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. INTRODUCTION

A digtressing irony of the on-going progress in science
and related technology is that in many cases welcomed
advances in these areas dso create profound mora
dilemmas. This tension is epecidly exemplified in the
fidd of medicine. For example, less than fifty years ago
the options for the medicd trestment of the criticaly ill
were redly quite limited, and consequently, so was the
mord debate concerning treatment of the criticdly ill.
But now, with the condderable medicd and
technological advances presently available, there are
resources for keeping a serioudy il person dive who,
only a few years earlier, would have died because a
certain method of trestment had not been developed.
However, this increased ability on the part of the
medicd community to preserve human life also raises
the peplexing morad question of whether or not
avalable technology ought dways to be used. Does
mordity depend, in every case, tha every medicd
option avalable be employed to extend the life of a
criticdly ill or dying person? Or is it sometimes moraly
correct to refuse so-called "heroic measures' to prolong
lifeand "dlow" such aperson to die?

Among the duties required by the Sixth Commandment
are dl "lavful endeavors to preserve the life of
oursalves and others by resiging . . . dl . . . practices,
which tend to the unjust taking away of the life of any"
(Larger Catechism, Q. 135). Among the Sns forbidden
is "the neglecting or withdrawing the lanvfu and
unnecessary means of presarvation of lifé' (Larger
Catechism, Q. 136). But what kinds of actions in
medica cases conditute an "unjust” taking away of life?’
If a person is taken off a respirator and alowed to die,
has the sixth commandment been violated because a
"necessary means of preservation of life' has been
"withdrawn?' Ecclesiastes 3.2 declares that "there is a
time to die." But is the Chrigtian mordly obligated to

ingg that the full extent of current medica technology
be employed in every case to postpose this time as long
as possible? Is there no didinctionto be made between
prolonging life and postponing the dying process.

Scripture obvioudy does not give specific indructions in
these matters. It does not tdl when to stop resuscitating
a pdient from successve cardiac arrests. It does not
say whether or not a severdy debilitated parent who
auffers from advanced Alzheme's disease and
experiences kidney failure ought to be put on a didyss
machine. Nor does it inform the physician at what point
further heroic measures to treat a criticdly ill premature
infant with numerous physicad problems prolongs the
infant's suffering rather than providing for recovery.

Scripture, however, does offer principles which can and
mus guide decison-meking in these cases. Such
decisons are made daily in terms of secular viewpoints
in hospitals and other types of hedth care fadilities. But
the Christian community, if it is to obey the sixth
commandment, is obligated to work out "the mind of
Chrig" on these matters. In cases regading the
criticdly ill or dying person, the Chrigian's decison
mus be informed by Biblica principles as wdl as
medical facts.

Further, it is not enough merdly to articulate the Biblicd
principles that are rdevant to medicd decisonmaking.
These principles must be applied. They must be worked
out in the actua Stuations that Christian people face as
they deal with the problems of dying and desath in ther
own experience. Thus, Chrigtians need to have practical
guiddines for implementing the Biblicd principles that
address the medicd Stuations that they are incressngly
having to face as a reslt of current medicad
technologica advances.

1. BIBLICAL PRINCIPLES
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In the most profound sense of the terms, the Bible is
essentidly a book about life and death. At Creation
God entered into a covenant of life with human beings
made in His image, by which they might have fruition of
Him as their blessedness and reward. They, by their fall,
having made themsdves "uncgpable of life by that
covenant, the Lord was pleased to make a second,
commonly cdled the covenant of grace; wherein He
fredy offereth unto snners life and sdvation by Jesus
Chrig" (Confesson of Faith, VI, iii). To those who by
grace respond in fath, he grants eternd life to those
who continue in disobedience and unbdief, the ultimeate
issue is the second death - separation from God in hell
forever.

The purpose of this report is not to discuss life and
death as the ultimate destiny of human beings except in
50 far asthe broader theological framework of the Bible
has a direct bearing of the issues of physicd life and
physcad death. It is the latter with which we are
concerned in addressng the question of the
appropriateness  or  ingppropriateness  of  "heroic
measures’ in the practice of medicine.

