
 
 

 
 

 
 
 
 
 
 
 
 

ABSTRACT 
 

End of Life Care among Muslims, Hindus, and Christians in Central Texas 
 

Shail Vyas 
 

Director: Dr. Candi Cann 
 

 
In this study, I attempted to examine how religion, as well as other various social factors, 
affect end of life care decisions among Central Texas Christians, Hindus, and Muslims. 
First, interviews were conducted with religious leaders at places of worship in each 
religious tradition. Next, respondents from each congregation were given religiosity 
surveys and answered questions in group interviews. Outside of religion, it became clear 
that family input and age of the patient play a large role in decisions individuals make. 
Muslims in this study put the most focus on predestination of human decisions, as well as 
the hope family members have in medical professionals. Hindus felt that no decision 
could be made without understanding the suffering and pain of the dying person. Both 
Hindus and Christians believed the agent behind physician-assisted suicide or euthanasia 
changed the morality of the action. Going forward, more research on the practical aspects 
of religious morality in the field of medicine should be aspired towards. 
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CHAPTER ONE 

Background 

Due to medicine’s rapid ascent in the 20th century, many moral and ideological 

quandaries are being exposed. Issues that would not have even been considered a century 

ago are currently fiercely debated in the medical profession. Arguments over concepts 

such as birth control, abortion, medical justice, patient-physician relationships, and 

patient autonomy continue to shape the healthcare field well into the modern day and 

leading into the future. Several issues that have been raised thanks in part to recent 

increases in medical knowledge and ability surround the field of end-of-life care. Life 

support can provide artificial respiration for years for an individual who would have 

otherwise died had he or she not received the treatment. Debates rage around whether a 

patient on life support in a vegetative state should be allowed to live that way or whether 

it might not be more humane to simply allow the patient to die. Other patients who are 

terminally ill with a chronic disease may want to end their life early and ask their 

physician for assistance, in the hope that this will prevent further suffering. It is unclear 

to some doctors if this practice, known as physician-assisted suicide, is something that 

they should be a part of. There are also differences among professionals concerning who 

makes decisions for terminally ill patients, and how much of a say the doctor or family 

has for a patient who is unconscious and cannot make necessary medical conditions. All 

of these moral issues have only become relevant due to modern advances in medicine. 
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Currently, the field of end of life care is exploring all of the possible variables that 

can affect one’s decisions as he or she approach death. These can include certain pieces 

of his or her identity, such as culture, gender, age, and economic status1. One of the most 

influential aspects of humanity that affects these decisions is an individual’s religious 

tradition2. Religions are known to affect medical decision-making3, which obviously 

extends into end-of-life medical decisions. According to Jung, religion represents a 

complicated system of preparation for death4, while “a decision about medical treatment 

at the end of life is a final opportunity to avow one's most dearly held values5,” which 

will often include religion. As a result, end of life care and religion are seemingly 

intertwined. 

This discussion is of utmost importance to physicians, as religious beliefs about 

end of life care will affect how a patient will want to be treated in the final stages of his 

or her life. Many patients address that they want health care professionals to know 

something about their religious beliefs. Understanding how religious differences affect 

treatment at the end of life will help the physician and the patient make smarter decisions 

to ensure that death is a peaceful and fulfilling process for all parties involved. 

Furthermore, pushing for euthanasia or artificial prolongation of life with a religious 

group who is opposed to these forms of care can strain the relationship that a physician 

has with both the community and the individual patient. Involvement in a religious 

community can be related to a patient’s support systems. These patients will likely 

benefit from chaplaincy services. 46 All these examples prove that understanding religious 

differences can ensure that the physician can successfully play the role of healer for all of 

his or her patients. 
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There have been a considerable amount of studies done on end of life decisions in 

relation to different religious traditions. This study will cover the religious traditions of 

Christianity, Hinduism, and Islam, so extant research on these religions is surveyed. 

Furthermore, research relating palliative care to both spiritual transcendentalism and 

religious literalism is explored, to provide a more holistic sense of the field. As a result, 

the effect of religion on end of life care is analyzed both from the perspective of unique 

religious traditions as well as individual opinions on religion. 

Spirituality and religion are not synonymous. Religion can be defined as “an 

organized system of beliefs, practices, and rituals of a community…designed to increase 

a sense of closeness to the sacred, 6” while spirituality can be considered “a more generic 

personal quest for understanding answers to ultimate questions about life and its 

meaning.6” Nevertheless, most major world religions, including all of the traditions 

covered in this study, have a spiritual component. Therefore, the current understanding of 

the relationship between spirituality and end of life care is covered in this chapter.  

There are four spiritual needs a patient has in acute illness: meaning, love, self-

worth, and hope. 7 In this context, hope refers to “a wider sense of hope which continues 

to discover and affirm creative possibilities despite the prospect of death, 8” rather than 

the clinical notion of hope as a “narrow sense of survival or recovery.8” 

Among religious individuals, the literalism of one’s interpretation of God makes a 

difference in his or her attitudes toward death, which in turn affect palliative care 

decisions. Those who perceive a more personal or knowable image of God are more 

likely to use religion as a coping mechanism during palliative care 2, 9. In a study of 

trauma patients in the ER who died within 30 days of hospital admission, trauma patients 
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that identified as religious on average lived longer than non-religious trauma patients, 

likely because “the religious patients received more aggressive life-prolonging care that 

delayed their demise.” 10 However, religious patients that consulted with a chaplain lived 

a shorter amount of time, so “this study suggests chaplain visits as a potential 

intervention to decrease the consumption of futile care.” In a separate study, chaplaincy 

services in hospitals are associated with “lower rates of hospital deaths and higher rates 

of hospice enrollment.”11 

The mentality behind religious individuals in the trauma study can be better 

understood as there seems to be a tendency for those who are “skeptics about 

immortality…to face death more calmly.12” People in this situation would rather lessen 

their own suffering than extend their lifespan despite having no personal idea of an 

afterlife. 12 A literal religious view is positively correlated with a fear of death and 

avoidance of thinking or talking about death, possibly meaning individuals with this view 

have difficulty coping with death. Alternatively, it is possible that “individuals with a 

tendency to fear and avoid death adopt a more literal approach to religiosity.”13 In other 

words, those who are more afraid of death are more likely to cope with their fear using 

religion. 

Christianity, with its different denominations and sects, provides a very broad 

range of theories and beliefs concerning end of life care. The three major Christian 

traditions (Catholicism, Eastern Orthodox, and Protestantism) all agree that human life is 

a gift from God and ultimately a human responsibility. 5 The dying process itself is also 

important in preparing the dying person for the afterlife.5 Christians tend to differentiate 
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between existential suffering, which is normal in life, and pathological suffering, or 

suffering due to illness, which is considered abnormal.14 

Catholicism has a long history of scholars like Anselm and Aquinas, who applied 

their faith to real world situations. Therefore, this sect has the most expansive amount of 

research and study in regards to end of life care. Catholics are “obliged to regard the body 

as good and to hold it in honor since God has created it and will raise it up on the last 

day.” 5, 15 The Catholic Church differentiates between ordinary and extraordinary care. 

Nutrition and water are ordinary care and cannot be removed; therefore, euthanasia by 

removal is impermissible. Extraordinary care, which either places an excessive burden on 

the patient or does not provide reasonable benefit, can be refused. 2, 16 This differentiation 

was first made by Pope Pius XII to an International Congress of Anesthesiologists in 

1957. According to his statement, prolongation of life via extraordinary means is not 

necessary if Extreme Unction, or the sacrament of last rites, has already been provided. E, 

17 Latino patients in the Boston area, when asked about advanced directives, expressed 

that “removing a patient from life support was tantamount to killing them 2, 18.”  The 

doctrine of double effect plays a large role in Catholic theology. Under this philosophy, 

an action with an unintended negative side-effect is morally acceptable under 4 

conditions: it is not intrinsically wrong, the aim of the individual is good, the bad effects 

are not required for the good effects, and the good effects ‘outweigh’ the bad effects. 19 

Euthanasia by overdose is the intentional killing of an individual, which fails the first 

condition, “as human life is a sacred gift from God. 5, 20” However, there is a gray area in 

cases of patient assisted suicide, as ‘quality’ and ‘quantity’ of life are weighed against 
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each other in the final condition, known as the ‘proportionality criterion.’ The first three 

conditions are all met in patient assisted suicide. 21 

There are thousands of different Protestant denominations throughout the globe, 

all of which have different interpretations and conclusions regarding how the Scripture 

views end-of-life issues. As a result, pre-death rituals, end of life medical decisions, and 

opinions on advanced directives are far from unified across the broad tradition. Even 

specific denominations can have trouble determining their position: for example, the 

Methodist church has not unambiguously denounced euthanasia and physician-assisted 

suicide.5, 22 Many Episcopalians support the concept of anti-dysthanasia, which can be 

understood as indirect euthanasia, in which life-prolonging treatment is withheld or a 

fatal dose of pain-killers is given to a patient. 12 Conservative Methodist Paul Ramsey, 

however, is quite clear that “extraordinary treatment,” or medical overtreatment, should 

not be used only to prolong death, even if euthanasia is not acceptable. 23 On a broad 

scale, euthanasia and patient-assisted suicide are generally better accepted by adherents 

of Mainline Protestant Denominations, such as Methodists and Episcopalians, than by 

adherents of Evangelical Protestant Denominations, such as Baptists and followers of the 

Church of Christ. 14 

Orthodox Christianity is different from the other two branches of Christianity 

examined in that it does not contain a proper set of medical ethics, so “Orthodox medical 

ethics has more of a homiletic than a scholarly character.” 24 As the religion itself is 

grounded in mystical experience with God, rather than the analysis and constant endeavor 

of the Roman Catholic Church, Orthodox thinkers will regard the theology of Church 

Fathers of any era to be as relevant as progress made today. 24 
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Despite the seemingly vague position of the Eastern Orthodox Church, there are 

some truths concerning issues in medical ethics that the entire faith tradition generally 

agrees upon. Within the field of end-of-life care for example, “assisted suicide has been 

explicitly condemned.5” It may, however, be allowed, if the individual cannot make 

decisions and requires a proxy, if he or she is terminal, and if last rites have been 

performed. P, 25 Even if other types of treatment or nutrition cannot be given, at the very 

minimum hydration must be provided to terminally ill patients. Q, 26 These type of 

specific advanced directives are not seen in most other branches of Christianity. 

