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EUTHANASIA
Keith H. Essex
Assistant Professor of Bible Exposition
In the early part of the twenty-first century, euthanasia is destined to
become the dom inant ethical issue in America n culture. It has become better known
in the recent past because of several factors: the German euthanasia program, the
cases of Ka ren A nn Q uinlan and Nancy B eth Cruzan, and the activities of Dr. Jack
Kevorkian. Recent responses to the growing acceptability of euthanasia are the
Uniform Health-C are D ecision s Act of 1993 , the recognition of eu thana sia in
Holland in 1993, the Oregon Physician-assisted Suicide Initiative in 1994, and the
U. S. Sup rem e Co urt’s up holdin g of ba ns on physician-a ssisted suicide in 197 7. A
clear understanding of the vocabulary of euthanasia is vital because different
sources are attaching differing meaning s to the same wo rds. Expressions that are
especially significant are “active/passive euthanasia,” “voluntary/involuntary/nonvoluntary eutha nasia,” and “direct/indirect euthana sia.” The B ible is clea r in its
condemnation of both hom icide and su icide, which cover all types of euthanasia.
The Scriptures also present guidelines for dealing with death and euthanasia.
*****
That euthanasia will become the dominant ethical issue in American culture
in the first decades of the twenty-first century is the conclusion of two leading
figures in the co ntem porary euth anasia debate. In co llaboration w ith M ary C lement,
Derek Humphry, founder of the Hemlock Society and an avowed advocate of
legalized euthanasia, writes,
The right to choose an assisted death has swiftly overtaken abortion as America’s most
contentious social issue. Indeed, activists and the media call it “the ultimate civil
liberty.” Some 60-75% of the general public supports the right to die. The establishment—government, churches, the American Medical Association, those powerful,
exclusive groups that control or influence society—however, is adamantly and vocally
opposed. . . . This being an issue everybody—from blue-collar worker to university
intellectual—has strong and often fixed views, the next decade in the United States
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promises to be a contentious one.1

Echoing Humphry’s conclusions, C. Everett Koop, former Surgeon General of the
United States and a vocal opponent of legalized euthanasia, states, “Suicide, assisted
or otherwise, will replace abortion in the headlines as the ethical issue of the next
deca de.” 2 The growing intensification of the debate over euthanasia in American
society challenges the contemporary evangelical pastor and church leader to become
aware of the issues and the biblical teaching surrounding this debate.
In addition to the public debate, the contem porary pastor/leader also finds
himself being confronted continually with end-of-life questions. Some of the
questions that the present w riter has encoun tered in pastoral ministry include: “Is
it unbiblical for me to ask for ‘do not resuscitate’ status?”; “May I as a Christian
decline being hooked up to this machine since I am soon going to die anyway?”;
“May we in good conscience before God ask that our comatose relative’s pacemaker
be turned off since it is the only thing that is presently keeping him alive?”; and the
ultimate question, “W hat do es G od allow m e to do to deal with the intensifying
physical pain that I am experiencing?” These, and similar questions, led Donn
Ketcham, M.D., to write,
Many of you will be called upon to counsel with families and, indeed, you may be called
upon to face decisions in your own family which are scripturally and morally determined
but so emotionally volatile that maintaining objectivity is most difficult. It is important
to have certain guidelines laid down ahead of time—guidelines to which you can cling
and hold firmly enough that they weather the storm of emotions in time of crisis. This
is a matter in which your convictions must be hammered out on the anvil of scripture and
moral principles before it is necessary to apply them in time of stress. They must be
settled in the quietness of the study lest the maelstrom of the actual crisis cause you to
be swayed and you find yourself with situationally determined standards—a crisisoriginated form of situational ethics.3
This article will attempt to help the reader hammer out his scriptural and
moral principles as he con fronts the issue of euthanasia. It will seek to conclude

1
Derek Hu mp hry an d M ary Cl em en t, Fre edo m to Die: People, Po litics, an d the Rig ht-T o-D ie
M ove me nt (New York: St. Martin’s, 1998) 5-9. This work is the best, most up-to-date introduction of
the euth ana sia de bate in A mer ican soc iety fro m th e pro -euth ana sia vie wp oint. The read er inte rested in
probing the p ersp ectiv e of th e pro pon ents o f euth ana sia sh ould beg in by caref ully in teractin g w ith this
monograph.
2
From C. Everett Koop’s commendation of Timothy J. Demy and Gary P. Steward, ed s., Suicide:
A Christian Response (Gra nd R apid s: K rege l, 199 8) 1 . Eve ry pa stor, an d oth er read ers in tereste d in the
topic, should secure and work through the articles in this excellent book. The present article, because of
space limitations, can give only a bro ad in trodu ction to the sub ject o f euth ana sia; the read er is encouraged
to follow up his reading of the present article by using Demy and Steward to further his understanding
of euthanasia and be informed of the Christian response.
3

Donn Ketcham, “A Ch ristian Physician Looks at Euthanasia,” The Baptist Bulletin (June 1977):8.
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with guidelines that can be applied when dealing with end-of-life issues. To
accomplish this goal, an introduction to the issue of euthanasia in contem porary
society will come first. A clarification of the terminology used in the contemporary
discussion of euthanasia will then fo llow. Next, and most important, will come
interaction with the biblica l instruction relevant to the contempo rary eu thana sia
debate. Finally, the article will present biblical guidelines applicable to end-of-life
issues.
EUTHANASIA IN CONTEMPORARY AMERICA
In 1947 pollsters began asking Americans about assisted suicide. The
question they posed was, “Should doctors be allowed to end the patient’s life by
some painless mean s if the patient and his fam ily request it.” In 1950 38 % of the
respo ndents answered “should” a nd 55% answ ered “should not.” Tw enty-five years
later in 197 5, the results had bee n reve rsed. In that year, 50% answ ered “should”
and 30% answ ered “shou ld not.” The intervening twenty-five years have seen the
positive response grow. Today 70 % o f the resp ondents answ er “sho uld” and only
20% answ er “sho uld no t.” 4
The Raising of Public A wareness C oncerning E utha nasia
The German Euthanasia Program.5 In the five years after World War
II, the American public was exposed to what had h appened in the nation of Germany
under Hitler. Beginning in 1933 those deemed undesirable, handicapped children
and psychiatric patients, were allowed to die by means of starvation. In 1939 active
killing replaced this passive killing. Those patients w ho w ere judged incurable after
a review of their condition w ere granted “mercy killing .” This official eu thana sia
program came to an end in August 1941. Significantly, it was ended because of
public opposition led b y parents who opposed the active killing of their children;
also significantly, there is no record of any physician protest. However, in the

