than prolonging that life, is the goal, the result is a commitment to provide loving support and comfort for the patient.

Scripture furnishes several instances in which God’s saints no longer resist but quietly resign themselves to death.

When Jacob had finished giving instructions to his sons, he drew his feet up into the bed, breathed his last and was gathered to his people (Gen 49:33).

Then Paul answered, “Why are you weeping and breaking my heart? I am ready not only to be bound, but also to die in Jerusalem for the name of the Lord Jesus” (Acts 21:13).

If, however, I am guilty of doing anything deserving death, I do not refuse to die (Acts 25:11).

Jesus deliberately approached his death knowing it was a crucial part of the Father’s plan. When death came he was submissive to it: “And when Jesus had cried out again in a loud voice, he gave up his spirit” (Matt 27:50). Life, as precious as it is, must ultimately end. Scripture teaches that we should accept death rather than exhaust all resources trying to prolong life.

VI. Medical Factors To Be Considered In 
Deciding Not To Pursue Aggressive Care
What things should spiritual counselors consider in the decision not to pursue aggressive life-sustaining medical care? A major consideration is often the medical condition encountered and the therapeutic options available. Several questions must be answered. 

(1) What is the exact diagnosis? A series of tests may be required in order to answer this question. It is usually valuable to obtain a specific diagnosis even if the individual prefers not to seek treatment. That allows an informed decision. A response that I hear is, “Don’t do the tests; just let me go.” This is rarely appropriate. At times, however, a careful interview and exam can convince me sufficiently of the diagnosis that I do not feel that pursuing painful and expensive testing is necessary.

(2) What is the natural prognosis of the condition without treatment? Here one may have to be assertive with the treating physician to “pin him down.” It may be necessary to define what the life expectancy is as well as what quality of life is expected. 

Will the patient live and function at home or will a nursing home be necessary? Will the patient endure much pain, etc.?

(3) What treatment is available? One needs to determine how the treatment will be expected to alter the prognosis. It is helpful to know how much suffering and pain may be involved. Is the proposed treatment a means simply to prolong life or is it expected to preserve or restore function?

(4) What is the chance of success? One should have some feel for the relative chance of success. It is also useful to consider the “best case” and “worst case” scenarios of various potential outcomes. A number of states are beginning to categorize certain medical interventions as “futile.” For example, Colorado is considering declaring “futile” the offering of chemotherapy to a patient who is bed-confined by a widely metastatic cancer. This is not at all unreasonable. Many other potential therapies have such a small chance of success that they should be legitimately categorized as futile.

(5) What are the potential complications of the treatment under consideration? Everything done in medicine that has the potential to do good must be weighed against its potential to do harm. Sometimes the harm is predictable. At other times the harm may come to one patient but not to another (as in an allergic reaction). Then it is only possible to relate the statistical chance of such harm. These adverse reactions are more common in a patient who is already in a state of physical decline and has multiple medical problems. I have seen some aggressive medical procedures undertaken “to try to save a life,” when all the physicians involved would have acknowledged that the potential for causing substantial harm was far greater than the potential for benefit. 

(6) What are the attending physician’s recommendations? Some physicians sincerely feel that their job is to lay out the options but not to make “value judgments” for the patient or the family. If this is the situation you face you may need to probe the doctor further. I am often asked “What would you do if you were in this situation?”

VII. Spiritual Factors To Be Considered In 
Deciding Not To Pursue Aggressive Care
Spiritual factors must accompany medical factors in evaluating each situation. Encourage the patient to examine his or her own thoughts about death and dying. If the patient is unable to be involved in these decisions, those making the decisions on his or her behalf must answer the questions as they believe the incapacitated patient would. That is why it is imperative to have discussions about these issues with our aging loved ones while they are still mentally competent. In these discussions we learn how they would currently make these decisions and how they would alter them if they were to deteriorate mentally and physically. Some relevant questions to discuss are: 1) Can you have a significant spiritual ministry in your present state of health? 2) Do you feel that your life is complete? Can you freely say, “Yes, I am ready to go home to glory?” 3) Are you living a quality of life that allows you to have fellowship with God?

Notably absent from this list is the question of pain and suffering. To pursue treatment to minimize pain is at times reasonable. But at times God’s will is for us to undergo suffering. An essential part of our humanity allows us to profit from suffering. This contradicts the sentiment that labels any suffering as inhumane. It may be inhumane to allow an animal to suffer but not so for a person who has the potential to develop through the suffering. This ability to profit from suffering is part of what distinguishes human beings from other members of the animal kingdom. 

