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ABSTRACT

Due to advancement and innovations in biotechnologies lunch genetic screening applications of stem
cell in medicine and sophioticated life- support technologies, many bioethical challenges have been
raised. Advances in medicine have greatly improved. possibilities to treat seriously ill patients and to
prolong life. Medical decision-making for patients with life-threatening diseases increasingly entails a
balanced consideration of medical, ethical, psychosocial, and societal aspects.

Currently, end of life issues are one of the top. 10 health care ethics challenges facing the public.
Euthanasia, withholding and withdrawing treatments, physician-assisted suicide, do not resuscitate
(DNR) orders, advance care planning, refusal’ of treatments, consent, quality of end of life care and
advance directives are the main debates in this field.

In this paper, we have discussed.briefly the main ethical issues of ending life in brief, including the
religious. We have also applied a case-based approach to clarify Islamic perspective on the issues.
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INTRODUCTION

There are many..complex ethical issues that can
affect patients and familiesin the health care setting.
Advances in medicine have greatly improved
possibilities to treat serioudly ill patients and to prolong
life. However, their advances in modern medical
technology have blurred many of the lines and
distinctions that once seemed so clear; including life
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and death. Currently, end of life issues are one of the
top 10 health care ethics challenges facing the public.*

End-of-life care aso depletes 10%-12% of total
health care costs in USA?,

Decision making in terminal care is a demanding
and stressful duty for al involved that can take placein
any setting in which patients die in hospitals, nursing
homes, hospices, and at home. End of life care is an
emerging field in al countries, irrespective of their
economical, cultural, or religious backgrounds.

Studies of attitudes of medical professionals
towards end of life decision-making have been
undertaken in many countries.*® Currently, euthanasia
is performed worldwide, regardless of the existence of
laws governing it. The Netherlands and Belgium
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became the first countries in the world to enact a law
on euthanasia.®'® There are different policies and rules
in thisissue in some countries.™**

In this manuscript, we intend to review the main
ethical issues in the challengeable field of end of life,
considering the Islamic viewpoints. For compilation of
the article, we searched articles in Google and Ovid
search engines, PubMed, and IranMedex sources by
using appropriate keywords. We also referred to some
English and Farsi books in this field and articles
referenced in other sources. We have applied a case-
based approach to clarify the issues according to
Islamic perspectives.

Definition of Death
Human death definition was much easier in past
eras than now. When our heart or lungs stopped
working, we died. Sometimes our brain stopped before
our heart and lungs did, sometimes after. But the
cessation of these vital organs occurred close together
in time With advances in life support, the line
between who is aive and who is dead has become
blurred.”® Life support technologies introduced in the
20th century have generated a new kind of patient, one
whose brain does not function, but whose heart and
lungs continue to work. Thus, we need to define death
in order to be able to declare a person physically and
legally is dead. In the United States of America, the
Uniform Determination of Death Act (UDDA), written
in 1981, confronts the complexities concerning the
declaration of death.® The UDDA states that a person
can be declared dead when either the heart and lungs or
the brain and brain’ stem..stop functioning
permanently.*®
Advocates working..to improve care for dying
patients try to determine what elements are necessary
for a*good death” to take place. Common elements of
agood death have been identified as the following.*"*:
¢ Adeqguate pain and symptom managements,
¢ Avoiding aprolonged dying process,
e Clear communication about decisions by patient,
family and physician,
e Adeguate preparation for death, for both patient
and loved ones,
¢ Fedling a sense of contral,
e Finding a spiritual or emotional sense of
completion,
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o Affirming the patient as a unique and worthy
person,

¢ Strengthening relationships with loved ones,Not
being aone.
As mentioned, a good care for dying pdtients

encompasses attention to spiritual issues a the end of life®

MAIN ETHICAL CHALLENGES

Case 1: A middle-aged woman diagnosed with acute
myelogenous leukemia has refused chemotherapy for
her condition. She is educated, articulate and quite
aware that she will certainly die without treatment. She
is upset by her diagnesis, but is not depressed. Her
close family wishes she would accept treatment because
they/do not want her to die, but even so, they honor her
refusal.-She understands that her death will likely be
painful and may be prolonged and requests a supply of
barbiturates that she might use to take her life when the
appropriate time comes.

B \What is an appropriate course of action?

For people reaching and the end of life, continuing to
suffer may appear worse than death. The suffering can
be so great that the option of ending one’s life through
either euthanasia or physician assisted suicide may
appear to be a reasonable and merciful choice.14
Euthanasia and assisted suicide involve taking
deliberate action to end or assist in ending the life of
another person on compassionate grounds.”

There are some terms in this issue that are mentioned
in Table 1. Euthanasia is an act where a third party,
usualy implied to be a physician, terminates the life of
a person; either passively or actively.’ The modern
concept of euthanasia came into being in the 20th
century after the invention of life-extending
technologies.™

With physician assisted suicide, a doctor provides a
patient with a prescription for drugs that a patient could
use to end his or her life'* The main distinction
between physician assisted suicide and active
euthanasia is that the doctor is not the person
physically administering the drugs.

