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Pastors and physicians alike agonize over the ethics of euthanasia. Is it moral to withhold medical treatment from a terminally ill patient? Is it ever right to “pull the plug” on a patient? These are only two of the many ethical questions surrounding the practice of euthanasia.

The term “euthanasia” was coined (in its currently prominent sense) by historian W. E. H. Lecky in 1869. Derived from the Greek for “happy death” or “good death,” the term “euthanasia” traditionally conveyed the idea of keeping terminally ill patients free from pain in their last days. Unfortunately in recent years it has come to mean a great deal more.

This change in definition is well illustrated by the standard dictionary definition of euthanasia used in most courts. Webster’s Dictionary provides two definitions: (1) “an easy death or means of inducing one” and (2) “the act or practice of painlessly putting to death persons suffering from incurable conditions or diseases.”1
This definition immediately reflects the problem with a discussion of euthanasia. Euthanasia means different things to different people. Most lay people once assumed the focus was merely on what can properly be called “palliative care,” which includes attempts by doctors and nurses to ease pain in terminal patients, but does not justify “inducing death.”

But to many people today, euthanasia includes not just a passive management of pain but an active termination of a suffering patient’s life by a second party.

Thus crucial to any discussion of euthanasia is a proper definition of the various forms of euthanasia. Under this broader definition of euthanasia are some practices that can be justified from a biblical perspective while many others are clearly immoral and even criminal in nature.

Forms of Euthanasia
Ethical and medical discussions of euthanasia frequently include various forms of treatment or lack of treatment that fall under the general term “euthanasia.” Four categories of euthanasia are frequently discussed in the medical literature.

1. Voluntary, passive euthanasia. This form of euthanasia assumes that medical personnel, at the patient’s request, will merely allow nature to take its course. In the past, passive euthanasia meant that the physician did nothing to hasten death but did provide care, comfort, and counsel to dying patients.2
2. Voluntary, active euthanasia. This means that the physician, by request, hastens death by taking some active means (e.g., lethal injection). This raises the controversial issue of whether nonmedical personnel such as a spouse or friend would be permitted to end the suffering of another.3
3. Involuntary, passive euthanasia. This assumes that the patient has not expressed a willingness to die or cannot do so. The medical personnel do not go to any extraordinary measures to save the patient but they often withhold food (by removing nasogastric tubes), antibiotics, or life-support systems (respirator).

4. Involuntary, active euthanasia. This begins to blur into genocide. The physician does something active to hasten death, regardless of the patient’s wishes, for humanitarian reasons, economic considerations, or genetic justifications.

Analysis of Different Forms of Euthanasia
An analysis of the moral questions in each form of euthanasia needs to be made. Each form has its own unique set of issues.

Voluntary, Passive Euthanasia
This is not truly euthanasia in the modern sense. In these situations it is assumed that death is imminent and inevitable. At this point the medical personnel’s attention turns from curing the disease to making the patient as comfortable as possible. Further medical treatment to prolong life becomes pointless and an entirely different medical strategy is implemented.

This medical strategy is frequently referred to as “palliative care.” The prime focus is on alleviating pain, while not actually curing the patient.

Medications that deaden pain but do not dim consciousness can be administered. Medical personnel can give the patient the so-called “Brompton’s cocktail,” which is made of morphine, cocaine, alcohol, syrup, and chloroform water in order to deaden pain but allow conscious activity.

Certain patients can even be released to hospices where they can spend their last days with family and friends rather than in a clinical hospital setting. The hospice program provides a coordinated program of doctors, nurses, and special consultants who help the dying patient and his family through their time of struggle.

But even this form of euthanasia is not without its controversy. Many physicians are reluctant to discontinue medical efforts to cure terminal patients. Their reluctance is not so much driven by a belief that they will be successful as it is by their concern about possible malpractice suits from the family. Patients who are ready “to go to be with the Lord” may find themselves at odds with doctors fearful they may have to prove in a court of law that they did “all they could” for the patient.