4
These statistics are cited in Br ian P. J oh nst on , Death as a Salesman: W hat’s Wrong with Assisted
Suicide, 2nd revised ed. (Sacramento: New Regency, 1998) 161. Humphry and Clement (Fre edo m to
Die: People, Politics, and the Rig ht-T o-L ife M ove me nt 14) state th eir inte rpreta tion f or the shift in
American pub lic op inion . “A num ber o f facto rs ha ve b rou ght s ocie ty to th e po int w here a ma jority favors
the voluntary termination of life to avoid unrelenting pain and su fferin g. D ram atic ad van ces in
technology since World War II, the rise of AIDS as a national plague, the decline of the doctor-patient
relationship, the e con om ics of hea lth ca re, an d the med ical p rofes sion ’s lax attitud e tow ard p ain control
and com fort care, com bine d w ith the exp ectatio ns o f entitle men t and auto nom y ge nera ted b y the ‘righ ts
culture’ of th e 19 60’ s, all give rise to the expectation of a quality death with personal input. The right-todie mo vem ent is cons istent, furtherm ore, with the bab y boo mer’s increasingly influential creed: ‘I want
wh at I wan t whe n I w ant it, especially if it ma kes m e feel better.’”
5
Th is sum ma ry is tak en fro m N ige l M . De S. C am ero n, The New Medicine: Life and Death after
Hippocrates (W he ato n, Ill.: Cr oss wa y, 1 99 1) 6 9-9 1. Fo r a co mp lete an alysis of th e G erm an E utha nas ia
Program, see Robert Lifton, The Nazi Doctors: Medical Killing and the Psychology of Genocide (New
Yo rk: Bas ic Bo oks, 19 86).
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Germ an concentration camps, those deemed undesirable by Hitler— incurable mental
patients, hom osex uals, an d Jew s— continued to be put to death. This mass killing
was und er the su pervision of physicians.
W hen the knowledge of this G erma n euth anasia prog ram and its ultimate
results became k now n in the United States, reaction to the concept of euthanasia was
negative. Because the program began with the passive killing of those deemed
undesirable, the medical professionals recommitted themselves not to be involved
in the taking of life. The doctor’s primary responsibility to help the sick and never
to injure or wrong them w as reaffirmed. W ith the mem ory of the German practice
so fresh, in 1950 public opinion reacted negatively to any program or movement that
had the name eutha nasia.6
Karen Ann Quinlan.7 By 1975 public opinion concerning euthanasia was
dram atically reversed as shown by the reaction to the Karen Ann Quinlan situation.
Quinlan was a 21-year-o ld young woman who grew up in a devo ut Ca tholic fam ily
in New Jersey. She had been on a starvation diet when she went to a party on the
evening of April 15, 1975. At the party, she consumed alcohol and a small amount
of valium. The combination of alcohol and valium on an empty stomach caused her
to stop breathing for two separate periods of approximately 15 minutes each.
Quinlan ’s friends delivered her to the emergency room of a community hospital in
an unco nscious condition. Doc tors imm ediately placed the young woman on a
respiration machine as they soug ht to sav e her life. Most patients in her condition
would not have survived, but Quinlan was able to be kept alive with the help of the
respirator.
Even though Quinlan remained alive, her unconscious condition remained.
All the examining physicians agreed that she had suffered irreversible brain damage
with no ho pe of recovery or im proveme nt and that she was now in a persistent
vegetative state (PVS ).8 PVS is a condition of upper-brain death. The upper brain

6
Hu mph ry and Cle men t (Freedom to Die: People, Po litics, an d the Rig ht-T o-D ie M ove me nt 7)
asse rt, “T wo dec ade s of d eba te on the right to die h ave clea red aw ay mo st of the g eneral p ublic’s co ncern
that legalizing an assisted death resembles Nazi crimes.” However, Wesley J. Smith (Forced Exit: The
Slippery Slope from Assisted Suicide to Lega lized Murd er [New York: Times Books, 1997] 68-89) warns
that there are striking similarities between the German Euthanasia Program and what is being proposed
by the contemporary American pro-euthanasia movements. Smith states, “Wicked ideas are h arde st to
detect in their own time, even when they are variations on a theme that has been tried before. For
although there are many substantive differences between the values that drove the earlier Ge rma n de ath
culture and the ones emerging in our own day, a care ful an alysis of the actions being advocated—rather
than just the words used to promote those a ctions— leads to th e uncomfortable inference that the
differenc es are no t as profo und as ma ny w ould like to believe ” (70).
7
Information cited here com es fro m H um phr y an d C leme nt, Freed om to Die: People, Politics, and
the Right-To-Die Movement 82-95.
8
M ark Bloc her (The Right to Die? Caring Alternatives to Euthanasia [Chicago: Moody, 1999]
188) argues appropriately for the following clarification: “Due to the fact that the term ‘persistent
vegetative state’ suggests an individual is something less than human (some colloquially refer to such a
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supp orts consciousness, and the brain stem controls certain bodily functions like
breathing and heart rate. Upper brain death leads to a permanent loss of consciousness. But it does not always lead to the death of the brain stem. Sometimes a patient
whose upper brain is dead will have a brain stem that still supports heart and lung
activity. Upper brain death with the brain stem functioning was to be the experience
of Quinlan .
After three m onths, the Quinlans, as devout Rom an C atholics, consulted
their family priest concerning the possibility of disconnecting the respirator. The
priest advised them that they were under no obligation to use “extraordinary means”
to prolon g life. In this case the use of the resp irator w as deeme d “extraordinary
mea ns.” 9 Thus, the priest advised the Quinlans that it wo uld be within Cath olic
practice to ask the doc tors to remove the respirator. When the hospital, at the advice
of their attorney, refused to turn off the respirator, the Quinlans went to court to seek
the removal of their daughter from the respirator. In Nov embe r 1975, Jud ge Ro bert
Muir ruled against the Quinlans in New Jersey’s trial court. The judge asserted that
only physicians or the patient herself could make life and death decisions. He
refused to allow the Quinlans the legal authority to make the medical decisions for
their comatose daughter. The Quinlans immediately appealed this ruling to the New
Jersey Supreme Court. The judges of the Suprem e Cou rt overturned the low er court
ruling and said the respirator could be disconnected. The court stated that it was
affirming the choice K aren h erself w ould h ave m ade if she w ere able to do so. The
court recognized the authority of the patient to overrule the physician in end-of-life
decisions. On the basis of the court’s decision, and after her relocation to another
hospital, Karen Ann Quinlan was removed from the respirator in June of 1976.
How ever, she continued to live until July 1985. During these years, Quinlan
continued to receive feeding a nd hydration since these were in accordance with
Catholic understanding as “ordinary m eans” of medical treatment.
A consequence of the Quinlan litigation was the legislative institution of
an advanced medical directive (AMD ) known as “the living will.” This is a legal
document in wh ich a person indicates his w ishes regarding treatment in order to
guide medical personnel in a situation where he is unable to choose treatment. The
New Jersey Supreme Court had ruled that the patient ha d the right to indicate his