Physician assisted suicide is only contemplated by
patients who are conscious and capable of making their
own decisions.* Oregon is the only state in the U.S.
that has alaw that allows physician assisted suicide.™
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Table 1. The Definition of Terms.*

Term Definition

Euthanasia X intentionally kills Y for Y's
benefit (Death which is not a
benefit to a person is not
euthanasia)

-Passive Euthanasia X alowsY todie

-Active Euthanasia X performs an action which

itself resultsin Y's death

--Voluntary Y requested death himself

--Non-voluntary Y has not expressed a preference

--Involuntary Against Y's wishes

Suicide Y intentionally kills himself

Assisted Suicide X intentionally helps Y to kill
himself

Murder Xintentionally killsY

* Derivated from: Gillon R. Introduction to the course. The
Annua Intensive Five-Day Course on Medical Ethics. 17-21
Sep. 2001, Imperial College School of Medicine, London UK.

The Oregon Death with Dignity Act passed in 1994
but did not go into effect until 1997. Swiss has also
legalized physician assisted suicide since 2005. The
Swiss National Ethics Advisory Commission ~has
pursued this strategy by publishing guidelines intended
to regulate their legally permissive assisted ‘suicide
policy.*

There are groups and individuals who make moral
distinctions between actively killing-a. person versus
passively allowing a person to die.'* Passive euthanasia
is often thought of as a “alowing a person to di€”’;
while the action of the physician removes the
supportive treatment, the life-threatening illness or
medical situation actually ends the patient’s life.** For
example, withholding.ventilator support for breathing
may be considered an act of passive euthanasia because
the person would die on his or her own without the
ventilator.* Two of the earliest and most widely
discussed cases involving the termination of life-
extending treatment, or passive euthanasia were the
cases of Karen Ann Quinlan and Nancy Cruzan.** The
Schiavo story is also the latest instance of intense
debates in this field. She was diagnosed as being in a
persistent vegetative state (PVS) since 1990 and her
feeding tube was removed on March 2005. She died
thirteen days later because of dehydration.
(http://en.wikipedia.org/wiki/Terri_Schiavo)
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Active euthanasia requires performing some action
that terminates the life of a person. An example of an
active euthanasia intervention would be a situation
where a physician would inject a patient with a lethal
dose of a drug** In cases of voluntary, active
euthanasia, a competent patient who wishes to avoid
suffering and a slow dying process asks a physician to
terminate his or her life. The euthanasia policies of the
Netherlands and Belgium are examples of voluntary,
active euthanasia practices.™ The concept of “death
with dignity” or alowing patients to retain dignity as
they die is a<popular argument among those who
support active euthanasia.™* Proponents of euthanasia
basically build their position on two reasons. thefirst is
self determination and respect for human autonomy,
andthe second. is compassion and kindness to the
patient with incurable disease.® Then, terminating life
at the request'of an individual is not immoral because it
is the individual’s decision.* However, the opponents
argue terminating human life is unethical because it
violates either the moral belief that life should never be
taken intentionally, or the basic human right not to be
killed.** On the other hand, mankind, in the light of
religious belief, dose not have the right to determine
his of her life, but has the autonomy to do what he or
she wants to improve the quality of the life. Freewill is
the basis of ethical decisions and must be in service of
human being to fulfill God's will, not to violate it.?? In
addition, terminating life is unethical in today’s society
because there are not enough protections that would
alow for ajust and fair practice of euthanasia.* Some
believe that assisted suicide and euthanasia are
inherently wrong from the perspective of principle-
based, deontological ethics and even on a utilitarian or
situational ethics analysis; because the risks and harms
outweigh the benefits.

Patient’s suffering is usually a main reason for
applying euthanasia. Pain is the most common end-
stage symptom for hospitalized patients, and it has
been stated that 40% of patients have moderate to
severe pain in the last few days of life.?** Traditionally,
there has been reluctance on the part of physicians to
use higher doses of narcotic analgesicsin terminally ill
patients because of a fear of causing death due to
central nervous system depression . We have to point
out "doctrine of double effect" which is a principle
based on the claim that there is a moraly relevant
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digtinction between intended effects and foreseen
effects. An act which has two effects, one beneficial
and one harmful, is not morally prohibited if the
harmful effect is not intended. But the proponents of
euthanasia sometimes use this challenging principle to
justify their performance.

Case 2. Mr. S is a 65-year-old man with end-stage
COPD, admitted last month with pneumonia. His
course was complicated by respiratory failure needing
mechanical ventilation, and multiple efforts to wean
him have been unsuccessful. Awake and alert, he now
communicates through written notes that he wants the
ventilator taken off.

& What do you think about the best ethical decision?

YL What would be the appropriate choice in an
unconscious case?

% What do you do in case of ventilator shortage when
you have another 15-year-old patient with Guillain
Barre Syndrome that needs to be ventilated?

Medical interventions may save or prolong the life of
some terminaly ill patients. Mechanical ventilation is
the most common life support treatment withdrawn in
anticipation of death.® Likewise, decisions about
Cardiopulmonary  Resuscitation (CPR), artificial
nutrition and hydration are among the 'most
emotionally and ethically challenging issues in end of
life care. Clinicaly, the American Medical“Association
does not distinguish between nutrition and hydration
and other life sustaining treatments.®®: Ethical issues
surrounding resuscitation may include issues of futility,
withholding or withdrawing <interventions, advance
directives, family presence, practicing procedures on
the newly dead, palliative care, and‘communication.”’
Some patients may seek a do-not-resuscitate (DNR)
order from their ‘doctor.. Physicians own preferences
for CPR may predominate in the DNR decision making
process for their patients?® But nearly 60-70% of
serioudly ill patients are unable to speak when the time
comes to decide whether or not to limit treatment.?®

Case 3: Mrs. Jis a 50 year old woman with ovarian
cancer which has now relapsed. She is now nearing the
end of atrial of a new chemotherapy regime with no
sign of improvement. Mrs. J has said to her brother that
she believes in miracle although the consultant team has
told her that she has only a few weeks left to live.
Given her advanced disease, it islikely that vital organs
will fail. Therefore, the medical team decided that, if
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Mrs. J has a cardiac arrest, resuscitation would not be
appropriate. This is because she will die very shortly
from her cancer. But Mrs. J and her children say they
want everything done for her, including CPR.