Clearly, all three major sects of Christianity have differences. For example, both 

Catholics and Protestants would agree that a poliomyelitis patient with respiratory 

paralysis would be better served by allowing her to naturally asphyxiate rather than 

keeping her alive for months with artificial respiration. The care here would be 

considered extraordinary and therefore unnecessary, so both groups would be fine with 

allowing the patient to die provided she is already terminal. However, Catholics may find 

issue with withholding antibiotics from a cancer-riddled pneumonia patient, as antibiotics 

are not generally considered extraordinary care. Other Christian sects, however, would 

say that providing antibiotics will only delay the inevitable, giving the patient a long and 

protracted death, increasing suffering that could be avoided by refusing to provide 

treatment. 12 

In Sharia law, a law system based on the Qur’an and implemented in some 

Islamic countries, euthanasia, suicide, and physician assisted suicide are all banned. 27 

More specific scenarios however, are “typically conveyed in the form of an individual 

fatwa (judicial opinion) issued by a mufti (juris consult) 28. In fact, these fatwas are often 
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considered the standard bearers of Muslim bioethics, as fatwas directly concerning 

medicine have mostly been issued in the last century, and therefore muftis in charge of 

writing them understand modern medicine and can apply the Qur’an to current ethical 

dilemmas in an effective way. While muftis tend to have considerable legal power in the 

Islamic world, “there is a basic rule that the jurists should defer to experts in the field 

concerned for authoritative understanding of the definition within that particular field.29” 

In other words, while Islamic Law concerning end of life care is final, many of its details 

are to be determined by medical experts before a fatwa is made. Despite this emphasis on 

Islamic Law, however, classical Islamic medicine managed to integrate pre-Islamic 

medical ethics from Greece, Persia, and India in the genre of adab al-tabib (ethics of the 

physician.)O, 30 

Before death, a Muslim should position his or her feet pointing towards the 

Ka’bah in Mecca. Certain verses from the Qur’an, such as Yasin (verse 36) and the 

Confederates (verse 33), are also suggested to be recited at this time. M, 29 

God is considered the author of life and death in Islam, so patient-assisted suicide 

is therefore wrong as it is not God’s plan 31. There is also no inherent difference between 

active euthanasia and passive euthanasia, unlike in Christianity. H, 32 In Saudi Arabia, the 

legal system is mostly derived from Sharia, 27 so it follows the letter of Islamic law. Do 

Not Resuscitate (DNR) orders are allowed in some instances, but only the physician is 

allowed to make this decision, and two other physicians have to sign off on it 2, 33. The 

patient and family have no say whatsoever.  

Other Muslim thinkers claim that “it does not seem to be sensible to postpone 

death at all costs,” as prolonging life will worsen the well-being of the patient. This is not 
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a fatalistic attitude, however; Muslims should not simply give up all medical care and put 

their faith in God for healing. H, 32 

Hinduism is derived from the ancient folk religions of India, so there is 

considerable diversity in opinions surrounding end of life care. Nevertheless, there are 

some general traits and desires that are universal in Hinduism. If a Hindu is experiencing 

a “good death,” they may forgo medicine and choose to live out life on their own terms, 

without medicine. 34 Preferably, the death “should take place on the floor, with God’s 

name or the scriptures being chanted and holy Ganges water and tulsi (basil) leaf in the 

mouth.35” If an individual has lived a good life, their death is celebrated rather than 

mourned. There is a “general reluctance to opt for life prolonging techniques,” however 

they are more common among Hindus both in the United States and Britain.34, 35  

On the other hand, euthanasia and physician-assisted suicide are discouraged by 

some Hindus, as suffering can be considered the result of karma.36 These Hindus feel that 

those who kill themselves will go to Hell, according to the Vedic concept of ahimsa, or 

sanctity of life. Other Hindu scholars have understood the principle of ahimsa to mean 

that the physician should not unnecessarily prolong the life of the patient, as this is 

medical meddling, rather than medicine. L, 37 Nevertheless, some Hindu groups would 

attest well into the 19th century that a self-willed death, differentiated from suicide in the 

sense that the individual had no family obligations and did not use drugs or poison, was 

allowed. Even today, terminally ill ascetics may fast to death at an auspicious time or 

place rather than face a slower death. F, 38 Some Hindu bioethicists argue that euthanasia 

is acceptable in Hinduism, as it is a caregiver’s dharma, or duty, to reduce the suffering 

of fellow human beings. G, 39 
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It is important to note that physicians and others taking care of patients should not 

take the observations above as maxims. Although the religious tradition that an individual 

belongs to can help predict how he or she might wish to be treated, each person is 

different and this work should not be used to stereotype different religious or ethnic 

groups. This takes away from the concept of patient-centered medicine. The patient is 

objectified if he or she is stereotyped, in the sense that he or she is no longer an 

individual; rather, he or she is now viewed as a type, or an object. This information is to 

be used instead to help understand why individuals of a religious tradition prefer to be 

treated in a certain way. 

Family structure, as well as the amount of individualism or social conservatism in 

a society, all operate within the realm of culture, rather than religion. Nevertheless, these 

cultural aspects can affect how religion and end of life care interact in the experience of 

terminally ill individuals. In an Israeli study in which dying patients were interviewed 

both alone and with family, patients tended to mention religion much more positively as 

important in their end of life decisions around their family, while it was not as important 

to patients while alone. When alongside family members, these individuals were also 

more adamant on aggressive medical treatment and did not emphasize advanced 

directives. 40 It is therefore possible that religion and more aggressive treatment are 

related due to the relationship both concepts seem to have to the individual’s concept of 

family. This is also supported by evidence mentioned above that religious individuals 

tend to be more opposed to palliative care or being prematurely taken off of life 

support.10 



 
 

11 
 

A survey of churches in rural North Carolina demonstrated that socially 

conservative churches provided fewer helpful services (transportation to church, food, 

social clubs, and emergency assistance) both formally and informally to senior citizens 

than less conservative churches. However, there was a weak positive correlation between 

doctrinal conservatism, also known as religious fundamentalism, and lack of social 

orientation. 41 Therefore, a more socially conservative atmosphere can possibly lead to 

fewer medical services provided for those in the congregation who need them. 

The purpose of this thesis is to examine how religious traditions in Central Texas, 

as well as individuals’ religiosity, affects their beliefs about and attitudes towards end of 

life beliefs. Protestant Christianity, Hinduism, and Islam are the three religious traditions 

that will be explored. McLennan County currently has about 63,185 Baptists and 5,084 

Muslims, with a smaller Hindu population estimated around 1,000. I, 42 Clearly, Muslims 

and Hindus in the county are in the minority; nevertheless, both religious groups are part 

of the culture as a whole and should not be ignored in any study of religious groups in 

Central Texas. More importantly, whenever healthcare providers in this region take care 

of a patient from one of these three faith traditions, they must understand the nuances of 

each individual’s religiously tinted medical ethics. 

The religious texts of these three belief systems will first be examined to 

determine what exactly they say about end of life decisions, in relation to topics such as 

euthanasia, physician assisted suicide, and proxy decision making. To ensure that the 

interpretation gleaned from the text is the most commonly accepted version in Central 

Texas, I will consult with religious leaders from McLennan County and Bell County, 

both of which are considered part of the Central Texas region. R, 43 
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Next, I conduct surveys with individuals practicing these religions before 

conducting group interviews. Questions on the surveys concern topics such as how literal 

individuals take religion, as well as their beliefs concerning the afterlife, how to discover 

God, meaningful livelihood, and tolerance of other religious beliefs. These surveys are 

adapted from older ones that were used to determine the individual’s religiosity on the 

Wulff scale.44 They have been adapted to make them applicable to all faith traditions, 

whereas the original survey was simply for Christians. Religiosity as a term can have 

many interpretations, but is broadly understood in several contexts. The layman would 

understand it as piety or devotion, religious educators focus on orthodoxy, while social 

scientists attempt to quantify religiosity in terms like church attendance or mental 

dimensions of holiness. S, 45 Wulff employs a two-dimensional scale that attempts to meld 

all these disparate disciplines into one quantifiable measure of religiosity. The horizontal 

axis graphs religious expressions that are interpreted as literal or symbolic, with literalism 

on the left. Religious literalism takes religious myths and stories, while religious 

symbolism views these fables as simply educational tales. The vertical axis of the scale 

graphs how transcendent religious objects are in the mundane world, with transcendence 

on the top. Transcendent religious objects are those that are believed to exist in our plane 

of existence. For example, a Christian individual who scores high on this scale believes 

that both Heaven and Hell exist and that both angels and demons can visit Earth. 

Someone low on this scale would believe that Heaven and Hell do not exist in our plane 

of being, and God, angels, or demons do not exist on Earth. 

After the surveys, I will host group interviews with individuals all in the same 

religious tradition, to interpret and analyze their opinions on end of life decisions and 
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their relationship to religion. These questions are more open ended and are written to 

promote discussion between different test subjects. Some questions get directly to the 

heart of the issues in hypotheticals (How much input should family in their terminal 

family member’s end of life decisions?), some concern previous experiences (Do you 

ever turn to God for comfort or grieving during your palliative care process?), while still 

others ask about prominent medical ethics cases from years past to see how these 

compare to hypothetical decisions. (If you remember the Terri Schiavo case, what are 

your thoughts on it? Why do you feel this way?). Using all these different angles to get to 

the heart of the issue will hopefully help interviewees think about end of life care and 

advanced directives in several different ways, each of which can glean information out in 

their own way.  

The data will be examined to determine if there is a relationship between 

religiosity, religious traditions, and palliative care decisions. There are therefore two 

independent variables in this study: the religious tradition that an individual considers his 

or her self a part of, as well as how religious he or she is according to Wulff’s religiosity 

scale. The dependent variable is not necessarily quantifiable; rather, it is an expression of 

how views on religion and religiosity affect opinions on euthanasia, physician assisted 

suicide, advanced directives, and other aspects of end of life care. The way this study is 

organized, each individual is treated separately; although generalizations can be made 

over entire religious groups, these should not be used to stereotype any religious group. 