pers on as a ‘veg etable’), I prefer to u se the term perm anen t state of un cons ciousn ess or u naw areness.
De spite the lo ss of the h ighe r brain , the p art of th e bra in tha t con trols th oug ht, emotion, and
consciousn ess, such individuals are still human beings to be treated with dignity and respect.” Though
this present article speaks of PVS, the term is used in the spirit of Blocher’s clarification.
9
Ca tholic ethicists have long held to the distinction between ordinary and extraordinary medical
treatment. Scott B. Rae (Moral Ch oice: An Introduction to Ethics [Grand Rapids: Zondervan, 1995]
164) explain s the distinc tion: “T he term ordinary m eans refers to the course of treatment for a disease
that offe rs a rea son able hop e of b ene fit to th e pa tient, with out b eing exc essiv ely burdensome. Antibiotics
for curing an infection is an example of this type of trea tme nt. Extraordina ry mean s are those that do not
offer such hope and place undue burdens on the patient. For example, placing a patient on a respirator
is normally considered extraordinary means. Ordinary means are considered morally obligatory and
ex trao rdin ary me an s are mo rally op tion al.”
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wishes regarding m edical treatment. In September 1976, the C alifornia Natural
Death Act was the nation’s first statute giving legal status to living w ills. In the
intervening years, the majority of states have passed legislation authorizing such
living wills.
Nancy Beth Cruzan.10 The case of Nancy Cruzan fu rthered public
awareness of euthanasia and legal and legislative determinations concerning end-oflife decisions. Cruzan was a 25-year-old young woman from Missouri who was
thrown out of her car as it crashed in January 1983. It was estimated that Cruzan
went about 15 minutes without breath or heartbeat before being resuscitated by
paramedics. Her lungs and heart began to work again, but she remained in a coma,
ultimately descending in to a PV S.
In 1987 her parents requested that feeding and hydration be removed,
allowing Nancy to die. However, the hospital and attending physicians denied the
request. The Cruzans, like the Quinlans before them, petitioned the courts, but they
went a step further, asking for the removal of the feeding tube. After the M issouri
Supreme Court refused the Cruzans’ request to mak e a medical decision on their
daughter’s behalf, they appealed to the United States Supreme Court. The Cruzan
case was the first end-of-life case to come before the high court. In a 5-4 decision,
the court stated that in this case, the U.S. Constitution would grant a competent
person a constitutionally protected right to refuse all forms of life-sustaining medical
treatment, including artificial hydra tion and nutrition. The court’s statement inferred
that competent patients have a constitution al right to refuse m edical treatment.
How ever, in the Cruzan case, the court also affirmed that the State of Missouri had
to have clear and convincing evidence of a person’s expre ssed decisio n while
com peten t to have hydration and nutrition withdrawn. Because Nancy had left no
such evidence, the Supreme Court sided with the state and retu rned the case back to
Missouri. With the case returned back to the state, several of Nancy’s friends
sudd enly remem bered conversations in w hich she had expressed her wish not to
continue in a condition like her then-present situation. Thus both her doctor and the
court dropped their opposition to the removal of the tube providing nutrition and
hydration to Cruzan . In Decem ber 1990 , Nancy Cruzan died almost 12 days after
her feeding had been withdrawn. 11
In the aftermath of the Cruzan case, in 1990, Congress passed the Patient
Self-Determination Act, which took effect on December 1, 1991. The act requires
that all United States hospitals, nursing facilities, health maintenance organizations,
and other health care delivery systems receiving federal funds must develop written

10
Th is material is gleaned from Hu mp hry an d C lem en t, Freedom to Die: People, Politics, and the
Rig ht-T o-D ie M ove me nt 118-23.
11
Joe Cruzan, the father of N ancy B eth, hung him self to death on A ugust 17, 1996. The pos sible
cause, remorse, is explored by John M Dolan,“Homicidal Medicine,” in Suicide: A C hristian Respon se,
ed. by Timothy J. Demy and Gary P. Steward (Grand Rapids: Kregel, 1998) 237-38.
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policies regarding advance directives. These provider organizations must make
available education for the community and staff on advanced directives and
documentation in the patient’s chart as to the existence of advanced directives.
Further, written information must be provided to the patient concerning the policy
and philosophy of the medical institution.
Dr. Jack Kevorkian. During the 1990s the activities of Dr. Jack
Kevorkian continually fanned public awareness on the question of euthanasia.12
Kevorkian is a self-proclaimed agnostic. This former pathologist has had an interest
in the dying process throughout his professional career. Kevorkian is the inventor
of his so-called “suicide machine” which allows a patient to push a button when
hooked up to the machine and brings death in approxim ately 6 minu tes. The former
pathologist advertises the use of his mac hine fo r those who want to relieve the ir
suffering. How ever, it is questionable whether any of the over 40 documented
individuals who have taken advantage o f Kevorkian’s death se rvice w ere actually
terminal cases. Kevorkian defends his practices based upon the principle of patient
autonomy. Kevorkian believes that any “rational” person who w ants to e xercise his
right to absolute autonomy can decide to end his own life, whether his medical
condition is terminal or not.13 Even though Kevorkian clearly was illegally assisting
in suicides according to the statutes of h is home state of Michigan, no jury has been
willing to convict him on these charges. It seems as though a significant m inority
of the American public is willing to support the notion of physician-assisted suicide
for any suffering indiv idual w hethe r his condition is terminal or not.
Recent Respon ses to th e Awareness of E utha nasia
Uniform Health-Care Decision s Act. 14 In 1993 the National Conference
of Commissioners on Uniform State L aws combined all the then statutory
develo pme nts conc erning end-o f-life decisions into its Un iform H ealth-Care
Decisions Act. This Act is the basis for future state laws in this field. It allows an
individual to designate in advance who could make treatment decisions for him if he
becomes incapacitated; this is technically called a “durable power of attorney for
health care” (DPA). A person can also make a living will which can guide the DPA
or, if he designates no DPA , give instructions for health care providers that must be

12
Hu mph ry and Cle men t (Freedom to Die: People, Po litics an d the Rig ht-T o-D ie M ove me nt 125)
state, “The sudden appearance in 1990 on the right-to-die scene of Dr. Jack Kevorkian transformed the
issue from polite debate and courteous informa tional assistance (Hemlock’s way) to in-your-face,
controversial d ea th -o n -r eq u es t o p er at ed b y t he re ti re d M i ch ig an p at ho lo g is t.” Ev en fe ll ow -supporters
of euthanasia are not necessarily excited by Kevorkian’s approach.
13
For an evaluation of K evo rkian ’s prin ciple of au tono my , see F ranc is J. B eck with , “A bso lute
Autonomy and Ph ysicia n-A ssisted Su icide : Putting a Bad Idea Out of Its Misery,” in Suicide : A
Christian Re spo nse , ed. by Timothy J. Demy and Gary P. Stewart (Grand Rapids: Kregel, 1998) 223-33.
14
The follo win g inf orm ation app ears in Ed wa rd J. L arso n an d D arrel W . A mu nd sen , A Different
Death: Euthanasia & the Christian Tradition (Downers Grove, Ill.: InterVarsity, 1998) 181-82.
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followed in the patient’s case. Also, these living w ill instructions can include the
options of either receiving or rejecting life-sustaining treatment and offer a choice
regarding artificial nutrition and hydration. If a person does not have an advanced
treatment directive , the dec ision-making authority passes to the closest relative—spouse, adult children, parents, and adult siblings, in that order. When no such
relative is available, then an adult who has exhibited special care and concern for the
patient is to be the designated decisio n ma ker. Life -sustain ing treatment is no longer
autom atically provided as previously; medical providers must now make each
treatment decision in accordance with the direction of a surrogate wh o dec ides in
accordance with the patient’s instruction and wishes to the extent known to the
surrog ate or, wh en not know n, in accordan ce with the su rrogate’s determination of
the patient’s best interest.
Euthana sia in the Netherlands. Although the penal code of the
Netherlands outlaws euthanasia, a series of decisions by various Dutch courts
recognized by the Dutch parliam ent has led to g overnment-sanctioned eu thana sia in
the Netherlands. In 1973 a lower court ruling in Holland fashioned a general
exception to the penal code concerning euthanasia. Since then the practice of
euthanasia has rapidly spread across the country. To demonstrate the growth of
eutha nasia in Holland, Edward J. Larson and Darrel W. Amundsen cite the following
data.
To ascertain more accurate figures, the Dutch government commissioned a survey of
deaths for the year 1990. This official survey found that out of 129,000 deaths during
the year, 2,300 were requested euthanasia, 400 were physician assisted suicide, and 1,000
were euthanasia without explicit request. Another 1,350 deaths were from pain
medication administered with the explicit purpose of ending the patient’s life, 450 of
which occurred without explicit request. Combining these figures produces a total of
about 5,000 cases, or nearly 4% of all deaths in the Netherlands that year. An official
task force replicated the study from 1995, finding that the total had jumped by 27% in
5 years to nearly 6,400 cases, which represented nearly 5% of all deaths. Even these
figures may understate the total, with some estimates running as high as 20,000 per year,
or nearly 1 out of 7 deaths.15
In 1993 the D utch p arliament approved guidelines for doctors to report
assisted deaths to the coroner, thereby officially recognizing the practice of
euthanasia in Holland. The Dutch courts are favorable to physicians who practice
eutha nasia so long as they meet the following guidelines: “1) The patient must be
terminally ill, suffering unbearably and must request it; 2) it must be a case in which
no other treatment is possible; 3) the patient must consider the decision at length;
and 4) only a physician in consultation with another physician can perform the