% Should Mrs. J be given CPR in the situation of
cardiac arrest?

%In considering her best interests, have the clinical
team taken into account her personal perspective?

% Should the possible effects on medica and
nursing staff of attempting CPR on a patient with
virtually no chance of success be considered?

Effective advance care planning is important in
providing good care at the end of life because it
enhances a discussion of end-of-life issues between the
patient, physician, and caregivers.20 The idea that a
treatment should provide the patient with some benefit
that is sufficient to outweigh the burdens has been
called the principle of proportionality.14 For instance;
when making decisions in the resuscitation arena,
many factors must be considered, including potential
benefits of resuscitation (restoring life to the patient, a
sense of closure and resolution of guilt for the
survivors) and potential risks (financial and resource
investments, resuscitation to a suboptimal quality of
life, etc).27 Medically futile treatments are those that
are highly unlikely to benefit a patient.14 A workable
definition describes medical futility as an intervention
that will not enable the achievement of the intended
goal of the intervention.20 Decisions to withhold or
withdraw life-sustaining treatments are accompanied
by an assessment that such treatments would be
medically futile. Ethical questions surround the concept
of medical futility. First, some people question whether
medical futility can be defined and how to prevent
futility from becoming a judgment call made by health
care staff.14 Second, there is the fear that treatments
that provide a smaller benefit may be eliminated.30
Finaly, the biggest concern is that necessary
treatments will be labeled futile in order to save
money.14 This issue is of particular importance to
some €lderly, disabled, managed care, and socio-
economically disadvantaged populations.31 The
physician has a key role in carefully explaining the
benefits and burdens of interventions near the end of
life® This concept is difficult to implement when
patients or family cannot be convinced.?
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Some suggest the use of advance directives or
living wills to avoid the ethical conflicts associated
with withholding and withdrawing medical treatment.
Advance directives aim to honor individual autonomy
and respect individual choice. But there are ethical
concerns for they involve critical decisions about end
of life care. Advance directives may improperly
influence health care providers to limit care; and a
person frightened of becoming disabled or
incapacitated may use advance directives to limit
treatment; when in reality a person cannot know in
advance his or her ability to cope and adapt to living
with a disability.* On the other hand, this approach
may not be useful if a medica treatment decision
requires an immediate answer.*

In children and incompetent people, their parents
and doctors may face the different ethical issues about
ending life. One important question is "Who Decides?"
particularly when parents or executors refuse treatment,
or when they insist on non-recommended treatment.
Comprehensive ethical aspects of end-of-life care are
addressed in other articles by authentic authors.” 3%

RELIGIONS VIEWPOINTS

The sacred writings and teachings of different religions
contain a weath of teachings about ‘the. critical
moments of life; its beginning and its end.. One of the
important religious issues is .that<the death never
concerned as annihilation and deficiency.” Recent
advances in scientific research” and. technological
sophistication have raised totally new possibilities for
deciding about birth and death. Different religions,
faiths, and customs have different views on these issues
that we would brieflydiscuss infollowing paragraphs.
Hindus have specific beliefs in common that
influence their attitudes to death. Most Hindus believe
that thereisasoul (atman) in al living beings, whichis
identified with ultimate redity, Brahman.** From
Hindus point of view, a good death (su-mrtyu) occurs
in old age, at the right astrological time, and in the right
place (on the ground at home if it cannot be on the
banks of the sacred Ganges).”” There has been a
tradition of voluntary death, and indeed of religious
suicide in the Hindu community, such a self-willed
death was “linked to a specific purpose: to obtain
freedom (heaven or liberation) through an act of
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omnipotence involving the sacrifice of the self” 2. But
there is a distinction between the willing death from a
spiritually advanced person and someone in great pain
wishing to end an intolerable life. Suicide for selfish
reasons is morally wrong and leads to hell.** Instead,
suffering should be seen as purifying and cleansing.*
Hindu ethics on the whole come out strongly against
involuntary euthanasia, because it contradicts the
principle of autonomy and can lead to abuse.*?
However, there is not a single moral position on this
issue.

Buddhist teachings emphasize the ubiquity and
inevitability ‘of death, and for this reason, Buddhists
tend to. be psychologically prepared to accept
impending » death with calmness and dignity.®®
Mindfulness and mental clarity are important values for
Buddhists, hence the importance placed on meditation.
Buddhism emphasizes the importance of death with an
unclouded mind wherever possible, because it is
believed that this can lead to a better rebirth.* Some
Buddhists may therefore be unwilling to take pain-
relieving drugs or strong sedatives, and even those who
are not in atermina condition might prefer to remain
as dert as possible, rather than take analgesics that
would impair their mental or sensory capacities.®
According to the most ancient authorities, death occurs
when the body is bereft of three things: vitality (ayu),
heat (usma), and sentiency (viana).”®* According to
these principles, there is no disagreement between
traditional Buddhism and modern science with respect
to the status of patients in a persistent vegetative
state.® To reject and abandon patients in a persistent
vegetative state and withdraw the basic necessities of
life would be a denial of the universal compassion,
which Buddhism greatly emphasizes.® Euthanasia is
also rejected by most Buddhists as contrary to the First
Precept, which prohibits intentional killing. However,
the prohibition of euthanasia does not imply a
commitment to vitalism, namely the doctrine that life
should be prolonged at all costs.®