According to the Scriptures, physcd life, that is, the
naturd, biologicd life that human beings have, is the gift
of God. As it is written, "He himsdf givesto dl life and
breath and dl things' (Acts 17:25). The physicd death
of human beings is an abnormdity in our world that is
the direct penal consequence of the Fal (Gen. 2:17,
Rom. 5:12). Asareault of an, "It is appointed unto men
once to die, but after this the judgment” (Heb. 9:27). As
God is the giver of life, so He reserves to Himsdf the
right to take it (cf. Deut. 32:39). The power of life and
death is His exdudve prerogative. He done specifies
the conditions on which others are authorized to kill.
Even after the fdl, human life continues to have its high
vaue inasmuch as human bengs are created in the
image of God and in the Noahic covenant God makes
dructurd provisons for its propagation, sustenance,
and defense. (cf. John Murray, Principles of Conduct,
p. 109). When manis fathful to follow Biblicd designin
his sewardship of these provisons, he finds them
bountiful. When he ignores God's design, the reault is
scarcity.
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Of particular interest to a theology of dying and deathis
Question 85 of the Larger Catechism: "Degth, being the
wages of an, why are not the righteous ddivered from
desth, seaing dl thar dns are forgivenin Christ?' The
answer is aremarkable summary of the Biblica teaching
on the sgnificance of the degth of believers

The righteous shdl be delivered from death itsdf at the
last day, and even in death they are ddivered from the
ding and curse of it; so that, dthough they die, yet it is
out of God's love, to free them perfectly from sn and
misry, and to make them capable of further
communion with Chrigt in glory, which they then enter

upon.

The key text for understanding the death of bdievers as
a manifestation of the love, rather than the wrath, of
God is Rev. 14:13, "Then | heard a voice from heaven
sy, Write Blessed are the dead who die in the Lord
from now on.' “Yes,' says the Spirit, “they will rest from
their labor, for their deeds will follow them. " Through
the work of Chrigt, the covenant curse has been turned
into ablessng.

Spiritud death is an absolute evil for human beings, to
be avoided by them at dl costs (cf. Ezek. 18:23, 2
Peter 3:9). Physicd death, on the other hand, is a
redive evil in a fdlen world. For the Christian it is not
an enemy aways to be fought at dl costs. "There is a
time for everything," says the Preacher, "A time to be
born and a time to di€" (Ecd. 3:1-2). And, we might
add, atime to resst deeth atime to cease resisting.

Physcd life while intringcaly vauable as the gft of
God and consequently never to be taken away without
warrant in God's word, neverthdess is not an absolute
and ultimate good. One can glarify God by death as
wdl as by life, knowing that neither can separate the
child of God from the love of God in Christ (Rom.
8:38). Our absolute vdue is the glory of God and
should be our ultimate am, both in life and in death
(Phil. 1:20, 2 Cor. 5:9). Chrig, in willingly laying down
His life for others, has provided the supreme
demonstration and example of a death which, motivated
by love, glorified God. (cf. John 12:27, 15:13).

Granted that there is atime to resist degth for the glory
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of God and atime to cease resistance, also for the glory
of God, what principles does the Bible give to guide our
decison-making in this critical area? How does one
discern the will of God inthe complex Stuations created
by the advanced technology of contemporary medica
practice?

To begin withthe most obvious, life is to be lived out
to its full extent in the service of others as long as
God gives the opportunity. The key text for this
principle is Phil. 1:19-26. Paul writes from prison with
the possihility of death hanging over him. He expects to
be ddivered (vs. 19), but his man concern is not his
deliverance, but rather the exdtation of Chrigt in his
body whether by life or by death (vs. 20). He does not
fear death, for to dieis gain. How s0? To depart thislife
Is to be "with Christ," which he says is "far better.” This
can only mean a more intimate persona relaionship
than is possible in this life. Though Chrigt was certainly
"with Paul" and though Paul clearly enjoyed personal
fdlowship with Chrigt, yet something more occurs at the
death of the saints. The thing to notice is that Paul's
longing for that "far better" estate did not undercut the
vaue and sgnificance of the present life. For Paul to live
on in the flesh meent "fruitful labor" for him, and he
regarded it "more necessary” for his fdlow Chrigtians
for hm to continue his eathly minigry. So he
concludes, "I know that | shdl remain and continue with
you dl for your progress and joy in the faith." (vs. 25).
This passage, which, perhaps more than any other,
presents the relative desirability of being with Chrigt in
heaven, nevertheless regards the present life on earth as
something to be lived to the full extent granted by God
for fruitful Iabor in the service of others.