Stepping into this legal/ethical dilemma has been the President’s Commission for the Study of Ethical Problems in Medicine. The Commission came to the following conclusions concerning terminally ill patients.4 (1) The Commission stated that a terminally ill patient generally should have the right to choose to die without interference from lawyers, legislators, or bureaucrats. (2) The Commission believes that patients suffering loss of consciousness should have the type of care that is dictated largely by their families’ wishes. (3) Resuscitation need not always be attempted on a hospitalized patient whose heart stops. Patients likely to suffer cardiac arrest should be informed before the operation and allowed to decide in advance for or against resuscitation. (4) Patients should have greater rights to give instructions in advance of becoming incapacitated. They should have the right to appoint a proxy to carry out their wishes.

These conclusions of the President’s Commission have provided the basis for revision of state laws governing medical care of the terminally ill. In general they provide doctors with greater latitude in making decisions concerning dying patients. But they do raise significant questions for Christians.

First, is there such a thing as a “right to die”? From the Christian perspective, this is certainly questionable (as discussed later in this article under biblical analysis). But it also raises important legal questions never addressed by the founders of this country nor by modern courts. While the Declaration of Independence does recognize a “right to life,” it does not recognize (nor even assume) a “right to die.”

Second, the conclusions suggest that a patient’s decisions about life and death can be done by proxy. In most cases this has been done through a legal instrument known as “the living will” or through a “durable power of attorney” (DPOA).

Presently 35 states allow individuals to draw up a legal document known as a “living will,” in which they specify their desires regarding medical treatment if they become terminally ill and incompetent. A DPOA gives a third party, or proxy, power to make decisions on behalf of the patient. In the past these covered only financial decisions, but court precedents have extended these to cover health-care decisions as well.

The fundamental problem with these proxy arrangements is that they are usually based on some “quality of life” standard. Yet a Christian perspective on human life sees all life as sacred and given by God. Decisions about life and death should be governed by a “sanctity of life” standard rather than by a “quality of life” standard.

Voluntary, Active Euthanasia
This implies that something is done to hasten death. This raises both moral and legal questions. Does active euthanasia constitute an act of murder or assisted suicide? Or is it merely a compassionate act of mercy-killing?

It is helpful to distinguish between mercy-killing and what could be called mercy-dying. Taking a human life is not the same as allowing nature to take its course by allowing a terminal patient to die. The former is immoral (and perhaps even criminal), while the latter is not.

However, drawing a sharp line between these two categories is not as easy as it used to be. Modern medical technology has significantly blurred the line between hastening death and allowing nature to take its course.

Certain analgesics, for example, not only ease pain, but can also shorten a patient’s life (by affecting respiration). An artificial heart will continue to beat even after the patient has died and therefore must be turned off by the doctor. So the distinction between actively promoting death and passively allowing nature to take its course is sometimes difficult to determine in practice. But this fundamental distinction between life-taking and death-permitting is still an important philosophical distinction.

Another concern with active euthanasia is that it eliminates the possibility for recovery. While this should be obvious, somehow this problem is frequently ignored in the euthanasia debate. Terminating a human life eliminates all possibility of recovery, while passively ceasing extraordinary means may not. Miraculous recovery from a bleak prognosis sometimes occurs. A doctor who prescribes active euthanasia for a patient may unwittingly prevent a possible recovery he did not anticipate.

A further concern with this so-called voluntary, active euthanasia is that these decisions might not always be freely made. The possibility for coercion is always present. A few years ago Richard D. Lamm, former governor of Colorado, said that elderly, terminally ill patients have “a duty to die and get out of the way.” Though those words were reported somewhat out of context, they nonetheless illustrate the pressure many elderly feel from hospital personnel.