Judaism’s position on issues in health care stems
from its fundamental convictions. Those relevant to the
end of life include: the body belongs to God; human
beings have both the permission and the obligation to
heal; and, ultimately, human beings are mortal.*
Because every person’s body belongs to God, a patient
does not have the right to commit suicide, and anybody
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who does aid in this plan commits murder.* In the
issue of foregoing life-sustaining treatment, the strict
most position restricts permission to withdraw or
withhold treatment to situations for which doctors
assume that the patient will die within 72 hours.* In
the legal opinion, approved by the Conservative
Movement’s Committee on Jewish Law and Standards,
it ruled that as soon as a person is diagnosed with
incurable traumain vital organs or aterminal, incurable
discase (a terefah), patients and doctors have
permission to withhold or withdraw drugs and
machines if it is in the patient’s best interests.”® In the
issue of artificia nutrition and hydration, most
Orthodox and some Conservative rabbis regard
artificial nutrition and hydration as food and liquids,
which we all need; therefore, even rabbis who allow
removal of machines and drugs request these
interventions.” In the opinion approved by the
Conservative Movement’s Committee on Jewish Law
and Standards, artificial nutrition and hydration are
classified as medicine. Thus, we can and should use
them if there is any reasonable prospect for recovery,
but when that is not likely, we should remove them,
they are just prolonging the dying process.*

End of life decisions provoke controversies
among Christians.®**"  Understanding  Christian
interests in decisions regarding the end of. life is
complicated by the dominance of Christian culture,
which has framed much of the.lawand.public policy
governing end of life decisions in many  countries.
Traditional Christians recognize that there is no
obligation always to postpone death, but there could be
a duty to use hightechnology medicine to gain a last
opportunity for repentance.® Knowledge of one's
impending death’ offers._a final chance to become
reconciled with those whom one has harmed and to ask
God's forgiveness. Traditional Christianity regards
suicide as self-murder and therefore physician-assisted
suicide and euthanasia as forms of assisted self-murder
or direct murder.”® Consent of the patient does not
defeat the evil. At the same time, the attempt to save
life at all costs is also forbidden.*® Christianity also
accepts the appropriateness of analgesia and sedation to
avoid terminal suffering if this does not, by obtunding
consciousness, take away a final opportunity for
repentance.®®
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Fundamental to Catholic bioethics is a belief in
the sanctity of life; as a creation of God and a gift in
trust. In this view, we are stewards, not owners, of our
own bodies.”® The Catholic understanding of sickness,
suffering, and death is grounded in a belief in Jesus
Christ who, as the incarnation of God, suffered, died,
and was resurrected.”” In light of this faith, Catholics
accept that sickness, suffering, and death can have a
positive meaning.*’

Within the great variety of Protestant theologies,
opinions range widely.*** Most Protestants are
comfortable with a wide variety of life-sustaining
treatments. Faced with little hope of recovery, most
Protestant patients.and families understand why health
care providers suggest a withdrawa of aggressive
interventions and often they are in agreement.”® Some
Protestant groups have clearly opposed all euthanasia
forms and assisted suicide. Others are opposed to
active euthanasia but accept passive euthanasia®
Sometimes the families argued that heath care
providers should not be "playing God".*® Yet other
Protestant groups accept euthanasia and assisted
suicide as personal choices to be made by individuals.*®
Furthermore, some Protestants and Roman Catholics
even express openness in specific circumstances to
physician-assisted suicide and euthanasiaa Much
controversy also exists about the appropriateness of
withdrawing artificial hydration and nutrition at the end
of life and for people in a persistent vegetative state.*®

Islamic Views

Islam, the youngest of the three monotheistic faiths,
shares its basic doctrines about God, the need for
prophets to guide humanity, and the fina Day of
Judgment (resurrection) with Judaism and Christianity.
Belief in resurrection illuminates that the spirit in the
other world frees and purifies from pains and sorrow of
the nature and material world.** The Holy Quran states:
"The angel of death, who is given charge of you, shall
cause you to die, then to your Lord you will be
returned. (32:11)". Such a belief in divine destiny and
divine sagacity resulting in trust in Allah puts an end to
the fear of death, devastation, poverty and helplessness.
It rectifies the biggest weakness of man, which is fear
of annihilation or wretched existence.

Since the intellectual understanding of religious
realities rely on the philosophical analysis, Moslem
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philosophers have had rational deliberation on degrees
of world and that how the spirit of man can elevate in
these degrees. Moslem philosophers including Farabi,
Avicenna, Mulla Sadra, have discussed about
existential transformations of man towards perfection
and transcendence and anyone who has not regarded
the death as a nonexistence and imperfection.
Elevations to quantitative and platonic ideas or to
intellectual world have revealed this transcendence of
existence.** Some Muslim philosophers believe in the
abstraction (immateriality) of the soul. Mulla Sadra
views death as the soul’s desertion of the body
(http:/Avww.mullasadra.org/New_Site/English/MullasadralS
oul-Resurrection.htm). In the Iranian Islamic gnostic
literature, particularly in Rumi’s Mathnavi, death is
considered a rebirth and a gate for entering another
world, and it had better to call it life rather than death.
Rumi uses the words ‘dying’ or ‘being reborn in
stages to refer to the change of the human embryo
from spiritless matter into the vegetative form, then
into the animal form, and finally into the human form.
He maintains that the developed man can turn into an
angel by death, or even go higher than angels.