Using stereotypes to determine how to treat a patient is reductive to the patient, as he or 

she is treated as a sociologic data point rather than an actual person. 46 This data will help 

physicians and others in the field of medicine best determine how to care for patients of 
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multiple faith traditions that are suffering from terminal illnesses or trauma in the Central 

Texas region. 
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CHAPTER TWO 

Scriptural Backgrounds 

This chapter concerns the scriptural background of many of the decisions that 

individuals make in their lives as they make decisions concerning end-of-life care. While 

many religious traditions have created customs and ideas over the years that are not 

directly referenced in their holy texts, the basis for most of these is a theological analysis 

of the texts themselves. For example, Purgatory is never explicitly mentioned in the 

Catholic Bible, yet Catholic scholars over time have added their belief in Purgatory to the 

Catechism, a summary of the church’s beliefs and principles. 1 This chapter focuses only 

on religious laws and moral codes that are directly mentioned or referenced in primary 

spiritual texts. In Christianity this is the Bible, in Islam this is the Quran and the prophetic 

hadiths, and in Hinduism this is the Bhagavad Gita. These primary texts have been used 

recently to make decisions concerning physician-assisted suicide, voluntary euthanasia, 

and other such topics. 

Interviews were held with religious experts who are at the head of their religious 

congregations in Central Texas. Our discussions were focused on the end of life, life after 

death, religious laws concerning suicide and murder, conceptions of predestination, and 

other religious topics. Afterwards, we tried to piece all of these various topics together to 

understand how they affect modern healthcare. 

Protestant Christianity 
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 Modern Christianity is divided into three main branches: the Roman Catholic 

Church, The Eastern Orthodox Church, and Protestantism. While the other two branches 

trace their origins to the beginnings of Christianity, the Protestant Church did not emerge 

properly until 1517, when Martin Luther and others began to create a schism in the 

Catholic Church, which quickly spread from Germany to the rest of Catholic Europe. 2 

One of the major differences between this newer form of Christianity and the Catholic 

Church is the fact that most Protestants see the Bible and only the Bible as the ultimate 

source of Christian rules of faith and practice. This concept is referred to as sola scriptura 

and has resulted in a form of Christianity that is focused almost exclusively on the Bible. 

3 One of the main ways sola scriptura affects healthcare is that it puts thousands of years 

of Catholic theology and health practices secondary to the stories of Jesus and other 

examples of medicine outlined in the holy texts. On top of this, the Catholic Church has 

one religious tradition that all Catholics follow, while Protestants believe that anyone can 

have his or her own interpretation of Christianity and the Bible. As a result, the Catholic 

Church is more or less unified in bioethical issues such as abortion, euthanasia, and 

contraception; it is firmly against all 3. 4 Protestant Churches will often differ on all sorts 

of religious ethical positions, and modern end-of-life care is no exception. This paper will 

only focus on University Baptist Church in Waco as a result; other denominations and 

churches will likely have differing opinions on these topics, but an individual 

denomination will be more or less stable, particularly in one geographic region. 

 University Baptist Church is a congregation in Waco. The average attendance on 

a given Sunday is about 500 people, and approximately 700 people consider the church to 

be their “home church.” The average member is on the younger side, with an average age 
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around 35 and a large membership of students from Baylor University. For the 

perspective of this church, I talked with their lead pastor Josh Carney, who has been with 

UBC for 11 years. Mr. Carney has personal experience with many of the difficult 

decisions that arise at the end of life through his father’s battle with cancer. Near the end 

of his father’s life, his father’s kidneys were failing and, ultimately, he passed away from 

too much morphine. While a student at Truett Seminary, Josh also had experience at 

Hillcrest Hospital in Waco. Here, he saw how nearly 1/3rd of healthcare expenditures 

each year are in the US are spent in the last three weeks of life, and 1/3rd of that amount is 

just in the last 24 hours.  

 One very popular line of thinking among some Protestants is the idea of the 

Health and Wealth Gospel. In this school of teaching, it is believed that divine healing, 

prosperity, and the answering of “positive confessions” all come to those who believe in 

God.5 While this Gospel originated within the Pentecostal Church in several of its 

expressions, it has spread to other Protestant churches throughout the world. Currently, 

the Health and Wealth Gospel is spreading through the Charismatic movement, and is 

often seen preached by televangelists like Oral Roberts and Joel Osteen. 6 For many 

American believers, the Gospel is seen as pro-capitalist, anti-communist, and a modern 

reflection of Manifest Destiny. 7 This worldview has obvious ties to medicine: if a person 

is sick, then he or she should pray for a recovery. If this prayer is answered, then the 

person clearly must have the necessary faith in God. 

 At the end-of-life, this idea that the faithful will receive care from God has even 

greater precedence, as it shifts into the forefront. Some believers may choose to stay on 
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life support or to keep loved ones on long after any hope of a cure for a terminally ill 

disease has passed in the hope that God will allow the sick patient to heal. 

However, this belief causes problems when someone is chronically or terminally 

ill, yet still professes faith in God. These believers may feel that they are not spiritual 

enough, when the likely reality is that the disease state of the patient has been influenced 

by many different conditions. According to Mr. Carney, this belief has its roots in the 

story of Abraham in Genesis. Considering how the story progresses, it can be interpreted 

as a success story of sorts, in which Abraham achieves wealth and an heir through his 

belief in God. However, for many Christians in America, the privileges afforded in their 

everyday lives blind them from the fact that in ancient times, such as in the Roman 

Empire, most people lived in incomprehensible levels of poverty. Many of those in 

poverty were Christians. To assume that their suffering is somehow warranted due to a 

supposed lack of faith is not necessarily Christian and, according to Mr. Carney, is 

antithetical to many of Christ’s teachings in the Gospel. Outside of the Pentecostal 

Church, most Protestant pastors would be inclined to agree with him. 6 

This conversation naturally lends its way into the relationship between suffering 

and Christianity. If the Health and Wealth Gospel teaches that suffering is the antithesis 

of what it means to be Christian, others hold the opposite opinion. Some Christians 

believe that suffering is caused by God in a form of predestination. This belief is not 

common, however, among Baptists. For Mr. Carney, it is important to avoid telling a 

congregation member that suffering is from God. However, God can use any event, 

including one which causes pain and suffering, to whatever end He requires. In Romans 

8:28, It is emphasized that “God works for the good of those who love him, who have 
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been called according to his purpose,” 8 so it is clear that God can use suffering in a 

positive way. Furthermore, in Exodus 33:23, God tells Moses that he can only look at 

God’s back, and never at his face. 8 This can be extrapolated to God’s plan; in other 

words, we can only see His plan after it has occurred. In conclusion, suffering should 

always be seen as “descriptive, not prescriptive.” As a pastor, it is dangerous to blame 

God for the pain in suffering in a person’s life. However, simply understanding and 

describing it while empathizing with the sufferer is not wrong at all.  

Suicide is a topic that has long been a contentious topic in the Christian tradition. 

In Dante’s Divine Comedy, those who have killed themselves are subjected to the seventh 

circle of Hell, which is reserved for those who have committed violent acts.  In other 

words, in medieval Catholic theology, suicide was seen as a sinful act without a chance at 

redemption, as individuals would commit suicide and die before redemption could occur. 

In the modern day, many Protestants see suicide as a murder of the self. While Mr. 

Carney understands this theory, he takes a different approach. In his opinion, current 

research shows that there is a strong neuroscientific basis to suicidal thoughts and actions. 

Therefore, suicidal thoughts in an individual should treated compassionately, rather than 

as a sin. If someone commits suicide, he or she succumbed to an illness; a mortal sin was 

not committed. 

This idea is clearly related to the idea of physician-assisted suicide. Someone with 

Mr. Carney’s worldview may not believe that physician-assisted suicide is the correct 

option for a patient; suicidal thoughts might still be understood as an illness, regardless of 

how lucid a patient is. Nevertheless, the situation would not be approached from the 
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paradigm of sin. Rather, it would come from a place of compassion and love for the 

patient. 

In the Abrahamic faiths, the ritual of death is completed with burial rather than 

cremation. A strong belief here is that the body should be kept in its original state in 

preparation for Judgement Day. As a result, posthumous organ donation is not allowed, 

as the person will not have full use of their body once it is returned to him or her. In 

Genesis 50, descriptions are given of Israel and Joseph’s embalmment and burials. It is 

clear therefore that burial is important in the Abrahamic tradition. 8 

According to Mr. Carney, the issue of organ donation is not one of much 

importance. Logically speaking, Joseph and Israel’s bones are in all likelihood dust by 

now, so the wholeness of the body should not be a determinant in burying whole or 

donating.  

Protestant Christianity is well known for its reliance on little more than the Bible 

in important theological decisions. This extends into the realm of bioethics and end-of-

life care. Baptists can take solace in the fact that their religious tradition is very 

individualistic and open to interpretation. Nevertheless, the interpretation of a pastor will 

likely inform the morals of his or her congregation. 

In the tradition accepted by UBC, the interpretation of the Bible is not as strict as 

other Baptist churches. Therefore, suicide and suicidal attempts are not seen as sinful, 

unlike other churches and their interpretations. Therefore, while PAS is not seen as ideal, 

it is addressed from a health standpoint rather than a sinfulness standpoint. On top of this, 

the idea of suffering in Baptism attempts to be descriptive. God can use suffering if He 
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deems it necessary, but it is not required in any way. Suffering should not be seen as a 

positive. On the other extreme, materialism and pleasure expressed in the Health and 

Wealth Gospel should not be idealized either. 

Sunni Islam 

 There are several mosques in the Central Texas region; however, each has its own 

specific theological and ideological values. For this thesis, I chose to work with the 

Islamic Center of Waco because of its proximity to Baylor University and the fact that it 

is the largest mosque in the region.  

 In the Quran, Chapter 5, verse 32 is considered to have massive importance to the 

healthcare field. The relevant section of the verse is as follows: “That is why We 

ordained for the Children of Israel that whoever takes a life—unless as a punishment for 

murder or mischief in the land—it will be as if they killed all of humanity; and whoever 

saves a life, it will be as if they saved all of humanity.” 9 The connection to medicine is 

clear; saving a life is compared to saving all of humanity. 

Therefore, the medical profession has been given much importance in Islam. In 

fact, medicinal remedies can be traced all the way back to the Quran itself. Chapter 16, 

verse 69, extolls the healing value of honey. 9 On top of this, the Prophet Muhammad 

says to his followers in a hadith that “there are two cures for you: honey and the Qur’an.” 