Scripture points out the value of some suffering:

Therefore we do not lose heart. Though outwardly we are wasting away, yet inwardly we are being renewed day by day. For our light and momentary troubles are achieving for us an eternal glory that far outweighs them all. So we fix our eyes not on what is seen, but on what is unseen. For what is seen is temporary, but what is unseen is eternal (2 Cor 4:16–18).

We do not make end-of-life decisions simply to avoid pain. Pain must be seen in the total context of God’s sovereignty. Even in the midst of pain we must learn to trust his loving care.

VIII. Making The Decision 
Not To Pursue Aggressive Medical Care
Decisions in the medical world must always be individualized. Just as a rigid textbook solution is inadequate to diagnose and treat medical problems, so ethical dilemmas are not susceptible to a standardized text book approach. John Frame, in Medical Ethics Principles, Persons, and Problems, aptly speaks of the biblical, situational, and existential contexts of all of our medical decisions.  We must be sensitive to the medical context of the patient, his or her own feelings, as well any insight that we derive from Scripture. This process is often extremely complex. We therefore must approach these decisions with great humility and dependence on the leading of the Spirit of God and on that wisdom that comes from God himself. These decisions require the prayerful spirit of Jas 1:5: “If any of you lacks wisdom, he should ask God, who gives generously to all without finding fault, and it will be given to him.”

Once we have the best medical opinion that we can obtain, it is wise to meet with the family and with spiritual leaders. To pray and share these decisions with others is extremely comforting. 

Unfortunately, all those involved may not be in agreement about the wisest course to pursue. When a consensus cannot be achieved, the final decision belongs to the patient. The role of others is to encourage and support. If the patient is not competent and the decision belongs to a designated legal representative through such a vehicle as Limited Power of Attorney for Medical Purposes, it is optimal to work for a consensus and not put all the responsibility on one designated individual. Preserving the love and unity among the survivors is extremely important in these situations. They will live with each another and with their decision for some time to come. If there is no easy agreement, I often seek to interpose as an “objective arbitrator.” If they see that I am willing to take great pains to understand all sides of the discussion, they are often willing to accept my judgment. This, I find, is one of the great advantages of relating as a brother with fellow Christians. If no consensus is attainable then the decision legally belongs to the one who holds the power of attorney. The legalities must be explained to the others, and they must be patiently asked to accept the decision made. If the patient is not competent and has not designated a power of attorney, the decision must be arrived at by the “next of kin,” or by consensus among the family. If there is no consensus it is sometimes necessary to resolve these issues through the courts. The only advantage this provides is to allow the disagreeing parties to “place blame” on someone else. This may facilitate their future reconciliation.

On numerous occasions in my experience, family members have had great difficulty deciding not to pursue aggressive medical care. At times it is because they know that the individual would want something done. They will say, “We never saw Dad give up in seventy-eight years; why should he start now?” In those situations I am happy to go along with their wishes. At other times they are not motivated by the well being of the patient but find it difficult to relinquish the person they love. At those times I compassionately challenge them and ask if they are making their choice in the best interests of the patient.

IX. Implementing The Decision
Many of the problems sketched in the last section can be avoided if a person has signed a document that many states call a Limited Durable Power of Attorney for Medical Purposes. Different states have different legislation in this regard. The majority provide for both a Limited Durable Power of Attorney and a Living Will. A Limited Power of Attorney for Medical Purposes is a legal instrument that delegates to whomever the individual chooses, typically a spouse or child, the legal prerogative to make health care decisions on that person’s behalf if at any time he or she becomes incapacitated. The designated individual then becomes the “attorney in fact” for the individual. Restrictions can usually be specified regarding future medical care. For example, one can request that all measures be taken to provide for one’s comfort but not just to prolong life. One may state that one does not want to be kept alive on machines if there is no hope of a return to productive life. Many would include a statement declining a feeding tube if there is no hope of return to normal eating. A Living Will is a more limited document, applicable only when death is imminent, that states that a person does not want to have his or her life unnecessarily prolonged.