A second princple is that life is not abandoned
smply on account of suffering. Endurance aswdl as
sarvice finds its place anong the purposes which God
has for our lives in which He is glorified. This task is
vividly set before us in Jesus words to Peter falowing
His resurrection.

| tdl you the truth, when you were younger you dressed
yoursdf and went where you wanted; but whenyou are
old you will stretch out your hands, and someone dse
will dress you and lead you where you do not want to
go. Jesus said this to indicate the kind of death by which
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Peter would glorify God. Then he sad to him, 'Follow
me!’ an. 21:18-19)

We are not told in the Bible how this prophecy was
fulfilled, so we cannot be certain as to its precise
meaning. But it appears that Peter in his dld age was to
auffer some loss of independence, sdf-determination,
and mohility before his death. This Stuation no less than
his active apostleship was for the glory of God, and
Peter once again receaves the cdl to discipleship:
"Follow me!" The clear implication is that we should
consder the time and manner of our death as an
opportunity to glorify God as followers of Chrigt to the
end (cf. 1 Peter 2:21). Avoidance of auffering or
dependence upon others are inauffident in themsdves
as legitimate matives for hagening the hour of one's
desth. Yet, there is no reason to beieve that
extraordinary means tha extend life only by increasing
auffering and dependence are dways to be chosen as
means of glorifying God.

A third principle is that when death is likely to occur
within a short period of time, it should be faced
with realism and readiness. Here the example of the
patriarchs is rdevant in spite of thar distance from
contemporary medica technology. When Jacob saw
that he was in the process of dying, he gathered his sons
around him to ddiver his find blessngs and ingructions
(Gen. 49:1-33). The same is true of Joseph, who when
he was about to die hdd a find interview with his
brothers in which he once agan reminded them of
God's covenant promises (Gen.  50:24-26).
Technologicd intervention in the process of dying could
very eesly undermine important miniserid functions of
the termindly ill in a misguided zedl for prolonging length
of days.

1. PRINCIPLES OF APPLICATION

1. "Heroic measures' are extensve medica procedures
that involve dgnificant discomfort and expense to the
patient. The most widdy known of these procedures
are cardiopulmonary resuscitation, respirators, kidney
diayss, and organ transplantation. A number of other
procedures, however, may conditute heroic measures
depending upon the circumstances. These are extensve
surgica procedures, the use of drugs or deciric shock
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to treat rhythm disturbances of the heart, antibiotics to
treat infections, cancer chemothergpy, intravenous
nourishment or feeding tubes.

On the one hand these measures are essentid to the
practice of modern medicine. In thar gpplication many
individuals have been healed and restored to hedth. On
the other hand this technology may be applied
thoughtledy, lengthening the dying process while
adding suffering and expense for the patient and family.

2. A spedific direction for every concevable Stuationis
impossible. The principles that have been presented
here will give direction for dl Stuations, but individuas
and families will necessarily have to determine which
principles apply to ther stuation. Decisons will differ.
Wheat is decided in one Stuationwill not be the same as
that decided in another Situation. If direction is not clesr,
however, then the teaching or ruling elders of one's
church should be consulted.

3. Ultimatdy, no physcian extends a person's life or
determines his time of deeth. Only the Triune God is
utimady sovereign over life and death. Physdans
work with a science that is quite limited in its
undergtanding of disease and its trestment. Thus, the
information presented by phydcians represents thar
best understanding of the Stuation, but this information
is fdlible. Such information should not dways determine
the course of action. Even so, it is the only information
avalable concerning our physical condition and should
be acted againg only for clear Biblicd reasons.

4. Thus medica trestment suggested by physdans in
these gtudions must be caefully and prayefully
consdered. In some instances a distinction can be made
between treatment that will heal or restore a patient and
that which only prolongs the dying process. For many
reasons a physcian will not dways make this digtinction
when he presents various options to patients and ther
families. Appropriate questions will need to be asked to
obtain this informetion. If the paient or his spouse is
ungble to inquire, then a family spokesman who is dble
to ask questions should be chosen. Pastors or other
elders with specia training might aso provide assistance
here.
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5. On one dde of the problem are measures that are
"necessary means of preservation of life"" Firg, food, ar
and water by natura routes, that is, without technica
assistance, may not be denied by the patient or anyone
caring for him. Second, medicd trestment that is clearly
efficacious to hed or to restore may not be refused
ether.