10 Over time, scholars have put together similarly themed verses from the Quran and 

various hadiths concerning medicine into a collection known as Prophetic medicine. This 

medical tradition includes remedies (such as honey mentioned above); recommendations 

for healthy eating, housing, and marriage; medical legislation in Islamic Law; and the 

practice of medicine as a profession. 11 As a result, unlike other world religions, Islam is 
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in the unique position in that medical knowledge and advice was taught directly by the 

founder of the religion. This means Islam over time has been tied to medicine in a way 

that other major religions have not. 

The first part of Chapter 5, verse 32 of the Quran is what much of the debate 

concerning end-of-life decision-making centers around. For many Muslims, according to 

Billal Siddiq at the Islamic Center of Waco, the passage “whoever takes a life…will be as 

if they killed all of humanity” does not only refer to murder; it also applies to suicide. 

Suicide is just as much the taking of life as murder, so it makes no difference that the 

victim is not harming anyone else. Self-harm is just as wrong in Islam. This sentiment is 

echoed in the Quran, Chapter 4, verses 29-30, which tells Muslims not to kill themselves 

or anyone else, as “whoever does this sinfully and unjustly, We will burn them in the fire. 

That is easy for God.” 9 The Sahih Al-Bukhari collection of hadiths contains a hadith that 

also condemns suicide: “He who commits suicide by throttling shall keep on throttling 

himself in the Hell Fire (forever) and he who commits suicide by stabbing himself shall 

keep on stabbing himself in the Hell-Fire(2:23:446).” 12 It is clear, therefore, that suicide 

is not acceptable in Islam. 

This attitude can extend into physician-assisted suicide. In Islam, God is seen as 

sovereign over life and death, so it is sinful to hasten death even if life is seen as 

purposeless and useless in a patient’s final days. 13 So, a patient who takes part in 

physician-assisted suicide would be acting incorrectly according to the moral code of 

Islam. It is important to note that voluntary euthanasia is just as illegal in Islam; it makes 

no difference who is doing the killing as long as it is unjust. In Chapter two of the Quran, 

Muslims are urged to protect themselves from oppression: “if anyone attacks you, 
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retaliate in the same manner…do not let your own hands throw you into destruction by 

withholding” 9 In other words, if an individual allows his or her physician to conduct 

euthanasia, then he or she is complicit in the immoral killing. Voluntary euthanasia, 

therefore, is unjust for both the physician and patient. 

After death, Muslims feel that the funeral should be held immediately. Also, 

unlike large, lavish funerals seen among other religious traditions in Central Texas, 

Muslim funerals tend to be very modest. In the funeral, prayers are quickly followed by 

burial. The body should be buried, rather than cremated or disposed of in some other 

fashion, because Muslims believe their body should be returned as it came. For this 

reason, even embalming is not allowed. At the end of life, the body is judged by two 

angels, Munkar and Nakir, who determine the person’s future; whether the individual is 

sent to Heaven or Hell. At Judgement Day, this destiny is then fulfilled. For this reason, 

the funeral and other bereavement processes should be peaceful to ensure the person can 

concentrate for this meeting. 14 

This idea is also applied to the dying process. The time of death should be just as 

peaceful as the subsequent funeral and burial are. The patient should recite the shahada, 

also recited during conversion to Islam. 15 The shahada states that there is no God but 

Allah and that Muhammad is his messenger. 16 In this way the dying person prepares him 

or herself for the final meeting with Munkar and Nakir by focusing on his or her Islamic 

faith. Furthermore, because the person should be prepared for death, the last moments 

should be as peaceful as possible for the dying patient. 

In Islam, fatwas are authoritative legal opinions given by qualified experts, or 

muftis, concerning specific legal issues that are not explicitly covered under Islamic Law. 
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Fatwas are nonbinding and are not given the same level of reverence as hadiths, yet they 

are still considered and weighed in legal matters. 17 In the modern day, fatwas can be 

published and read exclusively on the internet. These opinions, referred to as e-fatwas, 

are easy to access and understand, and often form or reflect current Islamic moral 

viewpoints. In a study on Sunni e-fatwas concerning end-of-life care that were published 

on English, all 32 fatwas in the study were against any active termination of life, which 

includes both euthanasia and physician-assisted suicide. All of these fatwas were parallel 

to Orthodox Islamic literature and were usually based solely on the Quran and the 

prophetic tradition. 18 

From this, it is clear that the Quran, hadiths and other Islamic texts have created 

an academic tradition in which physician-assisted suicide and euthanasia are seen as 

unacceptable. In many ways this should help guide Muslims approaching the end of life 

to make decisions that are consistent with their religious principles. 

Hinduism 

To discuss Hindu philosophy and its relation to end-of-life decision making, I 

talked with Dr. Venkatarao Yeleti at the Hindu Temple of Central Texas, a Hindu Temple 

in Temple Texas which has Omkara Mahaganapathi as its primary deity. 19 As a result, 

most of the interior of the Temple is dedicated to the Hindu God Ganesh. The Hindu 

Temple of Central Texas has been serving the spiritual needs of most Hindus in the 

Central Texas region since its opening in 2001.19 

 India, where most Hindus reside, has a dearth of hospital chaplains of any 

religion, so many people do not have a formal understanding of how their religion 
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interacts with their medical care. This attitude has spilled over to many Indian Americans 

after emigration, and the Hindu American community in Central Texas is no exception. 

 One of the most important concepts in the Bhagavad Gita is the Hindu concept of 

karma. In Hinduism and other Indian religions, karma is seen as the universal causal law 

by which good or bad actions determine the future modes of an individual’s existence. 20 

Karma is autonomous and separate from any divine or earthly beings; it “operates 

without regard to persons, morals or questions of good and evil.” 20 An individual’s 

future, therefore is determined by the “good” or “bad” that he or she has committed in the 

past. Hindu theology has extended this to the future state of an individual’s reincarnation. 

In other words, the “good” or “bad” actions that a person does in this life will carry over 

to the next. As such, an individual with a large amount of good karma will be born with 

privileges and advantages that others will not have. Traditionally, this has been 

understood as their placement in the Hindu Caste system. 20 Prarabdha karma refers to 

actions that have already taken place and for which karma has already been decided. 20 

This is the type of karma that most concerns the dying, as they must work to improve 

their prarabdha karma in this life to obtain the fruits of their labor in the next. However, 

Dr. Yeleti explains that the “Bhagavad Gita is only useful before dying state.” When 

someone is dying, it is too late to change their karmic destiny for the next life. Doing 

good deeds all throughout life is necessary to improve the karmic consequences in the 

next one. 

 According to Dr. Yeleti, the karma of previous lives results in a form of 

predestination for those who are currently living. This universal law has given the 

individual a specific context to be born in, and certain dharma, or duties, to complete in 
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order to fulfill their karmic responsibilities. Dharma is a broad concept that is understood 

to include both morality and religion. In practice, it is seen as the moral duty of the 

individual. 21 Because it is up to the individual, there are no actions that are seen as 

intrinsically wrong. It is acceptable for a soldier to kill in war, but it is not acceptable for 

someone in the street to kill. It is acceptable for the surgeon to cut open his or her patient, 

but this behavior is unacceptable in any other context. As a result, these duties vary 

wildly from person to person, but should still be followed. Following them is in itself a 

form of predestination. 

While individuals still have free will, then, their ability to leave their predestined 

track is difficult. Individuals have been shaped by their vasanas, or behavioral 

tendencies, over time, so changes to behavior become more and more difficult. These 

vasanas in turn are constantly shaped by karma from both previous lives and the current 

one. This builds up throughout life into a type of predestination. 22 Following predestined 

dharma is similar to driving on the highway with an easy flow, whereas trying to escape 

predestination is like exiting onto a difficult-to-navigate country road. Driving on the 

country road is certainly possible, but it is much easier to stay on the highway. Similarly, 

it is easier to follow predestined dharma rather than attempt to forge a new path. 

 Concerning end-of-life care, the concepts of prarabdha karma and dharma play 

important roles when ethical dilemmas arise. For example, it may be the duty of one 

person to maintain his or her life as long as possible, whereas another may have no such 

obligation. Understanding what to do in this situation is critical, as both individuals want 

to accumulate positive karma for their next life. 



 
 

27 
 

 Another important concept in Hinduism is that of reincarnation. In Chapter Two 

of the Bhagavad Gita, Lord Krishna explains to the distraught warrior Arjuna, who has 

been sent into battle to fight his own cousins, that the soul is eternal and imperishable. 

The bodies which we consider to be our own self are similar to clothes: “As a person puts 

on new garments, giving up old ones, the soul similarly accepts new material bodies, 

giving up the old and useless ones.” 23 Even though you may identify yourself as your 

body, “it doesn’t represent you,” according to Dr. Yeleti. All our cells, with the exception 

of the nervous system, are constantly dying and regenerating. As a result, our bodies are 

physically different as an adult from how they were as a child. The body therefore is not 

of utmost importance in Hinduism; rather, the focus is on the atman, or life force. Atman 

must be given to a body for life to begin, and it leaves seconds after death. In many 

Hindu families, after a family member has died, the body is immediately taken off of the 

bed and placed on a mat on the floor. In a way, the corpse is no longer considered human; 

it is now just an inert body. 

 In relation to end-of-life decision making, the idea of reincarnation can provide 

solace to those who are suffering from illness or treatment. Physical suffering only affects 

the body of a person. As has been previously discussed, the body is not considered to be 

the person in Hindu philosophy; the atman, or soul, is the human being, while the body is 

a tool the soul uses. For many, if they understand their suffering as something that occurs 

to their body, then they are able to reduce suffering and find peace in death. According to 

Dr. Hoy at Baylor University, an individual who is able to make meaning of his or her 

distress is not suffering, as he or she can understand why they are being subject to 
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physical or mental distress. Therefore, Hindus can avoid the concept of suffering by 

making meaning of their death through the concept of reincarnation. 24  

Despite Hinduism’s focus on karma, Dr. Yeleti stresses that the purpose of life is 

happiness regardless of past karma. In the Bhagavad Gita, Krishna says that “a liberated 

person…enjoys unlimited happiness, for he concentrates on the Supreme.” 23 Therefore, 

inner happiness is the most important thing in life, not the consequences of good actions. 

While many Hindus may chase good consequences and better future lives by performing 

good karma, the Bhagavad Gita refutes this outright. It says that good karma is never 

guaranteed: “you have a right to perform your prescribed duty, but you are not entitled to 

the fruits of action.” 23 Therefore, “karma chasing” is not the ultimate purpose of life. 