Admission to a hospital or nursing home often forces these questions to be addressed. The institution must know what to do in case of an unexpected cardiac arrest or other catastrophe. The question of “End-of-Life Decisions” or “Advanced Directives” is frequently raised in the admitting offices. The question simply put is: “If you have a cardiac arrest or other life threatening complication, do you want your life prolonged?” This will be phrased according to the local jargon. In many hospitals it is referred to as a “No Code.” This means that if something should happen and the individual stops breathing or the heart should stop, the patient does not want the emergency team summoned to initiate cardiopulmonary resuscitation. A “Code,” if successful, often results in the patient being placed on a breathing machine or other life support. Statistics show that only about 20 percent of those individuals who are resuscitated eventually leave the hospital. It is notable that several studies done in nursing home populations show a success rate of near zero—an almost universally futile effort. 

However, resuscitation efforts should not be discussed in all-or-nothing terms. For example, if an individual has had a heart attack, is in the intensive care unit, and develops a fatal heart rhythm disturbance known as ventricular fibrillation, the nurses can speedily run into the room in a “Code” situation, apply an electric shock to the heart and start it in less than thirty seconds. Everything would be back to normal. That patient has an excellent chance of doing well. However, if the fibrillation occurs in the context of multiple other medical complications, the prognosis is much worse. It may be appropriate to allow a “Code” to shock a person’s heart but not to place him or her on the breathing machine. This type of “Restricted Code” allows for appropriate care that is likely to have a positive outcome. At the same time, it can limit aggressive responses that are not likely to be successful. It is essential to note that a “No Code” order is not an order to do nothing. It allows for routine care and treatment of all other aspects of the patient’s medical condition. 

Many other situations require a response to limit over-aggressive treatments. For example, a patient with severe chronic lung disease may need to choose whether to use a breathing machine to help him or her breathe. The patient with a short, treatable illness (for example, pneumonia) can go on the machine and get off it again. But if a chronic lung disease no longer permits a patient to breathe on his or her own, and he or she is placed on a ventilator, the chance of successfully getting the patient off the machine is extremely low. This should be categorized as futile care and should in general not be attempted.

One of the most difficult decisions I face is the decision about whether to utilize a feeding tube in a patient who is unable to eat. It typically involves severe complications and some discomfort. In the case of the patient who may otherwise be fully functional but cannot take nutrition by mouth, I have no hesitation in recommending this treatment. Often, however, feeding tubes are used with a patient who is demented, comatose, or in a lesser state of mental impairment. In those situations I feel it is helpful to ask why one is using the feeding tube. In some situations it is treatment. We know that if we build up the patient’s strength, he or she can resume normal feeding, return to mental function, or otherwise show such improvement that we will be able to discontinue the feedings. In other situations I can only look at this intervention as postponing death. We may at times initiate tube feedings, anticipating that the patient will regain strength and be able to feed himself or herself. The intent is not to prolong life in the present state. Unfortunately over time we find this is all that is accomplished. In those situations it is appropriate to remove the tube, offer oral feedings, and encourage the patient to take all the nutrients he can by mouth. In some situations the patient will go on to die. I do not feel it is fair to say that the person died of malnutrition or neglect. The patient simply died of the underlying disease. There is no question that managing a patient in this way is extremely difficult for all involved, no matter what their ethical foundation. I feel that these situations can often be avoided by very careful assessment before the feeding tube is used and careful communication between all of the medical staff and family as to the initial purpose of the feeding tube. Many fear that withdrawing the feeding tube and allowing patients to die without nutrition is cruel and causes great suffering. That has not been my experience. Often these patients can take enough fluids to prevent dehydration, they eventually lapse into coma, and die quite peacefully.

Similar decisions are needed regarding surgery, kidney machines, chemotherapy, and even the choice of giving antibiotics for overwhelming infections. Such decisions should be made according to the guidelines suggested above. Specifically: What is the patient’s present attitude toward life and death? What is the best case scenario given a positive response to treatment? What is the expected result without treatment? How might treatment alter that? What are the potential complications of the treatment? How likely are the complications? What impact would they have on the patient’s life or survival? 

Another way to implement a decision not to pursue aggressive medical care is to get involved in a “Hospice Program.” This is an option now available in many parts of the world. In the United States it is an alternative to our traditional Medicare Part A coverage. In this program the patient signs over to the hospice program the benefits that otherwise go for hospitalization and other aggressive medical care. The hospice program provides more intensive home care, offering support and comfort. It is my experience that these programs need to be investigated thoroughly prior to getting involved in them. Many of them are established as profit-making corporations. While there is nothing inherently wrong with this, it opens the possibility that the interests of the patient will be subservient to profit motives. Other hospice programs are community run and supported by not-for-profit corporations. These often attract wonderful caring professionals providing the services.