15

Ibid., 234-35.
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act.” 16 Yet, even with these formal euthanasia guidelines, in some cases Dutch
physicians intervene beyond the guidelines to hasten death.17
The Oregon Physician-assisted Suicide Initiative. In 1994 the voters of
Oregon approved a ballot measure allowing physician-assisted suicide by a majority
of 51% of the vote. Because of legal challenges, the proposition’s provisions did not
go into effect immediately. In 1997 state legislators sent the measure back to the
voters without change. By a 3-2 margin the voters of Oregon retained their
physician–assisted suicide law. By means of this vote, the state of Oregon became
the first jurisdiction in the W estern world in over 1,500 years to enact a valid statute
authorizing a form of euthanasia.18 Some of the key stipulations of the Oregon law
are as follows: (1) the patient must be a resident of Oregon; (2) the patient has to be
diagnosed as suffering from a terminal disease as determined by two physicians; (3)
the patient must make a written request for medication for the purpose of ending his
or her life; (4) there must be a wa iting period of at least 15 days from the written
request to the actual prescription of the lethal drugs; (5) a physician must write the
prescription for the leth al dosage o f drugs to be used; and (6) the patient must both
voluntarily request and take the drugs so as to precipitate his own death.19
U.S. Supreme Court Ru ling Upholding Ban s of Physician-assisted
Suicide. On June 26, 19 77, the United States Suprem e Co urt han ded dow n its
unanimous decision that bans of assisted suicide enacted by the states of Washington
and New Y ork do not violate the 14th Amendment. Demey and Stewart have
summarized the decision of the Supreme Court in this way:
While the opinions were unanimous, there were in both cases concurring opinions that
reflected varying views of assisted suicide in certain circumstances that suggested that
the decision is a tentative first step rather than a definitive final ruling on the issue. In
his opinion in Washington v. Glucksberg, Chief Justice Rehnquist concluded by stating
that, “throughout the nation Americans are engaged in an earnest and profound debate
about the morality, legality, and practicality of physician-assisted suicide. Our holding
permits this debate to continue, as it should in a democratic society.”20

16
John S. F ein be rg a nd Pa ul D . Fe inb erg , Ethics for a Brave New World (Wheaton, Ill.: Crossway,
1993) 101. The chapter on euthanasia in this volume has been republished as John S. Feinb erg,
“Euthanasia: An Overview,” in Suicide: A Christian Response, ed. by Timothy J. Demy and Gary P.
Stewart (Grand Rapids: Kregel, 1998) 149. Further references will be noted from the latter source.
17
Larson and Amundsen (A Different Death: Euthanasia & the Christian Tradition 234-35) note
1,000 cases of eu thanasia in 1990 without exp licit request, which is contrary to the formal gu idelines.
18

Ibid., 199-202.

19

The full tex t of “ Th e O rego n D eath with Dig nity A ct” is fou nd in Hu mp hry a nd C leme nt, Freedom
to D ie: Pe ople , Politic s, an d the Rig ht-T o-D ie M ove me nt 349-56.
20

De my an d S tew art, Suicide: A Christian Response 488.
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Thus a great change in the attitude of the American public toward the issue
of euthanasia has occu rred in the past half century. As the tw enty-first century
begins, limited forms of euthanasia are being practiced throughout the United
States.21 These practices range from voluntary, passive euthanasia which is legally
sanctioned throughout most of the country, physician-assisted suicide in the state of
Oregon, and voluntary, active euthanasia implicitly accepted through the lack of
conviction of those doc tors w ho are willing to be involve d in it. This is the social,
legal, and moral condition of the so ciety in w hich the Ch ristian no w finds him self
living and m inistering .
TH E VO CA BU LA RY OF E UT HA NA SIA
“Discussions of euthanasia are often unproductive because of confusion
over definition s.” 22 As one reads the co ntempo rary literature on euthanasia by both
advocates and opponents of the practice, he is struck by the fact that the same terms
are used w ith different meaning s by differing autho rs. For instance, the term
eutha nasia has been defined both as “the process by which people’s deaths are
intentionally brought about by themselves or others”23 and as “one person, motivated
by compassion, intentionally . . . killing another in order to end that person’s
suffering.” 24 Though the first of these definitions includes the act of suicide, the
second definition does not. Authors who use the first definition will include
physician-assisted suicide as a form of euthanasia, but those who employ the second
definition will consistently speak of “physician-assisted suicide and euthan asia.” 25
Consequently, the reader m ust understand how the different term s relating to
eutha nasia are defined for the purpose of this article. The following are the adopted
definitions in this discussion.
Euthanasia
The term euthanasia comes from two Greek words, “good” (,Þ, eu) and
“death” ( 2V<"J@H, thanatos), and literally means “good death.” In its original
context, the term refers to the process by which a person eases into death without
unnecessary pain and suffering. The focus is on the manner of dying, and implies
that a person meets death with peace of mind and minimal mental and physical

21
Dolan (“Homicidal M edicine” 238-44) estimates that between 230,000 and 460,000 deaths by
euthanasia in the United States occurred in 1994.
22
Gary P. Ste wa rt, et al ., Ba sic Qu estion s on Suic ide a nd E utha nas ia: A re T hey Eve r Rig ht? (Grand
Rapids: Kregel, 1998) 23.
23

Ibid., 22.

24

Ro bert D. Orr, “The Physician-Assisted Suicide: Is It Ever Justified?” in Suicide: A Christian
Respon se, ed. by Timothy J. Demy and Gary P. Stewart (Grand Rapids: Kregel, 1998) 62.
25

Ibid., 65.
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pain.26
How ever, the term euthanasia assumed a different connotation when used
by British intellectual historian W . E. H. Lecky in 18 69. Lecky used the term “to
signify the act or practice of taking the life of a person who is hopelessly ill and
doing so for reason s of mercy.” 27 This understanding of the term has continued in
contem porary usage. A s noted above, som e writers continue to use the term
exclu sively for a killing instigated by a second party. For others, the term has come
to stand for a wider variety of practices. This article uses the term eutha nasia in this
latter, broad sense, resulting in the following definition: “Euthanasia is any act or
deliberate omission undertaken by on eself an d/or oth ers w ith the specific intention
of causing the death of a person and actually causing that death, where the agent(s)
acts or deliberately forbears from action on the basis of a conviction that the d eath
being caused will be good for the person who is being killed.” Based on this
understanding, there are various types of euthanasia as illustrated in Chart 1.28
CHART 1

EU TH AN ASIA
Passive
[Intentionally Fatal Withholding
(IFW )]
Voluntary

Involuntary

Non-Voluntary

Active

Voluntary
Direct

Involuntary

Non-Voluntary

Indirect

Active/Passive Euthan asia. “These terms focus on the kind of action
taken to bring abou t death.” 29 Active eutha nasia is “the effort of a person to cause
his or her own death or the death of ano ther. . . . The med ical cau se of death is not
disease or injury but the fatal action taken.” 30 By contrast passive euthanasia is the
withh olding , withd rawal, or refusal of treatment to sustain life. M ore pre cisely,

26
Ed win R. Dubose, “Historical Perspectives: Physi ci an A id-In-D ying (A ctive V oluntary
Eu than asia ),” in Doctor-A ssisted Suicide and the Euthanasia Movement, ed. by Gary E. McCuen
(Hudson, Wis.: GEM, 1999) 9.
27
Ro bert N. Wen nberg, Terminal Choices: Euthanasia, Suicide, and the Right to Die (Grand
Rapids: Eerdmans, 1989) 3-4.
28
Ch art 1 is ad ap ted fro m S tew art, e t al., Basic Questions on Suicide and Euthanasia: Are They
Ever Right? 26.
29

Feinberg, “Euthanasia: An Overview” 152.