6. On the other Sde trestments that are ineffective,
minmelly effective or have frequent and serious side
effects are not obligatory. Many diagnostic, medica and
aurgical  procedures in these gtudions have these
characterigtics. Doing "everything possible’ is usudly
ingppropriate. Specific, efective measures should be
chosen with clear-cut goas for the patient's condition.

Severd examples will illustrate. Mechanica respiratory
assistance is used routindy, but temporarily, after major
surgery. It may aso be life-saving after certain types of
brain injury when normd breathing is expected to
reume as the injury heds Sill another use for
respirators are in cases of severe pneumonia urtil
antibiotic therapy heds the infecion. The same
respirator, however, in someone who has respiratory
insufficdency due to advanced, incurable heart disease
would be a misuse of this technology. Smilarly, cardiac
resuscitation of an individud who has recently
experienced a heart attack (myocardia infarction) may
be lifesaving while its gpplication to an individua
whose heart stops as a result of advanced cancer would
be inappropriate.

The "Golden Rule," enunciated by Jesus, "Do to others
as you would have them do to you,” (Luke 6:31) and
the great summary commandment, “Love your neighbor
as yoursdf," (Rom. 13:9; Gd. 5:14) provide a hdpful
perspective in this connection. Surveys have shown that
most people want limited treatment for themsaves when
there is no real hope of recovery. Yet, when cdled
upon to make decisons for others, they frequently want
more for others (usudly close reatives) than they would
do or want done for themselves. Love for our neighbor
means that in proxy decison-making, we should apply
the same Biblicd standards of justice, mercy and
fathfulness to others that we want and expect to be
gpplied to oursalves.
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7. Ethical choices may become more clearly evident if
the gods of medicd care in these Stuations are, fird, to
hed or restore and, second, to rdieve auffering. It is not
the god of medicine amply to prevent deeth. Thus, the
god of medica care to rdieve suffering remans clear
even when heding or restoration is not aredigdic hope.
This god is likdy to prevent the use of technology that
prolongs death and often increases the suffering of the

patient.

8. To intend the death of a patient as a means to rdieve
his suffering, however, is moraly wrong. Much current
thought within the medica profession considers thet life
support may be terminated with the intent to rdive the
patient's suffering by causng his death. As Chritians,
we mug be cautious never to use suffering as a criterion
for the withdrawal or withholding of medica treatment.
There are times when medical trestment may be mordly
withhdd or stopped, but the decison must be based
upon reasons other than suffering. For example, such a
decison may be based upon the improbability that a
patient's lungs will recover aufficdently to enable his
respirator to be removed. A decision in this patient to
turn his respirator off with the intent to reieve his
suffering would be wrong. The relief of suffering is never
the reason to shorten aperson'slife.

9. Euthanasa, or "mercy-killing' of a patient by a
physician or by anyone dse, including the patient himsdf
(suicide) is murder. To withhold or to withdraw medical
treetment, as is being discussed here, does not
conditute euthanasia and should not be placed into the
same category with it.

10. A decison to withdraw medicd support from a
patient should be based upon the same medicd and
ethical congderations as a decison not to initigte it. Of
course, the withdrawd of trestment is more difficult
when it seems likdy that death will be hastened by that
decison. Actudly, a decison to withdraw life support is
often based upon better medicd evidence than a
decison to initiate life support.

Heroic measures are frequently started in an acute
Stuaion when physidans mus make quick decisons
about patients, but with limited information. Over the
next few days or weeks, however, with continued
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observation and additiond information, they may
discover that a feeding tube or respirator may only be
prolonging the dying process, whereas when these
measures were started, some hope of recovery was
redigtic.

11. The expenses of heroic measures are a
consderation. These may be directly paid by the patient
or his family or indirectly pad by private insurance,
Medicare or Medicaid. Our concern here is limited to
the direct expensesthat the family must face. These are
likely to increase with the tightening of federal and state
budgets and as the cost of private insurance increases.
Two dilemmas may arise.