Surgeon General C. Everett Koop has said that proponents of active euthanasia “have gotten across to a whole segment of the elderly population that somehow because they are living, they are depriving someone else of a prior right to resources. That is a most reprehensible thing.” He added, “When I was doing research for Whatever Happened to the Human Race?, I went to nursing homes and talked to people who felt that pressure. Old people were apologizing to me for using a bed, for being alive, for taking medication, because they ‘knew’ somebody else deserved it more. I think that’s pitiful.”5
Involuntary, Passive Euthanasia
In this form of euthanasia, an act of omission, medical personnel do not go to any extraordinary measures to save the patient. This can be a morally acceptable omission when dealing with terminal patients.

Unfortunately this omission often includes actions that are more accurately described as active euthanasia. Withholding food (by removing nasogastric tubes), antibiotics, or life-support procedures (respirator) is much more than passive euthanasia. As already mentioned, candidates for euthanasia have been known to make miraculous recoveries, but such a possibility is eliminated when a patient is starved to death.

Sometimes, however, decisions must be made about “pulling the plug.” A comatose patient without any brain wave activity (a flat EEG, electroencephalogram) should be removed from life-support systems. But in other situations a comatose patient might recover. These difficult decisions should be left up to the neurophysiologist who can evaluate a patient’s prognosis. But in general one may assume that the patient will recover and therefore life-support systems should be continued, thus placing the burden of proof on those who wish to “pull the plug.”

Motives behind involuntary euthanasia are frequently mixed. Are the medical personnel recommending euthanasia because of bed shortages or depleted medical facilities? Or are they suggesting euthanasia out of a compassionate concern for the patient? Is a son, for example, agreeing to euthanasia out of concern for his mother’s well-being or out of a desire to gain her inheritance?

The mixed motives behind these decisions are not easy to sort out, and they add further moral and legal questions to the medical landscape. Motives are clearer when nature is allowed to take its course and agonizing decisions are not thrust on the patient or family about “when to pull the plug.”

Involuntary, Active Euthanasia
In this form a second party makes decisions about whether active measures should be taken to end a life. Foundational to this discussion is an erosion of the doctrine of the sanctity of life. But ever since the Supreme Court ruled in Roe v. Wade that the life of unborn babies could be terminated for reasons of convenience, the slide down society’s slippery slope has continued.

The progression was inevitable. Once society begins to devalue the life of an unborn child, it is but a small step to begin to do the same with a child that has been born. Abortion slides naturally into infanticide and eventually into euthanasia. In the past few years doctors have allowed a number of so-called “Baby Does” to die (either by failing to perform lifesaving operations or else by failing to feed the infants). And governmental attempts to prevent such practices have been overruled by the courts.6
The progression toward euthanasia is inevitable. Once society becomes conformed to a “quality of life” standard for infants, it will more willingly accept the same standard for the elderly. As Surgeon General C. Everett Koop has said, “Nothing surprises me anymore. My great concern is that there will be 10,000 Grandma Does for every Baby Doe.”7
Once human life is devalued, all sorts of actions defined as “euthanasia” can be justified. This is precisely what happened in Nazi Germany and can happen in this country as well. Ethicist Yale Kamisar provides this descriptive progression of events:

Miss Voluntary Euthanasia is not likely to be going it alone for very long. Many of her admirers…would be neither surprised nor distressed to see her joined by Miss Euthanize the Congenital Idiots and Miss Euthanize the Permanently Insane and Miss Euthanize the Senile Dementia. And these lasses whether or not they themselves constitute a “parade of horrors” certainly make excellent majorettes for such a parade.”8

Biblical Analysis
Foundational to a biblical perspective on euthanasia is a proper understanding of the sanctity of human life. For centuries Western culture in general and Christians in particular have believed in the sanctity of human life. Unfortunately this view is beginning to erode into a “quality of life” standard. Before, the disabled, retarded, and infirm were seen as having a special place in God’s world; but today medical personnel judge a person’s fitness for life on the basis of a perceived quality of life or lack of such quality.

No longer is life seen as sacred and worthy of being saved. Now patients are evaluated and lifesaving treatment is frequently denied based on a subjective and arbitrary standard for the supposed quality of life. If a life is not judged worthy to be lived any longer, people feel obliged to end that life.