30

Ste wa rt, et a l., Ba sic Q ues tions on S uicid e an d E utha nas ia: A re T hey Eve r Rig ht? 23.
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Passive euthanasia intends death by withholding (including withdrawing or refusing)
available medical treatment or other care that clearly could enable a person to live
significantly longer. Death is intended but not medically caused by the person
performing passive euthanasia. Another expression for this practice is “intentionally fatal
withholding.” Using this expression can be helpful, since it is more explicit about what
is in view than is the term passive euthanasia. It is important not to confuse intentionally
fatal withholding—which is always morally problematic—with legitimately withholding
useless treatment, e.g. when death is imminent even with treatment.31

Voluntary/Involuntary/Non-Voluntary Euthanasia. This distinction
focuses on whether or not the patient reque sts death. Voluntary euthanasia occurs
when a patient requests death (actively or passively) or grants permission to be put
to death, and his desire is honored. Involuntary euthanasia occurs when a patient
explicitly refuses death, but his request is not hono red. Finally, nonvoluntary
eutha nasia occurs when a patient is put to death when the patient’s wishes are
unknown, either becau se those w ishes are uno btainable or no action is take n to
obtain them.32
Direct/Indirect Euthanasia. These terms denote the role played by the
person who dies when his life is taken. In direct euthanasia the individual himse lf
carries out the decisio n to die. In indirect euthanasia someone else carries out the
decision to die.33 Chart 2 gives illustrations of the different kinds of euthanasia.34

31
Ibid ., 24. T here is a gr eat d eba te among evangel ical writers as to whether the term passive
euth ana sia sho uld be emp loyed becau se the propon ents of active euthanasia argue that there is no ethical
difference between the two. Orr (“The Physician-Assisted Suicide: Is It Ever Right?” 63) defines passive
euth ana sia as “situation s wh ere life-sustainin g treatme nts are withheld or withdrawn from a term inally
ill patient, with the expectation that this omission will allow the p erso n to d ie na turally .” O n the bas is
of this definition, Orr concludes, “T hu s, passive euthan asia is not a neces sary or h elpful term .” Ho wev er,
W ennb erg (Terminal Choices: Euthanasia, Suicide and the Rig ht to D ie 108-56) has an excellent chapter
entitled “Pa ssive Eu than asia a nd th e R efus al of L if e -E xtending Treatment.” Wenn berg argues that
withdrawal of treatment from terminal patients is not passive euthanasia because it is not a form of
passive suicid e. Pa ssive suicid e, and thus a form of p assiv e eu than asia, is w hen a pa tient (a ) inten tiona lly
ends his life (b) by a medical omission (c) when death is not imminent and (d) when it is done to relieve
him self of suffering. Wennberg’s explanation provides the basis for the definition of pas sive e utha nas ia
given above.
32

W en nb erg , Terminal Choices 25.

33

Feinberg, “Euthanasia: An Overview” 152.

34

Ch art 2 is adapted from Frank Ha rron , Joh n B urn sid e, an d T im B eau ch am p, Health and Human
Values: A G uide to M aking Yo ur Ow n Decisions (New Haven, Conn.: Yale University, 1983) 45.
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Cha rt 2
Volun tary
P
A
S
S
I
V
E

Involuntary

Non -Volun tary

Mr. A is unconscious from a medical co ndition that is treatable, but if
untreated, will lead to death.
Dr. B recommends treatment for Mr. A.
Mr. A refu ses treatMr. A req uests treatMr. A’s desire conment (via AMD)
ment (via AMD)
cernin g treatm ent is
unknown
Dr. B does not treat Mr. A.
Mr. A dies from the non-treated medical condition.
Mr. A has an incurable medical condition.

A
C
T
I
V
E

Mr. A requests a lethal
drug.
Mr. A ingests lethal
drugs [direct], or
Dr. B administers lethal drugs [indirect].

Mr. A requests nonlethal pain killers.

Mr. A’s desires are
unknown.

Dr. B administers lethal drugs [indirect].

Dr. B administers lethal drugs [indirect].

Mr. A dies from the lethal drugs.
Related Terminology35
The contemporary debate over euthanasia has produced many technical
terms, some of which are described in what follows. In the legal realm, the principle
of patient autonomy is the viewpoint that declares that since a person is a selfdetermining agent, he should be able to make his own evaluations and choices based
on his own self-interest when it comes to medical decisions. Therefore, in any
medical procedure, there must be informed consent, the stipulation that a patient
understands treatment options and chooses the course of treatment or withholding
of treatme nt in his p erson al situation. Since the patient is viewed legally as h is own
medical decision-maker, he is allowed to put in writing advanced medical directives
(AMD) in wh ich he declares his p referen ce for m edical treatment, in the possible
case that future ability to com mun icate w ill be impaired. Two such legal documen ts
are the living w ill, in which a person indicates his wish es regarding treatme nt in
order to guide medical personnel in a situation where he is unable to choose
treatment, and the durable power of attorney, by which a patient designates another
to make decisions on his behalf should he become physically or men tally unable to

35
Th is section incorp ora tes d efin ition s fo un d in Da vid K. C lark an d R ob ert V . Ra ke stra w, e ds.,
Readings in Ch ristia n V alu es, vol. 2 , “Issues and Applications” (Grand Rapids: Baker, 1994) 133-34.
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do so. If no advanced medical documents exist or are not known, there can be
substituted judgment, a legal declaration by the courts authorizing a person to make
treatment decisio ns for an incapacitated patient. The cou rts have also recognized a
patient’s right-to-die, a patien t’s right to refuse unwanted life-sustaining treatment
or forcing doctors to drop such treatment if already administered. Advocates of
eutha nasia seek to expand this “right” to the point where a patient can determine
when, w here, and how he w ill die.
In the medical arena, the principle of beneficence asserts that doctors are
obligated to do good for their patients, while the principle of nonmaleficence
obligates doctors to avoid harming their patients.36 Doing good for the patient means
that when medical technologies can no longer prevent death, the doctor withholds
or withd raws all life-prolongin g and life-sustaining technologies as an intentional act
to enhance the well-being of the terminally ill patient by avoiding useless prolonging
of the dying process; but unlike passive euthanasia, the act of letting die does not
intend or choose death. When no medical cures exist, the patient is given palliative
care, med ical treatm ent w hich is a pplied to ease the discomfort and symptoms of a
terminal illness. M any terminal patien ts receive hospice, a special kind of care
designed to provide treatment and support for terminally ill patients, which includes
pain m anag eme nt, social interaction, and spiritua l care.
Ultimately, in order to apply biblical prin ciples to the euthana sia issue, it
is essential to define precisely the reality of euthanasia. Active or passive,
involuntary or nonvoluntary, indirect euthanasia is homicide, the killing of one
human being by another. As Mark Blocher has pointedly stated,
To use the word killing is technically correct since both action and neglect in particular
contexts result in a death that is intended. Euthanasia is allegedly killing for merciful
reasons, for reasons of compassion. . . . The absence of malice associated with the acts
of euthanasia tends to soften our reaction to it. We are less inclined to label these acts
“killing.” Yet they are.37
Further, active, voluntary, direct eutha nasia is a form of suicide, the voluntary and
intentional killing of oneself. It is vital that “p hysician-assisted suicide” be clearly
recognized for what it is, a form of “suicide.” Finally, active, voluntary, indirect
eutha nasia is a form of both suicide and homicide, suicide on the part of the patient
who desires dea th and homicide on the part of the agent who brings that desire for
death to reality through his act of killing.