 All these concepts have important consequences for those in end-of-life 

situations. Firstly, the concept of reincarnation helps many Hindus better understand the 

fact that they are dying. Just as all humans are predestined from their previous lives due 

to the dharma they must complete, they are also predestined to die. Understanding the 

immortality of the soul is important for many Hindus, as it helps them make sense of 

their own mortality. As a result, their suffering will be reduced. The concept of 

reincarnation is also important in the field of end-of-life care as it puts minimal 

importance on saving the body when medicine has reached its limits. There is little 

purpose in keeping a patient on a ventilator for months when all the physician is doing is 

keeping the body alive after the soul no longer needs it and is ready to reincarnate. 

Therefore, as discussed in Chapter One, many Hindus are opposed to unnecessary life-

prolonging techniques, both due to the Hindu idea of non-violence (ahimsa) and the 

knowledge of reincarnation, which de-emphasizes the importance of the physical body. 25 
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 The concepts of dharma and karma also have significant influence towards the 

end of life. First of all, individuals cannot live morally ambiguous lives before attempting 

to accumulate large amounts of “good” karma once a terminal diagnosis has been made 

and prognosis given. Hindus cannot always count on the consequences of their actions, so 

relying solely upon them will not help one be reincarnated into a better life in the future. 

Secondly, individuals’ duty may extend to their end-of-life decisions. A proxy decision-

maker, for example, needs to follow his or her dharma towards the patient whose 

decisions he or she is making. This duty can simply defined as whatever is best for the 

patient. On top of this, Hindus may feel that they have a duty to their loved ones. If they 

are told that there is a chance their condition may improve, no matter how unlikely it may 

be, they may opt for life-prolonging treatment, in order to be able to help their loved ones 

if they recover from illness. 

 Karma, dharma, and reincarnation are all important principles in Hinduism that 

are explored in the Bhagavad Gita. While this holy text never explicitly discusses the end 

of life or dying, the basic ideas expressed within are important for Hindus to understand 

their own dying process. The stress on the duty of the individual and the impermanence 

of the physical body can guide most end-of-life decisions that Hindus have to make. 
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CHAPTER THREE 

Methods 

 

In this chapter, religiosity surveys and subsequent group interviews are used to 

determine how individuals with different levels of religious understanding, as well as 

individuals in different religious groups, react or reflect upon the bioethical and moral 

decisions at the end of life. Interviewees were selected from the same religious 

institutions from Chapter 1 and 2. 

The religiosity survey given to each participant is based on a survey developed 

from the Post-Critical Belief Scale. 1 The Post-Critical Belief Scale was designed by 

Wulff in the epilogue of his book The Psychology of Religion. The scale is used to 

determine religious attitudes concerning religiosity. As defined in Chapter 1, religiosity is 

a way to quantify how ‘serious’ a believer takes his or her religious obligations. Wulff 

uses a two-dimensional scale to measure two different concepts often considered part of 

religiosity. The horizontal axis on his scale measures religious literalism. Someone high 

on this scale believes that the stories and tales in his or her religious texts should be taken 

literally. The vertical axis measures religious transcendentalism. Those who score high 

on this scale believe that transcendent religious objects, such as angels or other divine 

creatures, exist within our mundane plane of existence. 2 Therefore, the Post-Critical 

Belief Scale measures two different aspects of religiosity. 
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As a result, the religiosity plane has four quadrants, each with their own separate 

ideas of what it means to be religious. The literal affirmation quadrant shows high scores 

on both literalism and transcendence, and therefore takes religious texts and stories most 

literally. This mindset is most often seen in religious fundamentalists as well as those 

who score higher on prejudice ratings. 1 The literal disaffirmation quadrant has high 

scores on literalism but low scores on transcendence. These people believe that to be a 

believer one must take religious texts and stories literally. However, they do not. As a 

result, these respondents tend to be anti-religious and more focused on the scientific 

method. Yet, they are still less fair-minded and less able to objectively evaluate ideas. 1 

The reductive interpretation quadrant shows low scores in both religious literalism 

and transcendence. Individuals in this quadrant reject the existence of a religious realm. 

Ricoeur believes that this religious attitude is necessary to understand religion beyond 

religious symbols or idols. 3 Believers with this attitude tend to be socially sensitive and 

unprejudiced. 1 The final quadrant is that of restorative interpretation. This is a position in 

Literal Affirmation
(Orthodoxy)

Restorative 
Interpretation
(2nd Naivete)

Literal Disaffirmation
(External Critique)

Reductive 
Interpretation

(Relativism)

Post-Critical Belief Scale
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which the religious realm is affirmed to exist, and a reductive interpretation is avoided to 

find symbolic meaning in religious texts. A 

The survey consists of 37 statements with truth values. Participants can mark a 

number between 1 (for strongly agree) to 5 (for strongly disagree) for each of the 

statements. The survey is divided into 4 sections, with each one corresponding to one of 

the quadrants of the Post-Critical Belief Scale. The first seven correspond to literal 

affirmation, the next eleven correspond to literal disaffirmation, the following eleven 

correspond to reductive interpretation, and the last eight correspond to restorative 

interpretation. The scores on each section were taken and then averaged. An average 

score could range anywhere between 1 and 5. The higher the average score is, the more 

likely an individual is to hold the religious attitude.  

The survey itself 

is based on a survey created by Fontaine, et al. 1 However, several adjustments needed to 

be made. Firstly, the original survey was given in Flemish, so the version used here is 

translated into English. On top of this, the language used in the survey was specific to “a 

secularized Christian context” 1 and was therefore adapted to be applicable to individuals 

of all faiths. 

Once the survey was provided for research participants, a group interview was 

held. These interviews all lasted between 12 to 15 minutes and were more specifically 

focused on end-of-life care and many of the ethical issues that surround death and dying. 

These include topics such as suicide, euthanasia, familial input, advanced directives, 

predestination, and so-called extraordinary conditions. Discussion and topics were 

purposefully left open ended to allow individuals and the overall conversation to shift in 

Figure 1: Planar representation of Wulff’s Post-Critical Belief Scale 
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directions that led to the most discussion and input. As a result, some topics that were 

primary areas of discussion in some interviews were not necessarily focused on in others. 

Sunni Islam 

For the interview and surveys concerning Sunni Islam I returned to the Islamic 

Center of Waco. After Friday prayers, I was able to interview four members of the 

congregation. Our interviews took place in the mosque over lunch. All four volunteers 

were male and regular attendees of services at the Islamic Center of Waco. Two of the 

volunteers, A1 and A2, were students at Baylor University and were born in the United 

States to parents of South Asian backgrounds. The other two, A3 and A4 were men in 

their thirties who had emigrated from West Africa to Central Texas for education and 

work. Each participant filled out the survey and their results are depicted on the chart 

below. As explained above, the higher a score is for a particular quadrant, the more that a 

volunteer displays the qualities of that quadrant.
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 From these scores, it is apparent that none of the volunteers score high on the 

Literal Affirmation, or orthodoxy, test. A3 and A4 both scored particularly high on 

External Critique. A4 scored lower than average on the Relativism scale, and A1 and A2 

both scored high on the Second Naïveté scale. These results help explain several of the 

discussion points below. 

 In a preliminary discussion of the concept of physician-assisted suicide, all four 

volunteers agreed that in Islam, any form of taking one’s own life is not allowed, 

regardless of the amount of suffering that he or she is going through. Because God put 

humans on this Earth, they have no right to take their own lives. There is nothing wrong 

with hospice care, however, as a form of reducing suffering towards the end of one’s life. 

A3 provided the perspective of hope: as Muslims, hope should always be kept because it 

is a basis of Islamic faith. As he put it plainly: “hope is everything to me.” 

 A4 recounted a story concerning how hope can affect end-of-life decisions. A 

friend of his became very ill and was in a coma for ten days. Doctors advised to the 

family that he should be taken off of life support to prevent any further suffering. After 

further discussion with extended family and an imam, the family was still unsure of what 

to do. The imam suggested that beyond a certain point, the physician knows the most 

about a case, so he or she should make these decisions. However, as long as there is some 

brain functioning, there is still hope, so the family should keep the patient alive in this 

situation. 

 One important point made in Chapter 1 of this thesis is the impact that family has 

on health care decisions, even cases in which the patient is an adult with full mental 

faculties. We began to discuss the impact that family had made or could make in the 



 
 

35 
 

personal lives of all the volunteers. A3 described his experience growing up in Nigeria, 

where family affected virtually every important life decision he made before moving, 

regardless of its connection to medicine. For example, if an individual’s cousin is 

suffering from mental illness and has become homeless as a result, the entire extended 

family will band together to provide a home and health care to ensure that he recovers. 

He also gave a personal story from his life in which a friend of his, a Christian man, was 

shot in the head. The brother of the victim had to make a decision between removing the 

bullet and hoping that there were no complications, and leaving the bullet in and hoping 

for the best. The families of both A3 and his friend banded together and decided that the 

safest course of action was to leave the bullet in. This decision was clearly just as 

culturally influenced as it was religiously: two families from different religious traditions 

but the same cultural background banded together to come to the best conclusion for the 

patient’s well-being. A1 and A2, despite being from a different cultural background, 

agreed with A3 that the input of the family is critical. 

 Finally, we discussed the case of Terri Schiavo, a woman who lived the last 15 

years of her life in a vegetative state. In 1990, Mrs. Schiavo collapsed in her home due to 

cardiac arrest and entered a persistent vegetative state (PVS). In 1998, her husband asked 

doctors to remove her feeding tube, a decision that her parents opposed. After a seven-

year long legal battle that included interventions from both the Governor of Florida and 

even the President, Mrs. Schiavo’s feeding tube was removed in March of 2005. She 

passed away a few weeks later. The case attracted significant media attention due to its 

focus on the right-to-die and living wills. 
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All of the volunteers agreed with the decision made by the parents. They felt that 

as long as there was some brain activity and some form of interaction with the outside 

world, then taking Terri off life support was not the right thing to do, regardless of 

whether she was facing extraordinary circumstances. A3 explained that he believes in 

miracles and the power of God and felt uncomfortable terminating her life if there was 

even the slightest chance that she could perceive the outside world. 