Fird, the patient may have an inheritance that he had
planned to leave his family, but is faced with medicd
expenses that could eedly diminishor deplete his estate.
Second, the patient may not have the funds to pay for
his medicd care, so payment fdls to his family. Few
families can meet the expenses of heroic measures
without severdly affecting their own financid needs.

These dilemmas can usudly be resolved by attention to
other principles and suggesions here and esawhere
(see Resources). For example, we have seen that
neither patients nor families have a mord obligation for
medical care where its effectiveness is limited or it is
smply prolonging death. In addition home care is often
ared dternative to hospitals or nursang homes.

If these other principles do not resolve the issue of cost,
families should be careful not to incur large amounts of
debt for medica care. One exception could be
trestment that would restore a person who is the
primary provider for afamily. Much counse and prayer
with elders of the church will be needed for these
dtuations.

The family, however, may sometimes face Studtions in
which they would not be responsible for the cost of
medica care. The patient's and even the family's wishes
will not be honored by some physicians and there may
be no other physcdans avaladle who will treat the
patient accordingly. In these ingtances it may be
appropriate for the family to divorce themselved legdly
from financid obligation (but never mordly or
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physicaly). Biblicaly, their authority and responghility
have been thwarted, so the financid responghility fdls
to whoever intervened.

Churches dso need to consder thar respongbility to
hdp families meet the expenses of medica needs. The
Bible is clear that the church does have some
respongbility (1 Tim. 5:3-16). Each church, however,
will have to work out its own specifics here.

12. The tendency in these ethica decisions is to make
the age of the pdient the overiding factor that
determines what is or is not done. Our response to
babies and young children indistress is greater than that
to older people. The Biblicd principle, however, is that
one life is not more vauable in God's eyes than another
(except as dl people are divided into the saved and the
unsaved).

The age of a person is a factor because the &bility of
organs to recover thar function is generdly greater in
the young than in the ddely. Thus efforts may be
stopped earlier in the course of an ddely person
because of this difference in potentid. This factor,
however, is not dways dependent on age. The diseased
organs of some babies and children will not recover as
well asthose of many ederly people. Thus, there will be
gppropriate times to stop trestment in young patients, as
wall.

13. A patient's spiritud condition must be administered
to, as wdl as his medicd needs. Too often, this
dimenson is neglected in dl that is being done
medicdly. Firs, and most important, is the eternd
condition of the patient's soul. There may have been
clear evidence of regeneration in the person's life and
there may not have been. In the latter case presentation
of the gospe is far more important than medica
treatment. Second, the patient may have other spiritua
problems or questions that need counsding. Certainty
of salvation becomes a serious issue for some when
they redize that they are close to death. Other issues
should be given a chance to surface as well.

Severe chronic or termind illness can be an opportunity
to hed and strengthen relaionships, especidly within
marriages and families Although the Bible is clear about
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the intimacy and openness that should exist in Chrigtian
families, we often do not live this way. Worse, there are
often regrets and unsolved problems that one wishes to
have spoken about with a family member before he
died. Heding these rdationships, is one possble
blessng of the "victory" and removad of the "ding of
death” (I Cor. 15:55). Practica steps to these ends are
givenin Shepherding God's Flock (see Resources).

14. The Biblicd authority for decisons concerning
heroic measures lies with the family if the patient is not
able to make his own decisons. First, the patient's
spouse is respongble. Likdy, the difficulty of such
decisons will cause him or her to consult with othersin
the family or his elders in the church. If there is no
spouse, then the decison fdls to the family.
Communicetion is facilitated if one member is selected
to be a spokesman for the patient. Decison-making
may be shared among dl family members, but reported
by the spokesman. Since communication and agreement
will vary congderably among families, the eders may be
needed to help resolve differences.

According to this family and church-centered authority,
living wills are questionable. These documents transfer
authority from the patient and his family to the state.
Precticdly, they have limited usefulness, as wdl. Firg,
living wills bring in an additiona party who would not
otherwise be involved, further complicating issues that
are uwudly complex dready. Second, they are not
aufficently specific to cover dl possble contingencies.
Physicians, patients and families are frequently Ieft with
these difficult decisons even when a living will has been
enacted.
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15. Patients need companionship. A grest fear of dying
patients is ther being left done or neglected.
Unfortunately, today's medica care often requires
isolation of patients, ususdly in Intengve Care Units
(ICUs) or Coronary Care Units (CCUSs) in order to
provide the "best" treatment. The environment of noisy
mechines and blinking lights is subdtituted for the
intimacy of family and friends. Thereis a place for these
units inmedica care but it is questionable in patients for
whom there is no reasonable hope of physica recovery.
Even when it is medicdly necessary, visting rules are
often inauffident to meet the patient's needs of
companionship.