36
The principles of b ene ficen ce an d no nm alefic enc e refle ct the wo rds o f the H ippo cratic Oath: “I
will use treatment to help the sick according to my ability and judgment, but I will nev er use it to inju re
or wrong them.” For the words of the Hippocratic Oath, see Camero n, The New Medicine: Life and
Death a fter Hippocrates 24-25.
37

Bl oc he r, The Right to Die? Caring Alternatives to Euthanasia 77.
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APPLICABLE BIBLICAL INSTRUCTION
Many fine evangelical works present the arguments for and against
euthanasia.38 The argum ents set forth are logical, ethical, historical, social, legal,
and med ical, in addition to being biblical. How ever, both the writer and the vast
majo rity of the readers of this pre sent article are comm itted to the truth that the B ible
is the Word of God, and as such, should direct Christian thinking and actions
concerning all the questions of life, including eu thanasia (2 Tim 3:16-17 ).
Ultimately, the conclusions reached concerning euthanasia must come from and be
in accord ance with the Scrip ture. W hat follows will analyze the biblical passages
pertinent to the issue of euthanasia.
Ho micide Is E xplicitly Condemn ed in the B ible
The sixth commandment in the Decalogue is an emphatic negative
prohibition, “You shall not kill” (Exod 20:13; Deut 5:17 [personal translation]). The
Hebrew root “kill” ((79, r ~Es a hE ) occurs 38 times in the OT. It is first used in Exod
20:13. Significantly, the root occurs twenty times in Numbers 35 (vv. 6, 11, 12, 16
[2], 17 [2], 18 [2], 19, 21[2], 25, 26, 27 [2 ], 28, 30 [2], 31). The usage of the term
in this chapter gives insight into the meanin g of the prohibition in E xod 20:13 .
The context of Numbers 35 is the commandment of the Lo rd throu gh M oses to
the sons of Israel that when they came into the land of Canaan, they were to set aside
48 cities for the possession of the Levites (vv. 1-8). From these cities of the Levites,
six were to be set aside as “cities of refuge”39 (v. 6). These cities of refuge were to
function as san ctuaries for anyone who killed ano ther person u ntil their crime could
be evaluated and their punishment determined. The LO R D then gave instruction
through Moses to the so ns of Israel concern ing the basis for their judgment of the
killer, the required p unishmen t, and the reason for this ordinance (vv. 9-34). Two
observations concerning the use of r ~Es a hE are significant. First, 18 times the term
occurs in its participial form to refer both to “the manslayer” (vv. 11, 26, 27, 28) and
to “the murderer” (vv. 16, 17, 18, 19, 21, 30, 31). The distinction between the two
types of killers is based upon their motivation; the “manslayer” killed unintentionally
(what is referred to in English as “man slaughter”), and the “murderer” killed
intentionally (what is referred to in E nglish as “murder”) (v. 11 ). The criteria by
which intentionality could be determined were (1) the weapon used, (2) the enmity
of the killer toward his victim, and (3) premeditation (vv. 16-24). The punishment
for the killer judged guilty of murder was death by the hand of “the blood aven ger,”
while the killer guilty of m anslaughter wa s that he remain in his city of refug e until
the death of the high priest. Seco nd, r ~Es a hE occurs twice in its verbal form (vv. 27,

38
For exa mp le, see th e disc ussio ns in Fein berg , “Eu than asia: A n O v er vi ew ” 153-68 , an d R ae, Moral
Choices: An Introduction to Ethics 165-80.
39
All Scrip ture q uota tions are ta ken from the N ew A merican Standa rd Bible unless otherw ise
indicated.
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30). In both cases it refers to acts of killing permitted by the L O R D that carry no gu ilt
or punishment. Thus, some acts of killing are outside the boundaries of the
prohibition of the sixth commandment. Gordon J. W enham summarizes the
significance of this ordinance:
This law reaffirms in judicial fashion the sanctity of human life (cf. Gen. 9:5-6; Ex.
20:13). The commandment simply says ‘Thou shall not kill.’ The Hebrew ‘kill’ is used
in this law both of murder and manslaughter (16, 25). Both incur blood guilt and pollute
the land, and both require atonement: murder by the execution of the murderer and
manslaughter through the natural demise of the high priest.40
The implications of the two observations stated abov e are tw ofold. First,
the Israelite was aw are that even acciden tal death is an affront to God. Even though
the penalty for unintentional killing was less severe than for intentional killing, the
loss of con tact for a period of time from one’s land, community, and, possibly,
family was a serious loss. Even m ore devastating to the sincere Israelite worshiper
of the L O R D would be his inab ility to accompany his fellow-servants of the L O R D as
they went to worship Him at the central sanctuary at the three great annual feasts
(see D eut 16 :1-17). Thus, the Israelite was conscious of the fact that he was to do
everything humanly possible not to cause the death of another person. An exam ple
of this com mitment to avoid even an accidental death is evident in the law recorded
in Deuteronomy 22:8: “When you build a new house, you shall make a parapet for
your roof, that you may not bring bloo d-guilt on your house if an yone falls from it.”
The OT believer knew huma n life is a gift from God (Gen 2:7 ), and he was to
preserve it to the best of his ability. He certainly sought not to be a participant in the
destruction of life.
Second, the Israelite was aware that there were certain killings allowed by
God (Num 35:27, 30). The manslayer who did not obey the LO R D by staying in the
city of refuge and the murderer were under the judicial judgment of God and could
be put to death without violating the sixth commandment. By expansion, all the
crimes of the OT that the L O R D said were punishable by d eath w ere allowable
killings. 41 Further, the L O R D also commanded Israel to kill their enem ies in ba ttle
when He directed them to go to war (Deut 7:2; 20:17). By imp lication, when
invasions took place, warfare that was defensive in nature, with the resulting killing,
was also allowe d by God (Gen 14 :2; Judg 11:4-6; 1 S am 1 7:1; 2 K gs 6:8).
Therefore, W . R. D ome ris well states the conc lusion concerning the
mea ning o f the sixth com man dme nt:

40
Gordon J. W en ha m, Num bers: An Introduction and C omm entary, Th e Ty nda le O ld T e st am ent
Commentaries, ed. D. J. Wiseman (Downers Grove, Ill.: InterVarsity, 1981) 238.
41
Sixteen crimes that incurred the death penalty in the OT with supporting Scripture, are listed in
Joh n M acA rthu r, The M acArthur Study Bible (Nashville: Word, 1997) 270.
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In the wider context of the OT, the prohibition may be defined more narrowly as the
taking of life outside of the parameters (as in the case of war or capital punishment), laid
down by God. Human life, even more than other forms of life, has unique value in the
sight of God. . . . To take a life, outside of the parameters set by God, therefore, requires
some sort of restitution. 42
Furthermore, the NT quotes the sixth comm andm ent extensively (Matt 19:18; Mark
10:19; Luke 18:20; Rom 13:9; Jas 2 :11). Thus, the NT believer in Christ is under
obligation to obey the comm andm ent, “You shall not kill (outside the parame ters
allowed by G od).” Significantly, Paul in Rom 13:8-10 states that obedience to the
comma ndments, including the sixth, is ho w a Christian shows love to his neighbo r.
Christian love is not expressed by taking life, but in preserving life.
The question arises concerning the application of this biblical teaching from
the sixth comm andmen t to the m odern euth anasia debate. In a seminal article
wrestling w ith this question, Millard J. Erickson and In es E. B owers state,
We must therefore press further the question of whether euthanasia should be classified
as murder. The elements in the Biblical concept of murder seem to be:
1.
It is intentional.
2.
It is premeditated.
3.
It is malicious.
4.
It is contrary to the desire or intention of the victim.
5.
It is against someone who has done nothing deserving of capital
punishment.43
How ever, they reason that euthanasia would not be characterized by maliciousness;
the person believes he is doing an act of mercy that will be good for the other person.
They conclude, “He nce it ap pears that the attempt to evaluate eu thana sia simply by
appealing to the teaching regarding murder fails. Guidance in this matter must be
found elsew here.” 44 However, as was shown abov e, the prohibition in the sixth
commandment encompasses accidental death, a killing that does not have malicious
intent. Therefore, euthanasia is prohibited by the sixth commandment. The
Christian cannot be the agent in taking ano ther person’s life. The Bible explicitly
condemns homicide, m alicious or not, except in capital punishm ent and w ar.
Suicide Is Imp licitly Cond em ned in the B ible
Suicide, the act of self-killing, is neve r directly a ddressed in the Scripture.
Though examples of suicide are recorded in the Bible, the OT legal texts neither
directly condemn nor condone the act. It is important to note that a single word for