Hinduism 

 For the Hindu perspective on end of life care, I conducted surveys and interviews 

at the Hindu Temple of Central Texas in Temple. I visited at a time when the Temple has 

Gita instruction classes for young children. As a result, three of my four volunteers (B1, 

B2, and B3), all fathers, were there with their children. These volunteers were all in their 

forties and had moved to the United States and eventually Temple from Southern India 

for work or education. Another volunteer, B4, was a college student who was visiting 

home for the weekend and had come to the temple with his family. His family is 

originally from Northern India. Each participant filled out the survey and their results are 

depicted on the chart below: 
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While no volunteer had a high score on Orthodoxy, B1 had a surprisingly low 

score in this section. B3 and B4 both had high scores in Relativism, while B2 had a low 

score. B1, B3, and B4 all had high scores on second Naïveté. From this chart, it is clear 

that B2 is an outlier compared to the other three volunteers. 

Our preliminary discussion centered on physician-assisted suicide and any links 

that it has to religion, specifically to Hinduism. B1 explained that he did not necessarily 

see a link between karma and dharma and physician-assisted suicide. However, he did 

say that he felt physician-assisted suicide should be determined first and foremost by the 

age of the patient. It is more understandable for a 104 year old patient to consider it as an 

option than an 18 year old, for example. He also said that it was better for someone in the 

last days of his or her life to use PAS than someone who has just been given a terminal 

diagnosis and has a few months left. Ultimately though, he, along with B3, felt that it was 
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difficult to make judgements because physician-assisted suicide is illegal in Texas. 

Therefore, neither of them had any personal experience with it first-hand. They both 

agreed, however, that withholding life-sustaining care or sending someone to a hospice 

was fine provided the patient agreed with the decision. 

We then moved onto the role of family in making these important decisions. B2 

felt that it is a huge benefit to the patient if the family helps lift some of the burden of 

decision-making. On top of this, many patients do not have full use of their mental 

faculties, so family needs to have full control of the patient decisions here. B1 agreed and 

said that if a patient does not have a supportive family, then closure for the patient and for 

the family could be difficult. B3 and B4 both disagreed with this decision and said that 

since it is the individual’s life, ultimately he or she should be following the course in 

medical care that is personally agreed with the most. 

The discussion then shifted to predestination and the concept of vasanas, or 

“paths” made in life. B1 felt that our lives are partly predestined. He said that we are 

always given certain choices about what to do with our lives. However, we do not have 

an unlimited amount of choices to make at a certain juncture. We have to work with what 

we are given. B2 agreed and said that we are born with genetic or environmental 

characteristics that cannot be changed. Nevertheless, each person can start from this 

background to do anything he or she wants. B4 concurred but had a slightly different 

opinion; he said that each person had a specific time of birth and death, and therefore 

there was no way to change the time of death that God has willed. 

Finally, our discussion ended with an analysis of the Terri Schiavo case. B1 felt 

that the case was a great example of how Americans love to impose their beliefs on 
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others. He felt that the case was only as popular among the general public as it was 

because people on both sides of the decision wanted to judge those on the opposite side. 

As a result, he decided that it was not his place to choose a side, as it was unclear who 

knew Terri better: her parents or her father. In his opinion, though, either outcome was 

acceptable morally. If he was in that situation, however, he would choose to have his 

feeding tube removed. All four volunteers felt that if they were in Mrs. Schiavo’s case, 

they would choose to end treatment. B4 made the point that a living will is important for 

the family if their loved one is in this situation. B2 agreed, however, he explained that 

topics surrounding death and dying are often quite difficult for families to have 

discussions about. 

B3 made the point that the affordability of the treatment should be taken into 

account. If it is not feasible for the family to continue paying for healthcare, then perhaps 

the patient should be taken off of life support. His main qualm with end-of-life care was 

with the ethical price of a human life, and how much should be invested in a patient that 

cannot pay or whose family no longer wants to pay. 

Protestant Christianity 

 I interviewed members of the congregation of University Baptist Church in Waco 

for the Protestant perspective on end-of-life decisions. All three of my volunteers were in 

their mid-twenties and had just finished their college education. They all were currently 

in Waco for family or for work. C2 was married, while C1 and C3 were not. C1 was 

female and C2 and C3 were men. All three were Caucasian. Their survey results are on 

the chart below: 
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While all three respondents scored low on Orthodoxy, C1 was about in the middle 

of the range. C2 scored quite low on External Critique. All three volunteers had high 

scores in the Relativism category. 

Our conversation began with the idea of grieving. All three volunteers explained 

that while they did not have anyone close in their lives for whom they felt the need to 

grieve, they felt sympathy and grievance for those who were victims of tragedies like 

mass shootings. According to C2 proximity or personal relationship made no difference 

to whether or not he felt the need to grieve for someone. 

From here we talked about predestination. C1 explained that the choice is 

completely ours in how we spend our time. C2 felt that we have no choice in being born, 

and we will die at some point. However, everything that happens in between is in the 

hands of human beings. Nevertheless, because we as humans are social creatures and 

interconnected, every decision we make is influenced by others. 
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This idea of our social surroundings influencing our decisions led into the topic of 

family input in medical decisions. C3 felt that as long as the individual patient is able to 

make his or her thoughts known and communicated, then they should be respected. 

According to C2, “individuality within medical ethics protects the individual’s rights in 

making decisions.” Only if some sort of communication is unavailable should the 

family’s input play a significant role. Even then, the medical advice of the physician 

should not be ignored. 

When discussing physician-assisted suicide, it was important for some of the 

volunteers to separate it from voluntary euthanasia. C2 felt that physician-assisted suicide 

could be understandable in a situation where life has changed radically compared to the 

onset of illness. If someone’s body and mental state have deteriorated rapidly, and they 

no longer have any close relationships, then it may be a logical or viable choice to 

commit PAS before a painful and suffering end. C1 grew up learning through her 

Southern Baptist Church that suicide or euthanasia are topics that should not even be 

addressed. As a result, she has difficulty accepting these concepts in theory. However, 

she expressed that there are specific situations in which euthanasia might be the right 

choice. 

The impact of current technology was an important issue. C2 emphasized the fact 

that medicine in the modern age can keep someone alive almost indefinitely, past the 

point of a “natural death.” If this is the case, then PAS or euthanasia could possibly be 

options. He also explained that patients in this state are simply trying to avoid the 

inevitability, rather than actually recovering. It would be healthier for the family to 
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understand the slim likelihood of success and grieve healthily instead of keeping a loved 

one alive long after necessary. 

Our discussion eventually led into how mental health should be assessed in the 

framework of physician-assisted suicide. A woman in February of 2018 in Switzerland 

received physician-assisted suicide because she had depression and bipolar disorder. The 

question of whether this should be permissible is a tense moral issue. C3 explained that 

his biggest issue with physician-assisted suicide is the fact that many patients may not 

have the proper mental state to be able to make this sort of decision. Therefore, a 

mentally ill patient should not be able to commit physician-assisted suicide. Counseling 

from chaplains could help in this instance. C1 disagreed and felt that chaplains should not 

be making any sort of important decisions. C2 stressed that they should not be there for 

anything more than counseling. 
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CHAPTER FOUR 

Analysis 

In this thesis, I have attempted to understand the relationship between different 

religious traditions and the medical field. Specifically, I am interested in how followers 

of Christianity, Hinduism, and Islam interact with and understand medical decisions 

towards the end of life. Chapter 2 examines how religious leaders and theologians 

interpret religious texts and their messages in relation to medicine. Chapter 3 is focused 

on average religious individuals; answers on religiosity surveys were graphed out and 

then compared to responses from informants in group interviews. The findings from 

Chapters 2 and 3 are analyzed and interpreted in this chapter. Data is compared and 

compiled both within and between the three religious traditions discussed in this paper. 

The cultural background of each informant has played a role in the data. Due to 

the fact that religion and culture both influence important medical decisions, separating 

data based on these two institutions is crucial. Firstly, several of the informants in this 

study have emigrated from West Africa and South Asia, parts of the world that are more 

collectivistic than the highly individualistic culture prevalent in Central Texas. As 

discussed in Chapter One, family input can have a substantial impact on patient decision-

making, so acknowledging how culture affects family input is a necessity. 

On top of this, the age of the informants in this study affects much of their 

decision making. All of the informants in this study under the age of 30 were born in the 

United States, so their opinions will likely be more individualistic than those of 
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informants born in other parts of the world. Furthermore, younger people in American 

culture are on average much more ethically subjective than those in other age groups. 

Both of these cultural trends are important because they explain why younger 

respondents in this study scored high on relativism. This can have a substantial effect on 

medical decision-making. 

There were several major points of discussion in the group interviews that will be 

explored in further detail in this chapter. For many, the major religious issue was the type 

of care or lack thereof provided at the end of life. An important distinction was made 

between physician-assisted suicide and voluntary euthanasia in some cases. Physician-

assisted suicide is when a patient is prescribed a lethal dose of drugs that they can take at 

their own leisure to avoid suffering at the end of life. In voluntary euthanasia, the 

physician is the one administering the lethal dose. On top of this, an important distinction 

is made between ordinary and extraordinary care, as mentioned in Chapter 1. 

 Predestination is a focus in the data and its analysis due to its relevance to health 

care decisions. In certain religious traditions, predestination is a concept in which ones 

future and fate are determined before birth. Patients from religious traditions that accept 

this belief will likely have a different view on the therapies described in the paragraph 

above. 

 In Chapter 3, my interviews with informants from both the Islamic and Hindu 

religious traditions involved a discussion of the case of Terri Schiavo, this was included 

in the study in order to provide a specific, personal example for people to get behind to 

better understand the implications of the theology discussed. In this way, we could put a 

face to the debate of ending life vs. extending it.  
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Protestant Christianity 

The informants I spoke with University Baptist Church were the youngest average 

group out of all three sets of informants. All three of the participants were from similar 

cultural backgrounds, so it is likely that culture did not play a large role in their 

differences. Ultimately, this group was not as open about some of the discussions 

concerning about personal deaths as others. Most informants were comfortable discussing 

grieving and praying for those on the news or acquaintances suffering from disease. 

However, trying to understand these issues in the context of their own lives was difficult. 

While this may be due to religious differences, it is more likely that the age of informants 

played a role in this discrepancy. For this reason, some of the data in this section is not as 

complete as it could have been. 