Keeping patients at home as much as possible in their final days is of great value. Most patients would far rather forgo any comfort benefits that might be available in a hospital for the privilege of staying at home. The family has a greater sense of involvement if they care for the dying at home. And it helps the family, especially the younger ones, to work through some of their own attitudes toward death and dying. In that sense it helps us to “number our days aright, that we may gain a heart of wisdom” (Ps 90:12).

Though home care is the ideal, there is certainly a time and a place for nursing home care. First and foremost, it can be advantageous for rehabilitation after some catastrophic medical illness. This is particularly relevant following a stroke, joint replacement, or some major illness where acute care hospitalization is no longer needed but where the patient has not regained sufficient strength for independent life at home. Nursing homes are also appropriate for the care of individuals who are sufficiently demented that they do not know that they are at home and do not appreciate the intense love and commitment required to keep them in the home. Nursing homes are used at other times to allow the independence of loved ones and family. I feel it is often appropriate to challenge this practice. Fortunately there are many alternatives available that allow the elderly to maintain their independence in a social setting where they are comfortable without having to be in a nursing home.

X. Illustrative Cases
The following case histories are instructive.

Helen is eighty-eight years old. She has lived a full life. She knows that she is less capable than she was and begins to find her thoughts more in heaven than on earth. Helen was an active correspondent and prayer supporter of her church’s missionaries. Now she is less and less able to serve in this way. She has trouble making her own decisions and soon she will no longer be able to live independently. Several years ago she wisely signed a durable power of attorney appointing her son and daughter to make medical decisions should she become incapacitated. One day she wakens and cannot speak or move her right side. After about five minutes the function returns. She consults her physician, who sees her that day. He finds signs of narrowing of the left carotid artery and recommends a test to determine the extent of the problem. The next day he reports that she has an 85 percent narrowing of the artery. He advises that if she does not have it surgically corrected she will have a 10 percent chance of stroke in the next month and a 6 percent chance of stroke each year thereafter. With surgery the chance of a stroke would be reduced to 2 percent in the next month and 3 percent each succeeding year. With her children, Helen decides that she would rather not have the surgery and will begin to make arrangements to live less independently. She would rather have a stroke than to have to go through surgery.

Fran is eighty-three years old. She has always been very active in the senior saints group at church. She has a wonderful relationship with her twenty-three year old granddaughter. Fran enjoys being with her family each weekend so that she can continue to pray for all of her grandchildren each day of the coming week. Her granddaughter plans to be married next year, and Fran is looking forward to the wedding. Fran had rheumatic fever in her twenties and has had a bad heart since. She knows that her aortic valve is becoming more scarred. She has begun to have chest pain going up stairs and even gets short of breath walking in her apartment. Last week she had a fainting spell. She saw her physician, who did an echocardiogram and found that the valve was narrowed so critically that she would have less than six months to live. The risk of surgery is significant (about 10 percent chance of dying), but if she survives her physician feels that her heart would be good for years to come. Fran without hesitation chooses to have the surgery. She comments that she would do anything to be at her granddaughter’s wedding.

These two cases are, in my judgment, being handled appropriately. Helen has a sense of completion to her life and Fran does not. Both asked the right questions and came up with answers appropriate to their respective situations.

XI. When Death Comes
At the time of death, support is needed. The physician and the family can help by assuring the patient that they understand that he or she is dying and to tell him or her in very direct terms that it is all right. This may be necessary over and over again. Some patients are afraid to die lest they disappoint someone who is close to them. They need to be told to relax and to stop struggling; then they can rest and commit themselves to the Lord. I faced just such a situation a number of years ago when dealing with a dear saint who was dying of chronic lung disease. He was struggling to breathe when I came to see him. I told him that I thought the Lord was calling him home. In prayer we committed him into the loving hands of his Lord. I encouraged him to relax and not to struggle. He did so and within minutes died very peacefully.

XII. Conclusion
As believers we are in a “win-win” situation. Paul expressed it so beautifully: “For to me, to live is Christ and to die is gain” (Phil 1:21). Let us pursue life for Christ with all of the wisdom and strength that he allows us. Let us speak out against any forces that would devalue that life. At the same time, when death is inevitable, let us see it as the defeated enemy and not seek to resist it.
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