"Do Not Resuscitate’ orders are some times an
appropriate way to avoid heroic measures because
hospitals are required to resuscitate dl patients who die
suddenly unless such orders, written by the atending
phydcian, are on the patient's chart. It is a recognized
phenomenon, however, that hedth care workers and
family members frequently avoid patients for whom
these orders have been written, at the very time when
they most need companionship.

For patients who have incurable diseases a discusson
of "Do Not Resusciate' orders with the atending
physician is appropriate. Idedly, this discussion should
take place prior to admisson. If it has not been done
then, however, the discussion should take place as soon
as possible. Many heroic measures could be avoided in
this way. Then, the medica g&ff and the family should
be clearly ingtructed that the patients need more support
and interaction, not less. Physical contact (touching) is
usudly one extremey important way to communicate
with patients. Rardly do these patients have a disease
that could infect others to obviate this expression of
caing.

Further, family members are not dways those with
whom the paient would most like to have a his
bedside. Chrigian brothers and ssters may be the
"family" of preference. Pastors and others should
discern whether this Stuation exists when a patient has
little or no Chridtian fellowship with his family members

16. Andgedcs should be used as necessary (Prov.
31:6), but with caution (Eph. 5:18). Strong medications
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to control pan frequently cause depresson of a
person's mind. Duing the last days of life
communicetion with the family and others needs to
continue to reolve any problems and to continue
fellowship aslong as possible.

17. The family is the primary agency responsible for the
care of its own (1 Tim. 5:3-16). For chronic care the
home of the patient or a family member should be
considered. Many medicd conditions can be managed
at home with a little training. The family's church should
provide back- up and additiond resources for families
who care for patients with chronic illnesses in ther
home. Certanly, not dl problems can be managed in
the home with its limitations of physica and spiritud
resources. With the continuing decrease in third party
payments for medica care, however, chronic care will
increasingly be shifted to the home.

This dhift is not without benefit. Home care is in many
ways superior to that of an inditution. Patients will get
more attention and have more interaction in a setting
where everyone is more comfortable. Serious infections
that are a hazard in inditutions are avoided. The patient
will get more rest away from the frequent intruson of
needles, pills tests, noisy indruments and other
interruptions  that often continue twenty-four hours a
day. Numerous studies indicate that hospital care, and
even intendve care units, provide litle or no medica
benefit for some conditions. Careful discernment is
needed to determine when to use these fadlities and
when not to.

Chrigians of any age who have chronic incurable
illnesses and a limited life expectancy may ethicdly
refuse "heroic measures’ rather than briefly prolong a
life which God is clearly drawing to a close. The dderly
who have lived thar normd expected life span and
desire to die quielly may choose .not have extensve
medicd measures. Thar wishes may be difficult to
ascertain, so eders and pastors may need to inquirein a
sengtive manner to know this important and necessary
information.

Heroic measures modly bendfit people who have not
yet reached old age and have a criticd illness, yet one
from which they can recover or be cured. In such cases
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intensve medica technology should be used in spite of
the associated suffering, paticularly if they ill have
sonificant  responghilities to ther families or other
Chrigtian duties to perform.

Even when properly applied, modern medica scienceis
fdlible and instances will occur in whichindividuds who
have been resuscitated remain hopeledy ill or severdy
impaired. These gtuations, however, dill occur under
God's sovereignty and the family and church should
help to provide compassionate, supportive care.

V. PREPARATION FOR AN ENCOUNTER
WITH HEROIC MEASURES

1. Physcians should be chosen with these principles in
mind. During routine medica vidts desires of the patient
and/or family can be made known to him. Such
discusson has some urgency when admisson to the
hospital occurs. Although no one likes to tak about
possble untoward events that may occur, they are not
uncommon during hospita stays, even for routine
problems. A mgor decison concens "Do Not
Resuscitete” orders. A physician can write these in the
patient's chart and often avoid the agpplication of heroic
mesasures (see discussion under 111.15).