All three participants scored high on the relativism quadrant. Individuals in this 

quadrant do not tend to have a belief in a religious realm, or in the literal accuracy of 

religious myths, yet tend to be sensitive and unprejudiced in regards to others’ religious 

beliefs. This attitude was displayed several times throughout our interview. For example, 

C1 and C2 both believed that physician-assisted suicide is wrong and not a practice that 

Christians should engage in. However, they both admitted that there were situations in 

which it might be necessary. Even though he disagreed in practice, C2 did acknowledge 

that if a patient is terminally ill and unconscious, it may help a grieving family to allow 

the patient to pass away. This attitude is not one that was reflected in my group interview 

with Islam. This has partially been explained through the relative unity of Islamic Law 

against the rampant individuality of Protestantism, yet it is likely that another process was 

at play here. Christian Smith and other sociologists have researched young people in 
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modern American culture and found that they are much stronger proponents of moral 

subjectivism than any generation before. 1 Because the congregation at University Baptist 

Church is younger, it is also more likely to be ethically subjective. A younger audience is 

also more likely to be individualistic. This attitude was displayed in our discussion 

regarding the family’s input into medical decisions. All three informants felt that as long 

as the patient was of sound mind, he or she should make all healthcare decisions. Family 

role should be minimal. Younger people tend to be more individualistic, so this is not 

surprising. 

Predestination is a contentious topic in Christianity. In ancient times, Augustine 

claimed that humans have only a limited amount of free will and are ultimately reliant on 

God’s providence. 2 In chapter 2, Josh Carney explained that predestination is not a 

commonly held belief in Baptism and other protestant branches. All of the informants in 

this part of the study agreed with this belief. 

Physician assisted suicide was separated from voluntary euthanasia by informants. 

Physician assisted suicide is ultimately the patient’s action, whereas euthanasia is given 

by the physician. For many Christians, the agent doing the action affects the morality of 

the action. For the informants, physician-assisted suicide was slightly more acceptable. 

However, it should only be used in a benevolent fashion, not to purposefully shorten an 

individual’s life. C2 expressed her personal distaste for the practices, but she still 

understood that euthanasia may have specific uses. This returns to the theme of moral 

subjectivism that is common among younger people in American society. 

On top of this, withdrawing life-sustaining treatment is preferable to either option. 

In our discussion of medical technology, it was clear that medical technology has 
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progressed to the point that patients can be kept alive nearly indefinitely with a respirator. 

However, this state should not be forced on a patient forever. The informants here align 

with the Catholic ideas of ordinary and extraordinary care. In other words, taking a 

patient off of extraordinary care, like artificial breathing, is preferable to willfully giving 

a medication to end life early. 

The Terri Schiavo case was not as important to these informants and was not a 

focus of our discussion. Rather, the focal point was physician assisted suicide cases in 

Switzerland, where PAS is currently allowed. A likely reason for this is that the average 

age of this group is much younger than the other two, so they did not personally 

experience the atmosphere around the case. 

Sunni Islam 

The Islamic Center of Waco was quite different from the other two religious 

centers examined in this thesis due to its ethnic and racial diversity. The informants were 

from both South Asian and West African backgrounds, so cultural aspects and 

differences could have played a role in their answers. A1 and A2, both from South Asian 

backgrounds, scored high in their surveys on the second naïveté quadrant. This means 

that while they believe in a religious realm separate from our own, they still believe that 

the nature of religious stories is largely symbolic. A3 and A4 were of West African 

descent, and both scored highly on the external critique quadrant. This means that they 

believe that religious texts must be taken literally despite not believing in a transcendent 

religious realm. Many people falling into this quadrant are nonreligious or atheistic 3; 

however, both of these men are devout Muslims. It is also important to note that all four 
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informants were male; this is clearly a limitation to the study, as it is possible that 

females may have a different understanding of their religion. 4 

As previously referenced, all four men follow many of the prevailing trends from 

Chapters 1 and 2. In Chapter 1, we discussed that God is considered the author of life and 

death in Islam. Therefore, physician-assisted suicide is not allowed in Islam because it is 

not His plan. The authority for this comes from several modern bioethical fatwas. This 

sentiment is echoed in the Quran Chapter 5, Verse 32 which says that “whoever takes a 

life…will be as if they killed all of humanity.” This statement, when applied to one’s 

personal life, clearly forbids suicide. An important hadith also prohibits the act while 

explaining what exactly will happen to one’s soul in hell if he or she commits suicide. 5 

From informant data, it was clear that while they were all against physician-assisted 

suicide, it was not always for the same reason. The informant with the highest score on 

literacy aspect of religion, A3, was insistent on the idea of hope in medicine. This could 

easily be based in the fact that the more personal a concept someone has of God, the more 

likely he or she is to pursue extraordinary measures. 4 Due to A3’s literal interpretation of 

the Quran, he would be more likely to hope for God to provide for the patient. A4 agreed 

with the idea of maintaining hope, but still felt that the decision should ultimately be 

made by a doctor. His opinion clearly goes against the opinion in Chapter 2 held by some 

Muslims that voluntary euthanasia is not allowed; A4 feels that the physician can make 

these executive decisions if need be. 

Our discussion of family input raised some important points. A3’s story of his 

Christian friend demonstrated the cultural importance of family input in medical 

decisions. A1 and A2 agreed with the importance of family despite not being from the 
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same cultural background. While there may be a connection to their religion, it is more 

likely that their individual cultures played a role in this decision. Both West African 6 and 

South Asian 7 society are considered collectivistic. In these societies, decisions are 

generally made by the family group or community instead of the individual. As we 

discuss in Chapter 1, individuals tend to pursue more aggressive medical care in the 

presence of family, even if the diagnosis is terminal. 8 Therefore, it is likely that patients 

from these regions, regardless of religious beliefs, would put more emphasis on hope and 

aggressive medical care. 

The Terri Schiavo case helped many of the participants solidify and focus their 

beliefs on one specific example. They aligned themselves with Schiavo’s parents to, so to 

speak, hope for a miracle. As long as the family could receive some stimulus from Terri, 

long after she was considered brain dead, they felt that her feeding tube should remain in. 

The respondents agreed with this point of view. 

Hinduism 

 At the Hindu Temple of Central Texas, all four informants were from South Asian 

backgrounds, but B4 was a major outlier. He was much younger than the rest of the 

group, and was also of North Indian heritage. North Indian religion, over time, has been 

much more influenced by outside religions and cultures. Sikhism and Islam in particular 

have traditionally had a much stronger foothold in the North of the country than the 

South, so these religious expressions have also played a role in the formation of 

Hinduism in the North. 9 These elements were largely absent from Hinduism in South 

India, meaning that the religion in these two regions often evolved and grew separately. 

B4 was also younger than the rest of the informants and was the only one born in the 
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United States, and all of these differences set him apart from the other subjects in the 

group. As a young person growing up in Western society, he also displayed a sense of 

ethical subjectivism as defined above. 1 This is clear from his high score on the relativism 

quadrant. B2 was the most orthodox informant, with low scores on both second naïveté 

and relativism, as well as a high score in orthodoxy. 

 B1 and B3 made the claim that withholding life-sustaining treatment, with the 

consent of the patient, is acceptable. This point of view was shared by some Baptist 

informants. According to this view, it is acceptable for a terminally ill patient to end his 

or her life early, as long as it is not euthanasia. 

 The issue of collectivism and individualism is also raised in this interview and is 

clearly a point of contention. B1 and B2 were raised in the collectivistic society of South 

Asia, so they would naturally be more supportive of greater family influence in medical 

decision making. B4, however, was raised in the individualistic society of the United 

States, so he opposed extensive family interference. 

 The discussion of vasanas led to an interesting juncture between the participants. 

B1 and B2 reflected the idea that our situation at birth is determined by God or fate. In 

Hinduism, this belief is reflected in the concept of karma. As discussed in Chapter 2, 

karma the universal causal law by which good or bad actions determine the future modes 

of an individual’s existence. This extends beyond one’s life into the next, according to the 

Bhagavad Gita. In chapter 8, verse 6, Krishna tells Arjuna that whatever thoughts occupy 

the mind at death form the destination of the individual’s next life. 10 Hindu scholars have 

extended this belief to karma as well 11: people have a karmic “bank account” of sorts 

that tracks their actions over time. The unchanging environmental and genetic 
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characteristics that B2 mentions in the interview are seen by most Hindus as the result of 

karma from previous lives. B4 held the opinion that both our birth and death are 

determined by God, rather than just the circumstances that we are born into. This belief 

does not necessarily have a basis in Hinduism; however, it is consistent with beliefs that 

informants in the Protestantism group felt. 

 In regards to the Terri Schiavo case, the informants felt that there was no easy 

answer to the dilemma because, ultimately, we do not know what Terri thought before 

she became incapacitated. This does not mean that taking Terri off of her feeding tube is 

an immoral act. If she would have wanted it, then her wishes should have been respected. 

The same goes if she would have preferred to keep her feeding tube in. From this analysis 

of the situation, it is clear that the informants did not see removing her feeding tube early 

as an immoral action. Therefore, prematurely ending a life is not seen as a bad thing if it 

reduces the suffering of the patient. 

Comparative Discussion 

Each discussion in chapter 3 was slightly unique. Certain topics which were central to 

one group interview were not given any importance in others. The interview at the 

mosque was much more focused on religion than the other two, which dove into aspects 

like culture more frequently. Nevertheless, common themes cropped up in analysis. 

While each religious tradition in this study has its own history and theology, there are 

several concepts and ideas in the discussions in which two or all of the traditions come to 

similar conclusions. 
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As discussed above, the informants from University Baptist Church overall scored 

very high on the relativism quadrant. It was hypothesized that it was in large part due to 

their age, as young people tend to be morally subjective. This pattern is repeated in the 

data for the Hindu Temple: the youngest informant, B4, scored high on the relativism 

scale as well. These results are consistent with Christian Smith’s findings. They reveal 

that younger people are more likely to be relativistic both in religion as well as medicine. 

This has important consequences for the field of end of life care. If a young person, or 

anyone else with a high score on relativity on the scale is in a position to make a proxy 

decision, they may have trouble, as they may feel that both sides have merit. On top of 

this, relativism in religion means that the individual is less likely to be orthodox in his or 

her beliefs. Therefore, he or she will not have as personal an image of God, meaning he 

or she will not pursue the most aggressive medical care. Healthcare professionals should 

understand this when speaking to patients or their families about medical options towards 

the end of life. 