Muslims believe that they were created to
discover God's work in the universe and to appreciate
and serve God's ends for His creation.™ In view of the
normative Islamic tradition for standards of:conduct
and character, Muslim scholars have recognized the
importance of decisions derived from specific. human
conditions as an equally valid source for socia ethics
in 1slam as the scriptural sources such as the Quran and
the Prophet Muhammad's exemplary life (sunnah),
which prescribe many rules of law-and morality for the
community. For Muslims, life is sacred because God is
its origin and its destiny.. Death does not happen except
by God' s permission; as dictated in the Quran: “it is not
given to any soul to die, but with the permission of
Allah at an appointed time” (3:145).

The sanctity of human life is ordained in the
Quran®’; “Do not take life which God has made sacred
except in the course of Justice (6:151), and “...
whoever slays a soul, unless it be for manslaughter or
for mischief in the land, it is as though he slew
mankind...” (5-32). The saving of a life is aso
considered one of the highest merits and imperativesin
Islam.”®> Therefore, hedth-care providers must do
everything possible to prevent premature death.
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Muslim jurists of different schools ruled that once
invasive treatment has been intensified to save the life
of a patient, life-saving equipment can not be turned
off unless the physicians are certain about the
inevitability of death.*. However, Isam recognizes
that death is an inevitable part of human existence.
Thus, treatment does not have to be provided if it
merely prolongs the final stages of atermina illness as
opposed to treating a superimposed, life-threatening
condition.>

The primary obligation of a Muslim doctor is to
provide care and aleviate pain.> The Quran points out;
however, that pain isafarm of test or trial, to confirm a
believer's spiritual. station: “O al you who believe,
seek assistance through patience and prayer; surely
Godiswith the patient . . . Surely We will try you with
something of fear and hunger, and diminution of goods
and lives and fruits; yet give good tidings to the patient
who, when a misfortune befalls them, say, ‘Surely we
belong to God, and to Him we return’; upon those rest
blessings and mercy from their Lord, and those; they
are the truly guided” (2:153-57). As such, pain
functions as an instrument in revealing God's purpose
for humanity and in reminding us that ultimately we
belong, and will return to, God. “Every soul shall have
ataste of death: and we test you by evil and by good by
way of trial, to Us must you return” (Holy Quran
21:35). In addition to this spiritual and mora
dimension, pain has an educational purpose. As such,
pain is a mean to sdf-purification after sinful
behavior.®® But according to some Muslim scholars,
patients in pain from termina illnesses may receive
analgesic medicine until the time of death (55).

DISCUSSION

Case 1: As mentioned, the life is a gift of God;
therefore, whenever there is effective treatment, it could
not be refused to give it away even by patient's request.
Anybody can not compel his case to accept the
chemotherapy, but his refusal is considered a big sin
that would deteriorate his everlasting afterlife welfare.
Human freedom, respect to autonomy and pain relief,
none of them never justify impairing his futurity.
However, if there are no medical explanations to
continue treatment and it just prolongs dying process,
Islam would probably permit to alleviate patients pain
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by palliate care. This should not shorten the patient's
life. If the patient is a child, Muslim parents are
responsible to consider her/his interests in the best
manner through consulting the physicians, otherwise
they will be answerable and the court (public
prosecutor) could punish them. Given the Islamic
teachings, enjoyment and discomfort, both are the
expressions of God in our life. Then, freedom of painis
not an acceptable justification for ending human life.
On the other hand, we can not define accurate border
lines for the amount of pain that could justify killing a
person; either voluntary or Involuntary.

No one is authorized to deliberately end life,
however, some believe that reducing suffering by
analgesia, even if death is thereby hastened, is
permitted, based on the central teaching that “actions
are to be judged by their intentions’.* As mentioned,
Islam does not also recognize a patient’s right to die
voluntarily because life is a divine trust and cannot be
terminated by any form of active or passive human
intervention, and because its term is fixed by an
unalterable divine decree.®>? Religious people regard
suicide as abominable, while in the view of Islamic
scholars suicide is absolutely prohibited, be it/as a
voluntary act or out of necessity, for instance in.case of
unbearable illness® We read in the Holy Quran:
“...and do not kill yourselves; surely AllahisMerciful
to you” (4:29).

Case 2 and Case 3: Decision making in the issue
of withholding or withdrawing treatments.is a very
difficult duty of health care<providers, particularly
when the patient or her/his family are not in agreement
with the medical team's decision.: The most important
guestion is about futility; if. the treatment is futile or
not? According to Islamic teaching, Muslims should be
completely ready for the moment of death when the
known respite would come. Resorting to futile
treatments in order to putting off the death is not
acceptable in Islam. However, if there is any desirable
reason for holding or continuing the treatment, decision
making in case of resource limitation would be
difficult. Islam emphasizes to help each other as much
as possible. The factors for selecting the patients would
not be based on age, gender, social position, etc, but
medical priority and outcome. Justice should be taken
into consideration in such cases. In an unconscious
case, the decision should be also made based on the
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expected results of treatment by physicians,
considering the best interests of patient. It must be
mentioned that according to Islamic view of point,
spiritual health, moral elevation and purity are very
important in determining quality of life, in addition to
physical health and comfort. Patient suffering might be
the divine will for her/his purification and spiritual
maturity.