Western society must return to the fundamental belief that because man is created in the image of God (Gen 1:27; 5:1–2 ), all human life is sacred. Society must not place an arbitrary standard of quality above God’s absolute standard of human value and worth. This does not mean that people will no longer need to make difficult decisions about treatment and care, but it does mean that these decisions will be guided by an objective, absolute standard of human worth.

Another foundational principle involves a biblical view of life-taking. The Bible specifically condemns murder (Exod 20:13), and this would surely include active forms of euthanasia in which another person (doctor, nurse, or friend) hastens death in a patient. While there are situations described in Scripture in which life-taking may be permitted (e.g., self-defense or a just war), euthanasia should not be included with any of these established biblical categories. Active euthanasia, like murder, involves premeditated intent and therefore should be condemned as immoral and even criminal.

Christians should also reject the attempt by the modern euthanasia movement to promote a so-called “right to die.” Secular society’s attempt to establish this “right to die” is wrong for two reasons. First, giving a person a right to die is tantamount to promoting suicide, and suicide is condemned in the Bible. Man is forbidden to murder and that includes murder of oneself. Moreover, Christians are commanded to love others as they love themselves (Matt 22:39; Eph 5:29). Implicit in the command is an assumption of self-love as well as love for others.

Suicide, however, is hardly an example of self-love. It is perhaps the clearest example of self-hate. Suicide is also usually a selfish act. People kill themselves to get away from pain and problems, often leaving those problems to friends and family members who must pick up the pieces when the one who commited suicide is gone.

Second, this so-called “right to die” denies God the opportunity to work sovereignly within a shattered life and bring glory to Himself. When Joni Eareckson Tada realized that she would be spending the rest of her life as a quadriplegic, she asked in despair, “Why can’t they just let me die?” When her friend Diana, trying to provide comfort, said to her, “The past is dead, Joni; you’re alive,” Joni responded, “Am I? This isn’t living.”9
But through God’s grace Joni’s despair gave way to her firm conviction that even her accident was within God’s plan for her life. Now she shares with the world her firm conviction that “suffering gets us ready for heaven.”10
Another foundational principle is a biblical view of death. Modern medicine defines death primarily as a biological event; yet Scripture defines death as a spiritual event that has biological consequences. Death, according to the Bible, occurs when the spirit leaves the body (Eccl 12:7; James 2:26).

Unfortunately this does not offer much by way of clinical diagnosis for medical personnel. But it does suggest that a rigorous medical definition for death be used. A comatose patient may not be conscious, but from both a medical and biblical perspective he is very much alive and treatment should be continued unless crucial vital signs and brain activity have ceased.

On the other hand Christians must also reject the notion that everything must be done to save life at all costs. Believers, knowing that to be at home in the body is to be away from the Lord (2 Cor 5:6), long for the time when they will be absent from the body and at home with the Lord (2 Cor 5:8). Death is gain for Christians (Phil 1:21). Therefore they need not be so tied to this earth that they perform futile operations just to extend life a few more hours or days.

In a patient’s last days, everything possible should be done to alleviate physical and emotional pain. Giving drugs to a patient to relieve pain is morally justifiable. Proverbs 31:6 says, “Give strong drink to him who is perishing, and wine to him whose life is bitter.” As previously mentioned, some analgesics have the secondary effect of shortening life. But these should be permitted since the primary purpose is to relieve pain, even though they may secondarily shorten life.

Moreover, believers should provide counsel and spiritual care to dying patients (Gal 6:2). Frequently emotional needs can be met both in the patient and in the family. Such times of grief also provide opportunities for witnessing. Those suffering loss are often more open to the gospel than at any other time.

Difficult philosophical and biblical questions are certain to continue swirling around the issue of euthanasia. But in the midst of these confusing issues should be the objective, absolute standards of Scripture, which provide guidance for the hard choices of providing care to terminally ill patients.
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