42
W . R. Do meris, “ (79,” Ne w In terna tiona l Dic tiona ry o f Old Tes tam ent T heo logy and Exe ges is
[NIDOTTE], ed. by Willem A. VanGremeren (Grand Rapids: Zondervan, 1997) 3:1189.
43

M illard J. Erickson and Ines E. Bowers, “Euthanasia and Christian Ethics,” JETS 19:1 (1976):17.
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suicide does not exist in Hebrew or Greek, making it impossible for the Bible to say
directly, “You shall not commit suicide.” The term “suicide” is a creation of the
English language. Robert N. W ennberg explains,
Interestingly, however, the term “suicide” was introduced into the English language in
1651 by Walter Charleton in order to make available a more neutral and less judgmental
term for acts of self-killing which until then had been described as “destroying oneself,”
“murdering oneself,” and “slaughtering oneself”—all phrases that convey firm
disapproval. Charleton made his contribution to the English language with this sentence:
“To vindicate one’s self from extreme and otherwise inevitable calamity by sui-cide is
not (certainly) a crime.” This hyphenated word did not exist in the Latin but was an
invention achieved by linking two Latin words, “sui” (self) and “cide” (kill).45
How ever, even thoug h the exa ct term “suicide” does not occur in the Bible, the
condemnation of “self-killing” is usually inferred from the sixth comm andm ent. If
to shorten the life of another through killing—except in wa r or for capital crimes— is
wrong, to kill oneself is also wrong. Self-killing is a form of killing, an d killing is
prohibited.46
But today , this und erstanding o f suicide as a bib lically pro hibited killing
has come under intense attack. One of the leading spokesmen for this new
assessment of suicide is Arthur J. Droge who has summarized his arguments in an
article printed in the influ ential Anchor Bible Dictionary. Droge introduces his
article with these words:
The idea that suicide is both a sin and a crime is a relatively late Christian invention,
taking its impetus from Augustine’s polemics against the “suicidal mania” of the
Donatists in the late 4th and early 5th centuries and acquiring the status of canon law in
a series of three church councils of the 6th and 7th centuries. In other words, the act of
taking one’s own life, which had been accepted, admired, and even sought after as a
means of attaining immediate salvation by Greeks and Romans, Jews and Christians
throughout antiquity, now became the focus of intense Christian opposition. 47
Droge advances three biblical arguments in support of his assertion that Scripture
permits some suicides.

45

W en nb erg , Ter min al C hoic es: E utha nas ia, Su icide , and the R ight to Die 17-18.

46

Eugene H. Merrill (“Suicide and the Concept of Death in the Old Testament,” in Suicide : A
Christian Response, ed. by Timothy J. Demy and Gary P. Stewart [Grand Rapids: Kregel, 1998] 323)
states, “Yet suicide is the taking of a human life, and so it clearly falls at least under the rubic of
ma nsl au gh ter.”
47
Arthur J. D roge, “Suicide,” The An chor Bible D ictionary, ed. by David Noel Freedman (New
York: Doubleday, 1992) 6:22 5. Dro ge’s assertion that the prohibition of suicide is a late Christian
invention is refu ted by La rso n a nd Am un dse n, A D ifferen t De ath: E utha nas ia & the Christian Tradition
103-15. Th ey sh ow that “ altho ugh suicid e is a to pic th at excited little com men t in Ch ristian literature
before Au gustine , twelve c hurch fathers co ndem ned th e act at least in p assing” (103 ).
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First, five cases of suicide appear in the OT: (1) Abimelech (Judg 9:54); (2)
and (3) Saul and Saul’s armor bearer (1 Sam 31:4-5; cf. 1 Chron 10:4-5); (4)
Ahithophel (2 Sam 17:23); and (5) Zimri (1 Kg s 16:18). 48 The biblical narrator
simply reports each of these self-killings with no statement of either commendation
or cond emn ation. D roge conc ludes, “The impo rtant point is that none of these
biblical figures receives ce nsure: indeed , their suicides are scarcely commented on,
leading one to conc lude that in ancient Isra el the ac t of suicide was regarded as
something natural and heroic.” 49 However, his conc lusion does not follow from his
own point: if no evaluation of the suicide is given by the biblical author, how can
a positive evaluation be the assured con clusion of the biblical comm entator. It is
true that OT narrative usually records events with no evaluation. The biblical reader
must consider the whole presentation made in order to draw proper conclusions. For
example, Saul is presented as a king who was disobedient to the L O R D (1 Sam 13:1314; 15:1-31; 28:3-19); Saul’s death was a judgment from the L O R D for his disobedience (1 Chron 10:13-14). Saul’s suicide was the pathetic act of a rebel against God,
not the heroic final act of a faithful servant of the L O R D . 50
The NT records one clear case of suicide, the death of Judas (Matt 27:5;
Acts 1:18). Droge states, “It too is recorded without comment, although it is implied
that Judas’s act of self-destruction was a result of his remorse and repentance, and
not an additional crim e.” 51 While it is true that Judas felt remorse (Matt 27:3), the
biblical text contains no statement concerning his repentance. Like Saul in the OT,
Judas’s suicide was the cu lmination of a spiritual rebellion that led him to betray
Jesus into the hands of His enemies (Matt 26:14-16). Judas’s self-destruction was
a result of his decision to reject C hrist’s offer of love and spiritual security (John
13:26). The suicide of Judas wa s not the result of repentance, but happened because
of his lack of repentanc e. Thus, the six biblical reports of suicide do not convey a
sense of acceptance and moral approval; rather, the overall context demonstrates an
atmo sphe re of spiritual disobedience.