Children are valued and respected in Ilam as
individuals with inherent rights and they have the right
to be treated with respect and without violence.* In
children, when' the question of withdrawal of life
support measures is raised (turning off the ventilator),
we meet with near universal refusal (89%). Parents and
extended. family do not want to be seen as having
acquiesced in their child's demise. In contrast, when
the child is not ventilated but a decision of DNR or
limiting vital support measures is made, none has
objections to limit therapy.* Consultation with the
family and their spiritual counselor, with clear
explanation of the patient's overall state, along with
consideration of local laws should all be weighed
before afinal decision is made.>

Some Muslim jurists have noted that, even in
adults, a collective decision not to prolong the life of an
ill person through consultation with all those involved
in providing heath care, including the attending
physician and the family, is possible® The Islamic
ethical rule “No harm shall be inflicted or reciprocated
in Islam” (La Zarar va La Zerar Fil-Islam) could be
taken under consideration in thisissue. Thisrule allows
for important distinctions and rules about life-
sustaining treatments in terminally ill patients; the
distinctions on which ethical decisions are made
include the difference between killing (active
euthanasia) and letting die (passive euthanasia).* For
instance; withholding or withdrawing treatment in a
brain-dead patient would not be considered a form of
euthanasia, and thus is permissible.®* This distinction
often underlies those between suicide and foregoing
treastment or between homicide and natural death.*
Some Muslim scholars suppose that patients or their
guardian may refuse treatments that do not in any way
improve their condition or quality of life>™ Some
believe that the law permits a patient to refuse a death-
delaying treatment or a doctor, after consultation with
the patients, their family, and others involved, to
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withdraw futile treatment on the basis of informed
consent.® They argue that the reason in this instance is
that delaying the inevitable death of a patient through
life-sustaining treatment is neither in the patient’s nor
the public’'s best interests because of limited financial
resources. Withdrawal of life-sustaining treatments in
such instances is seen as allowing death to take its
natural course.® The issue of social justice, especialy
of distributive justice, could be regarded in this issue.
Some Muslim scholars assume that |slamic law permits
withdrawal of futile and disproportionate treatment on
the basis of the consent of the immediate family
members who act on the professional advice of the
physician in charge of the case.”® Some Muslim jurists
recognize as legal a competent patient's informed
refusal of treatment or a living will, which allows a
person to die under circumstances in which there are no
medical reasons to continue treatment.*

In recent years, we have experiences of living will in
Islamic countries such as Iran. Along with attention
paid to medical ethics, * establishing written will or
signed donor card ® % has led to raising deceased
organ donation in the country.®-¢®

CONCLUSION

Decisions about ending the life of terminaly. ill
patients at their request are beyond a doctor’s moral
and legal obligations. There is no immunity in Islamic
law for the physician who unilaterally and actively
decides to assist a patient to die**According to Islamic
point of view; a patient was not recognized to have the
right to die voluntarily. The earthylife is a divine trust
and an opportunity for spiritual refinement. Then, the
human life cannot beterminated by any form of active
or physician assisted .intervention. Also, there is a
consensus on the suicide abhorrence.

There are debates about permissibility of pain-
relief treatments or withholding or withdrawing of life-
support treatments or allowing an end-stage patient to
die when there is no doubt that their disease is causing
untreatable suffering. Most Muslim jurists ruled that
once invasive treatment has been intensified to save the
life of apatient, life-saving equipment cannot be turned
off unless the physicians are certain about the
inevitability of death. Withholding or withdrawing
treatment from any patient is therefore never easy and
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cannot be generalized. Cultural, socia, and religious
issues have to be taken into account for making decisions.

ACKNOWLEDGEMENT

We would like to thank Ms. Maryam Aaa for her
sincere cooperation.

REFERENCES

1. Bredin JM, MacRae SK, Bell J, Singer PA; University
of Toronto-Joint Centre for Bioethics Clinical Ethics
Group. Top.10 health care ethics challenges facing the
public: views of Toronto bioethicists. BMC Med Ethics
2005; 6:E5.

2. Friedenberg R. The end of life. Radiology 2003;
228(2):309-12.

3. Iglehart JK. The American health care system--
Medicaid. N Engl JMed 1999; 340(5):403-8.

4. van der Heide A, Deliens L, Faisst K, Nilstun T, Norup
M, Paci E, et a. End-of-life decision-making in six
European countries: descriptive study Lancet 2003;
362(9381):345-50

5. Kersh S, Cavdieri TA, Ciesielski J, Forman LJ.
Opinions and reactions of physicians in New Jersey
regarding the Oregon Death with Dignity Act. J Am
Osteopath Assoc 2000; 100(6):349-50, 355-9.

6. Hofmann JC, Wenger NS, Davis RB, Teno J, Connors
AF, Deshiens N, et a. Patient preferences for
communication with physicians about end-of-life
decisions. SUPPORT Investigators. Study to Understand
Prognoses and Preference for Outcomes and Risks of
Treatment. Ann Intern Med 1997; 127(1):1-12.

7. Lavery JV, Dickens BM, Boyle JM, Singer PA.
Bioethics for clinicians: 11. Euthanasia and assisted
suicide. Can Med Assoc J 1997; 156(10):1405-8.

8. Dickenson DL. Are medical ethicists out of touch?
Practitioner attitudes in the US and UK towards
decisions at the end of life. J Med Ethics 2000;
26(4):254-60.