2. Appropriate legd documents should be prepared
immediaidy by dl PCA members. This action may be
the one mogt likdy to prevent the many dilemmeas that
occur with termindly ill patients. A durable power of
atorney is necessary for a time when they might
become mentdly incompetent from an illness or
accident. Legd tangles can be lengthy and expensve if
this document is not prepared. Ingtructions about heroic
measures should be dearly givento the person who will
have the durable power of atorney if mentd
incompetence occurs. In many instances this decison
will be the most important one to prevent inagppropriate
heroic measures and possibly to avoid the unnecessary
decimation of ones estate by the costs of such
MeasUres.

3. Life, disability and health insurance policies should be
reviewed and updated or changed where necessary.
Specid counsel should be sought from those who are
familiar with expenses associated with present medica
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practices. For example, nurang home care is rardy
covered by insurance policies and is covered only for a
few; weeks under Medicare. Medicad will pay for
nurdng home care only after the patient's estate is
entirely exhausted.

4. Spouses mud talk over what they desire concerning
heroic measures. Untoward events are more likdy in
the ederly, but dl couples should discuss these matters
because they do occur in dl ages.

5. A person or committee in each church should be
designated for specia study concerning the termindly ill.
The seriousness of the issues and thar complexity
require more than a casua or wait-until-something-
happens approach. Further, virtudly everyone will face
some facet of these problems with some family
members. A resource is needed locdly to offer Biblica
advice and options to those involved. It is doubtful that
every pastor will have the time necessary to devote to
this particular area. Forma teaching sessons and
digtribution of literature for the congregation should also
be arranged. Physcians in the congregation should be
involved aswell.

Resour ces

Adams, Jay E. Shepherding God's Flock, Val. |, Phillipsburg,
New Jersey: Presbyterian and Reformed Publishing Company,
1974, pp. 128-156.

Davis, John Jefferson. Evangelical Ethics: Issues Facing The
Church Today. Phillipsburg, New Jersey: Presbyterian and
Reformed Publishing Company, 1985, pp. 158-193.

Gram, Robert L. An Enemy Disquised: Unmasking the |llusion
of "Meaningful Death". Nashville: Thomas Nelson Publishers,
1985.

Koop, C. Everett. The Right to Live, The Right to Die.
Wheaton: Tyndale House Publishers, Inc., 1976, pp. 81-124.

Journal of Biblical Ethicsin Medicine, 1050 Clarendon Avenue,
Florence, SC 29501.

Carroll, James E. and Robert H. DuRant, "Management of
Chronic Neuromuscular Diseasein Children," April 1987, pp.
28-31.

Davis, John Jefferson, "Brophy vs. New England Sinai



Journd of Biblica Ethicsin Medicine—Volume 2, Number 3 9

Hospital: Ethical Dilemmasin Discontinuing Artificial Nutrition Murray, John. Principles of Conduct. Grand Rapids, Michigan:

and Hydration for Comatose Patients," July 1987, pp. 53-56. Wm. B. Eerdmans Publishing Co., 1957, pp. 107-122.

Payne, Franklin E., "Counterpoint to Dr. Davis on the Brophy Payne, Franklin E., Biblical/Medical Ethics. The Christian and

Case," July 1987, pp. 57-60. the Practice of Medicine. Milford, Michigan, Mott Media, 1985,
pp. 181-212.

Terrell, Hilton P., "Ethical Issuesin Medical Insurance,”
October 1987, pp. 75-82. Ramsey, Paul. The Patient As Person. New Haven: Yae
University Press, 1970.

Townsend, Donald, "Physical and Spiritual Care of the

Terminally 11" January 1988, pp. 1-3. Schaeffer, Francis A. and C. Everett Koop. Whatever
Happened to the Human Race. Old Tappan, New Jersey:

Kurfees, James R., "On Living Wills," January 1988, pp.4-9. Fleming H. Revell Company, 1978, pp. 55-120.

Lutheran Church-Missouri Synod: Commission on Theology Vere, Duncan, Voluntary Euthanasia- |s There An Alternative?

and Church Relations. "Report on Euthanasiawith Guiding London: Christian Medical Fellowship, 1979.

Principles." Lutheran Church-Missouri Synod.