48
M errill (“Suicide and the Concept of Death in the Old Testament” 32 3) points out, “The O T is,
among other things, a record of war, bloodshed, murder, and mayhem. Yet, an d perh aps am azingly , there
are only a ha ndf ul of instan ces o f suic ide, all in narrative texts. Undoubtedly a general reverence for life,
fear of death and its aftermath, and the self-evident inability to repent of suicide may be contributing
fac tors in th e ap pa ren tly lo w i nc ide nc e o f su icid e.”
49
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Second, Droge raise s the possibility that Jesus’ own death could be
understood as a form of suicide. He asks the question, “How else are we to make
sense of the provocative statement of the Johannine Jesus: ‘No one takes my life;
I lay it down of my own free will’ (John 10:18)?”52 The answer to Droge’s question
is found in the deity of Jesus. As the one who has life in Himself (John 1:4; 5:26),
no man co uld take life from Jesus unless He voluntarily surrendered it. But the
Bible mak es clea r that Jesus w as put to death at the hands of violent men (Acts 2:23;
3:14-15). Jesus was k illed by others; He did not kill Himself.
Third, Droge alleges that Paul contemplated suicide according to his words
in Phil 1:21-26. He argues,
Furthermore, full weight must be given to Paul’s statement about life and death: “which
I shall choose I cannot tell” (1:22). In other words, the question of life or death is a
matter of Paul’s own volition, not a fate to be imposed on him by others. If it is a matter
of Paul’s own choosing, then it seems clear that his internal struggle concerns the
possibility of suicide. . . . While the option of death was considered and, indeed,
personally desirable, it was ultimately rejected because it contravened his understanding
of the present will of God, namely, that Paul continue his earthly mission. It is not the
case, however, that Paul rejected suicide per se, only that it was not yet the appropriate
time for such an act.53
How ever, the choice mentioned in Phil 1:22 is between the “gain” of death
(1:21) and the “fruitful labor” of life (1:22), not betw een death and life per se.
Between these two beneficial choices, Paul is hard pressed in know ing w hich to
prefer. But the choice in this case is not his to make. Th e Lord throu gh his
execution or release will make known to Paul what His will is.54 Paul’s reflections
here show his heart to the Philippian church, a heart that is willing equally to live or
to die. What they do not show is a man contemplating suicide.55
Therefore, the Bible does not condone suicide. The sixth commandment
includes the act of self-killing. Any act of volun tary passive or active euthanasia is
an act of disobedience against God because su icide is im plicitly condemne d in the

52

Ibid.

53

Ibid., 6:228-29.

54

Gordon D. Fee (Paul’s Letter to the Philippians, NICNT, ed. by Gordon D . Fee [Grand Rapids:
Eerdman s, 19 95 ] 14 7) a nsw ers, “ Contra A. J. Droge . . . who argues that to take 1:22 seriously must allow
that Paul was contemplating suicide. But that seems methodologically in reverse, since the rest of
passage, an d th e let ter a s a w ho le, h ardly allow s such a view . This fails to tak e serious ly Pau l’s
understanding of ap ostles hip— and of d isciple ship in ge nera l— in which one’s longing to kno w C hrist
inc lud es ‘p artic ipa tion in h is su ffer ing s’ b eca use of o ne ’s ce rtain ty o f the resu rrec tion .”
55
See further, Dónal P. O’Mathúna, “Did Paul Condone Suicide? Implications for Assisted Suicide
and Active Euthanasia,” in Suicide: A C hristian Respon se 387-97.
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Bible. 56 Thus, for those who build their ethical standards and behavior on the
Scripture, any act of euthanasia is to be rejected as direct disob edience to the W ord
of God.
BIBLICAL GUIDELINES APPLICABLE TO END-OF-LIFE ISSUES
The Bible clearly asserts that God has sovereign contro l over life and death
(Deut 32:39 ; 1 Sam 2:6; Pss 31:15 ; 139:16). As the master ov er death, the Lo rd
declares, “It is appointed for me n to die once . . .” (Heb 9:27). Until the return of the
Lord, each person must experience death. Death for the Christian is the gateway into
the presence of Christ (2 Co r 5:8; Phil 1:21); but for the non-Christian it is the
entrance into Hades and u ltimately the sec ond death (Rev 20:13 -15). The B ible
gives truth about death that provides guidance for end-of-life decisions.
Biblical G uidelines for D eath
First, death is inevitable (Eccl 3:2). Therefore, each person should make
preparations for death. W ith the present legal climate, it is imperative that each
believer have an advanced medical directive.57 A du rable power of attorney is better
than a living w ill.58 The surrogate chosen should have the same Christian
perspective as the believer.
Second, death is an enemy (1 Cor 15:26). Therefore, when the hope of
recovery through medical treatment remains a possibility, the believer should take
advantage of every opportunity to forestall death so that he can continue to serve the
Lord.
Third, dying is a proc ess (Heb 11:21, 22 ). Therefore, w hen it is reasonably
certain that a patient’s disease is incurable and terminal, measures desig ned to
control physical pain, to provide food and w ater, to give regular hygienic care, and
to ensure personal interaction and mental/spiritual stimulation should be instituted.
“Letting die” is not to be equ ated w ith “passive eu thana sia.” 59

56
Erickson and Bow ers (“Euthanasia and Christian Ethics” 17-24) argue that one cannot prove that
volun tary activ e eu than asia is an instance of suicide (they make a distinction between suicide, euthanasia,
and martyrdom), and one cannot demonstrate the wrongness of suicide. Rather, they object to euth ana sia
on the basis of six broad principles: (1) the sanctity of life, (2) the finality of euthanasia, (3) the spiritual
ben efit of suffering, (4) the possibility of recovery, (5) the danger of euthanasia being abused as under
Hitler, and (6) the alternative of pain management instead of euthanasia.
57

An exc ellen t exp lana tion o f livin g w ills and durable powers of attorney is found in Beth Spring
and Ed La rso n, Euthanasia: Spiritual, Medical & Legal Issues in Terminal Health Care (Po rtlan d, O re.:
Multnomah, 1988) 137-71.
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John Frame (Med ical Ethics: Principles, Persons, and P roblems [Phillipsburg, N.J.: Presbyterian
and Refo rmed, 1988] 72) declares, “The durable power of attorney also has legal advantages over the
living will. A liv ing p erso n is m ore fle xible , mo re resp ons ive to circu msta nce s, than is a pa per d ocu men t.
He can inte rpre t his ow n w ord s, w hile a d oc um en t mu st b e in terp rete d b y o the rs.”
59

See note 31 above.
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Fourth, suffering is a part of present earthly life and death (Rom 8:1 8; 2 Cor
4:17-18; 1 Pet 5:9-10). Therefore, the Christian will patiently endure any pain,
especially at the end of life. Pain will not become the reason to commit the
unbiblical act of euthanasia.60
Biblical G uidelines for Dealing with Euthanasia
The Christian finds himself in a society that is quickly succumbing to the
allure of euthanasia. There is a growing demand for the legalization and greater
practice of euthanasia. Mark Blocher gives some insightful words concerning the
response:
In fact, focusing all our effort on the debate whether or not we should legalize the
practice misses the most important issue, how to improve care for dying individuals.
. . . My concern is that too much of our effort will be invested in public policy and
courtroom litigation, leaving us with little time, energy, and financial resources to
improve care for the dying. If we can effectively resist the efforts to plunge society into
the darkness of state-sanctioned medical killing, . . . it will be because we have shown
that there is no disgrace in human mortality, that human dignity can be cared for and
respected in the midst of life’s worst experiences.61
Therefore, first, it is imperative that we show compassion to the dying. The
advocates of euthanasia assert that they wish to show m ercy b y killing those in pain
or by allowing them to k ill themselves. Bu t this supposed expression of mercy
defies the instru ction of the God of all mercies (Ps 119:156)! Instead of mercy
killing, Christians need to exhibit mercy living as we pray for, visit, and care for the
dying among us. Seco nd, to die we ll, believers must trust G od. It is not euthanasia
that is the good dea th! Rather, it is the Christian w ho m aintains his faith strong in
the Lord ev en un to death and leaves this life w ith joy w ho truly dies w ell. 62

60
A n excellent discussion of end -of-life issues is found in Gary P. Stewart, et al., Basic Questions
on End of Life Decisions: How Do We K now What is Right? (Gran d R apids: K regel, 199 8).
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Bl oc he r, The Right to Die? Caring Alternatives to Euthanasia 13.

The reader who would like to stay abreast of the latest evangelical information concerning
euth ana sia should contact: The Center for Bioethics and Human Dignity, 2065 Half Day Road,
Bannockburn, IL 60015. Phone (847) 317-8180. Fax (847) 317-8153. Email: <cbhd@banninst.edu>.