9. In brief. Belgium legalises euthanasia. BMJ 2002;
324(7348):1234.

10. van der Maas PJ, van der Wal G, Haverkate |, de Graaff
CL, Kester JG, Onwuteaka-Philipsen BD, et al.
Euthanasia, physician-assisted suicide, and other
medical practices involving the end of life in the
Netherlands, 1990-1995. N Engl J Med 1996;

IRANIAN JOURNAL OF ALLERGY, ASTHMA AND IMMUNOLOGY /13



F. Zahedi et al.

335(22):1699-705.

11

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

14/ IRANIAN JOURNAL OF ALLERGY, ASTHMA AND IMMUNOLOGY

The British Medical Association. Withholding and
withdrawing life-prolonging medical treatment.
London: BMJ, 1999. Available at:
http://www.bma.org.uk/ap.nsf/Content/ Endoflife.
Accessed November, 2005.

Swiss National Advisory Commission on Biomedical
Ethics (NEK-CNE). Duty-of-care criteria for the
management of assisted suicide. Opinion no. 13/2006.
Available at: http://www.nek-cne.ch/en/. Accessed
December, 2006.

Cuttini M, Casotto V, Kaminski M, de Beaufort I,
Berbik I, Hansen G, Kollee L, Kucinskas A, Lenoir S,
Levin A, Orzales M, Persson J, Rebagliato M, Reid
M, Saracci R. Should euthanasia be legal? An
international survey of neonatal intensive care units
staff. Arch Dis Child Fetal Neonatal Ed 2004;
89(1):F19-24.

Center for Bioethics University of Minnesota. End of
Life CareeAn Ethical Overview. University of
Minnesota, 2005. Available at:
http://www .bioethics.umn.edu/publications/bo/End_o
f_Life.pdf. Accessed April, 2006.

Capron AM. Definition and determination of death:
I1. Legal issues in pronouncing death. In: Reich WT,
editor. Encyclopedia of Bioethics. New York: Simon
& Schuster MacMillan, 1995:536-537.

The Nationa Conference of Commissioners on
Uniform State Laws. The Uniform Determination of
Death Act (UDDA). Avalilable at:
http://en.wikipedia.org/ wiki/Uniform_Determination
_Of_Death Act. Accessed April, 2006.

Steinhauser KE, Clipp EC, McNeilly M, Christakis
NA, Mclntyre LM, Tulsky JA. In search of a good
death: observations. of  patients, families, and
providers. Ann Intern Med 2000; 132(10):825-32.
Singer PA, Martin DK, Kelner M. Quality end-of-life
care: patients perspectives. JAMA 1999; 281(2):163-
8.

Steinhauser KE, Christakis NA, Clipp EC, McNeilly
M, Mcintyre L, Tulsky JA. Factors considered
important at the end of life by patients, family,
physicians, and Other Care Providers. JAMA 2000;
284(19):2476-82.

Cavalieri TA. Ethical issues at the end of life. J Am
Osteopath Assoc 2001; 101(10): 616-622.

Uelmen GF. Mortal decisions: who decides? Issuesin

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

Ethics 1991; 4 (2 ). Available at: Markkula Center for
Applied Ethics Webdte  http://www.scu.edu/ethics/
publicationg/iie/van2/homepage.html. Accessed July
2006.

Edlami Ardakani SH. Euthanasia from Christian and
Islamic point of view. Proceedings of International
Conference on "Attitudes towards Death in the
Context of Social and Technological Changes:
Challenges for Muslims and Christians', 8-10 April
2006, Center of Human Rights Peace and Democracy,
Shahid Beheshti University, Tehran, Iran: 31-33.
Somerville MA. "Death talk": debating euthanasia
and physician-assisted suicide in Australia Med J
Aust 2003; 178(4):471-4.

Pantilat SZ. End-of-life care for the hospitalized
patient. Med Clin North Am 2002; 86(4):749-70.
Cook D, Rocker G, Marshall J, Sokvist P, Dodek P,
Griffith'L, et al. Withdrawal of mechanical ventilation
in anticipation of death in the intensive care unit. N
Engl JMed 2003; 349(12):1123-32.

American Medical Association. AMA Policy E-2.20
Withholding or Withdrawing Life Sustaining
Treatment. Available at: www.ama-assn.org/.
Accessed April, 2006.

Marco CA. Ethical issues of resuscitation: an
American perspective. Postgrad Med J 2005;
81(959):608-12.

Cherniack EP. Increasing use of DNR orders in the
elderly worldwide: whose choice is it? J Med Ethics
2002; 28(5):303-7.

Faber-Langendoen K, Lanken PN. Dying patients in
the intensive care wunit: forgoing treatment,
maintaining care. Ann Intern Med 2000; 133(11):886-
93.

Coppa S. Futile Care: Confronting the high costs of
dying. JNurs Adm 1996; 26(12):18-23.

Kapp MB. Economic influences on end-of-life care:
empirical evidence and ethical speculation. Death
Stud 2001; 25(3):251-63.

Stein J. The ethics of advance directives: a
rehabilitation perspective. Am J Phys Med Rehabil
2003; 82(2):152-7.

Hébert PC, Hoffmaster B, Glass KC, Singer PA.
Bioethics for clinicians: 7. Truth telling. CMAJ 1997,
156(2):225-8.

Etchells E, Sharpe G, Walsh P, Williams JR, Singer
PA. Bioethics for clinicians: 1. Consent. CMAJ 1996;

Vol. 6, Suppl. 5, February 2007



36.

37.

38.

39.

41.

42.

46.

47.

49.

50.

51.

52.

End of Life Ethical Issues and IsSlamic Views

155(2):177-80.

Etchells E, Sharpe G, Elliott C, Singer PA. Bioethics
for clinicians: 3. Capacity. CMAJ 1996; 155(6):657-
61.

Lazar NM, Greiner GG, Robertson G, Singer PA.
Bioethics for clinicians: 5.Substitute decision-making.
CMAJ 1996; 155(10):1435-7.

Singer PA, Robertson G, Roy DJ. Bioethics for
clinicians: 6. Advance care planning. CMAJ 1996;
155(12):1689-92.

Lavery JV, Dickens BM, Boyle JM, Singer PA.
Bioethics for clinicians: 11. Euthanasia and assisted
suicide. CMAJ 1997; 156(10):1405-8.

Singer PA, MacDonald N. Bioethics for clinicians: 15.
Quality end-of-life care. CMAJ 1998; 159(2):159-62.
Latimer EJ. Ethical care at the end of life. CMAJ
1998; 158(13):1741-7.

Najafi Afra M. Death: transcendence or imperfection.
Proceedings of International Conference on "Attitudes
towards Death in the Context of Socia and
Technological Changes: Challenges for Muslims and
Christians' (Abstract), 8 — 10 April 2006, Center of
Human Rights Peace and Democracy, Shahid
Beheshti University, Tehran, Iran: 26.

Firth SH. End-of-life: a Hindu view. Lancet 2005;
366:682—86.

Keown D. End of life: the Buddhist ‘view. Lancet
2005; 366(9489):952-5.

Dorff EN. End-of-life: Jewish perspectives. Lancet
2005; 366(9488):862-5.

Dorff EN. A time to live.and a time to die. United
Synagogue Review 1991; 44: 21-22.

Engelhardt HT, Iltis AS. End-of-life: the traditional
Christian view. Lancet 2005; 366(9490):1045-9
Markwell H. End-of-life: a Catholic view. Lancet
2005; 366(9491):1132-5.

Markwell HJ, Brown BF. Bioethics for clinicians: 27.
Cathalic bioethics. CMAJ 2001; 165(2):189-92.

Pauls M, Hutchinson RC. Bioethics for clinicians: 28.
Protestant bioethics. CMAJ 2002; 166(3):339-43.
Sachedina A. End-of-life: the Islamic view. Lancet
2005; 366(9487):774-9.

Athar SH. Euthanasia and physician-assisted suicide.
Available at:  http://www.islam-usa.com/e2.html.
Accessed April, 2006.

Hedayat KM, Pirzadeh R. lIssues in Islamic
Biomedical Ethics: A Primer for the Pediatrician.

Vol. 6, Suppl. 5, February 2007

53.

55.

56.

57.

58.

59.

60.

61.

62.

63.

Pediatrics 2001; 108(4):965-71.

Clarfield AM, Gordon M, Markwell H, Alibhai SM.
Ethical issues in end-of-life geriatric care: the
approach of three monotheistic religions-Judaism,
Catholicism, and Islam. J Am Geriatr Soc 2003;
51(8):1149-54.

Sachedina A. Right to die: Muslim views about end of
life Decisions. Available at: http://www.people.
virginia.edu/~aad/article/article3.htm. Accessed April,
2006.

Khomeini R. Rulings on the final moments of life. In:
Rohani M, Noghani F, editors. Ahkam-e Pezeshki,
Tehran, ‘lran: Teymurzadeh Cultural Publication
Foundation; 1998: 306, Rulings No. 1-3.

da Costa D E, Ghaza H, Al Khusaiby S. Do Not
Resuscitate orders and ethical decisions in a neonatal
intensive care unit in a Muslim community. Arch Dis
Child Fetal Neonatal Ed 2002; 86(2):F115-F119
Mohaghegh Damad SM. Suicide from the viewpoint
of Islamic philosophy and Jurisprudence. Proceedings
of International Conference on "Attitudes towards
Death in the Context of Social and Technological
Changes: Challenges for Muslims and Christians', 8 —
10 April 2006, Center of Human Rights Peace and
Democracy, Shahid Beheshti University, Tehran,
Iran: 7-8.

Larijani B, Malek—Afzali H, Zahedi F, Motevasdli E.
Strengthening Medical Ethics by Strategic Plan in
Islamic Republic of Iran. Developing World Bioeth
2006; 6(2):106-10.

Larijani B, Zahedi F, Malek—Afzali H. Medical ethics
in the Islamic Republic of Iran. Medical ethics in the
Islamic Republic of Iran. East Mediterr Health J 2005;
11(5-6):1061-72.

Larijani B, Zahedi F. Heath Promotion, Islamic
Ethicsand Law in Iran. Daru 2006; Suppl 1:7-9.
Larijani B, Zahedi F, Taheri E. Ethical and legal
aspects of organ transplantation in Iran. Transplant
Proc 2004; 36(5):1241-4.

Akrami SM, Osati Z, Zahedi F, Raza M. Brain death:
recent ethical and religious considerations in Iran.
Transplant Proc 2004; 36(10):2883-7.

Larijani B, Zahedi F, Taheri E. Deceased and living
organ donation in Iran. Am J Transplant 2006;
6(6):1493.

IRANIAN JOURNAL OF ALLERGY, ASTHMA AND IMMUNOLOGY /15