Another important difference between the three group interviews was the cultural 

background of the informants. Specifically, whether an individual is from a collectivistic 

or individualistic background can affect their medical decisions at the end of life. In our 

discussion at the Mosque, all informants felt that family decisions were important for a 

patient to take into account at the end of life. Similarly, most informants at the Temple, 

with the exception of one born in the United States, also emphasized the importance of 

family. These decisions were a result of the collectivist background that the informants 

were from. On the other hand, all the informants at the church felt that the individual 

should have complete control over his or her decision as long as he or she is in a proper 
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mental state to make a decision. Individuals of any religion in West Africa and South 

Asia are more collectivistic than individuals in the United States, so naturally people 

from these backgrounds are more likely to believe in the importance of family in 

important personal decisions. This is critical because, as we discussed in chapter one, 

patients are more likely to make more aggressive decisions about their healthcare in the 

presence of family members. Therefore, if family members are helping a patient make a 

medical decision at the end of life, they will be more likely to pursue aggressive care 

regardless of their own personal beliefs. Healthcare professionals should be cognizant of 

this when treating patients from collectivist backgrounds. 

Each religious group found hospice care to be preferable to terminating life early in a 

clinical setting. This sentiment was also expressed in the interview at the Church, in 

which informants were most comfortable with withdrawing life-sustaining care to 

prematurely end life, rather than euthanasia or physician assisted suicide. Therefore, each 

religious group ultimately seemed to prefer withdrawing care than to actively ending life 

early. This is important for healthcare professionals to keep in mind when dealing with 

religious patients. Some would rather not get the point where physician assisted suicide 

even becomes an option. 

One limitation to this study was brought up by two of the informants in my interview 

at the temple. Physician assisted suicide is currently illegal in the state of Texas, so very 

few people in Central Texas have personal experience with the practice, either 

professionally or personally through the experience of a friend or family member. Not 

having a personal connection to physician assisted suicide can be a hamper to 

understanding all of its effects. Interviewing individuals in states like Oregon or 
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Washington could glean different answers, as more people will have a personal 

experience or connection to physician assisted suicide. Therefore, this is one impediment 

to conducting this study in Central Texas. 

Predestination is discussed in this study because of its effects on decision-making 

towards the end of life. In Chapter 2, we discussed that the concept of predestination can 

affect healthcare decisions in different religious contexts. Some Christians believe that 

suffering is due to predestination and therefore illness comes from God. In Hinduism, 

karma from previous lives or this life result in predestined choices in the future. In this 

instance, our choices in the past can affect our healthcare outcomes in the future. In the 

early days of Islam, Averroes acknowledged a dilemma in the idea of free will. If 

individuals have the freedom to create their own path, then there must be other creators 

besides Allah, which is impermissible in Islam. On the other hand, if individuals are not 

in control of their own actions, then moral obligations are impositions beyond one’s 

capacity to bear. 2 From this data, it is clear that the more emphasis a religious tradition 

has on free will, the less likely its followers are to pursue aggressive life-prolonging care. 

Predestination came up several times in our discussions. Islamic informants felt that 

God has created a plan for all of us which is predestined. Physician-assisted suicide, or 

other medical procedures that end life intentionally or earlier than destined, are not 

allowed in Islam because they defy predestination. However, this topic was not nearly as 

important for Hindus and Christians. Some Hindus felt that our genetic predispositions 

and childhood environment were a form of divine predestination, but others in the group, 

and none of the Baptist informants, supported this view. Overall, predestination is not a 



 
 

55 
 

dogma that is not followed or observed in Baptism. Humans are believed to have free will 

in their actions according to this denomination. 
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CONCLUSION 

 

“The classic deathbed scene, with its loving partings and solemn last words, is 

practically a thing of the past. In its stead is a sedated, comatose, betubed object, 

manipulated and subconscious, if not subhuman.” 1 This observation was made by Joseph 

Fletcher in 1967. In the past fifty years, Fletcher’s description has become more and more 

the norm. Individuals often spend their last moments unconscious, with a barrage of 

medications and scopes in the body. As medicine has improved in so many ways through 

the twentieth century, it has still failed in one regard: treatment at the end of life. 

Paradoxically, thanks to inventions like artificial respirators, individuals can be kept alive 

biologically long after they have irreversibly lost consciousness or even higher cortical 

functioning. This has created important ethical dilemmas in the field.  

Families and physicians are often unsure of how far to go to save a patient’s life, 

and what he or she would not want done to his or her body. On top of this, healthcare is 

extremely expensive for most patients at the end of life, more so than any other point in 

life. Considering nearly one third of American medical costs are spent in the last three 

weeks of a patient’s life, it is unclear if the benefits of a few extra days of life outweigh 

all of the negative effects. According to WHO, the United States is second to only 

Switzerland in healthcare expenditure per capita. Unnecessary costs at the end of life 

inflate this total, and cutting out unnecessary spending would help our healthcare system 

tremendously. 2 Many patients are not dying what are traditionally considered “good 

deaths” by many world religions, which often take place at home, with the patient 

conscious until the final moments. 3, 4 However, religious beliefs affect the dying process 
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in more ways than one. Some individuals feel that pursuing the most aggressive 

healthcare possible is in line with their beliefs, while others feel that a comfortable death 

free from suffering is more appropriate. Understanding these various and differing beliefs 

is crucial to physicians as medical technology becomes more and more advanced. 

This thesis has attempted to examine the effect religion has on patient decisions in 

medicine. Specifically, the thesis views how Christians, Hindus, and Muslims in Central 

Texas view physician-assisted suicide, euthanasia, and other important decisions at the 

end of life. Through interviews with both religious leaders and average people, a 

considerable amount of data has been gathered on the topic. Congregation members were 

also given religiosity surveys, which objectively scored individuals’ beliefs in literalism 

or transcendence in religious texts. While there have been some notable limitations to this 

study, it has overall provided valuable insight to religious communities in this region. 

There are several limitations to this study that should be addressed before 

discussing its conclusions. Most importantly, even for the small population being 

examined in this study, the sample size of informants is quite small. Asking three or four 

individuals to speak for their entire religious tradition, even in just one region, is clearly 

out of the question and not the purpose of this study. Some specific opinions and beliefs 

held by the informants are cultural just as much as they are religious. This distinction is 

addressed in previous chapters and mentioned again here to show that religion and 

culture are often intertwined and can be difficult to separate. This data should thus not be 

used to stereotype all people of a certain religious tradition, because each person has his 

or her own criteria in making medical decisions that are not solely religious in nature. 

Rather, using ethnographic data to better understand individuals and their decisions can 



 
 

58 
 

help provide a model for physicians in the future who have patients from these religious 

traditions. On top of this, the most contentious topic discussed in this study is physician-

assisted suicide, a practice that is currently illegal in Central Texas and therefore not 

something that any of the informants interviewed claimed to have any personal 

experience with. The perspective might be different for those in states where the 

procedure is legal. 

There are also a few possible sources of bias in this study. I am a Hindu American 

who was raised in rural East Texas, a region very similar to the one examined in this 

study. Therefore, many of my own personal beliefs are in line with those discussed by 

Hindu informants in Chapter three. As a college student conducting this research, I also 

am part of the age demographic reflected best by the Baptist informants in this study. 

Finally, growing up in a South Asian household, I have had much more personal 

experience with Islam and Hinduism than Christianity. 

When interviewing religious experts for both Hinduism and Sunni Islam in 

Central Texas, another limitation to the study came up. While both Hindu Temple of 

Central Texas and the Waco Islamic Center have ordained clergy on their staff, much of 

the theological work there is done by laymen who picked up religion later in life 

alongside their day jobs. This lack of formal religious training is not in and of itself a 

handicap to the study. These individuals are still devout Hindus and Muslims with their 

own understanding of their religion having come after years of self-study. However, their 

lack of formal training is indicative of Hindu and Muslim culture in Central Texas and 

should be noted.  
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One of the first major conclusions that can be drawn from this study is how 

culture and religion work separately to facilitate medical decision-making. For example, 

the importance of family input was agreed with or denied on purely cultural terms. Those 

who were born in the United States, an individualistic culture, stressed that the individual 

should be in charge of his or her decisions, and that the family should only be consulted 

when a patient is no longer able to communicate his or her wishes. On the other hand, 

those from collectivistic cultural backgrounds felt that family and friends should provide 

input, even if the patient is lucid and able to communicate with and understand medical 

staff. Therefore, regardless of the individualism or collectivism inherent in each religious 

tradition, cultural background is more important when understanding how the family’s 

wishes should affect the care of the patient.  

Age also has a role to play in medical decision-making. Younger individuals, 

regardless of religious background, all scored higher than average on relativism in the 

religiosity surveys. This was echoed in many points made in discussion. Several 

informants under the age of thirty gave answers that supported moral ethical 

subjectivism, a moral worldview in which each person has his or her own moral code. 

This belief is most common among young people in the United States, and its effect on 

end of life care is easy to understand. Younger people felt that ultimately questions about 

end of life care should be answered by each individual, which seems to go against many 

of the topics discussed by them earlier in our interviews. 

As far as religious differences, there are an important few that needed to be 

highlighted. Hope was very important to informants at Waco Islamic Center. These 

informants stressed the grace of Allah and His ability to provide miracles to those who 
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require or deserve them. For this reason, they were hesitant to ever take a loved one off of 

life support before total brain death.  

The idea of predestination is by far most important in Islam. Muslims in this study 

feel that ending life early is not in line with predestination and therefore is not an end to 

be pursued in medicine. Baptist informants did not find much importance in the concept, 

and some Hindus acknowledged its existence, but only at birth. This is in line with our 

understanding of predestination in these two religious traditions. The Baptist 

denomination does not accept the dogma of predestination, whereas most Hindus believe 

that the world adheres to the law of karma. As discussed earlier, those who believe in 

predestination are more likely to pursue aggressive medical care. 

On the other hand, the concept of suffering was paramount to Hindu informants. 

They felt that if one’s suffering was unnecessary, then there is no reason to pursue 

medical care that is causing this suffering. Helping individuals live as long as possible 

was not of primary importance. This also informed the distinction made between 

physician-assisted suicide and voluntary euthanasia. Both Hindu and Baptist informants 

felt that the agent behind the action changed the morality of the action. 

In regards to religiosity, religious tradition, and end of life care, much more 

research can still be produced. Currently, most of the existing academic framework is 

much more theoretical than practical. Most of the research conducted is similar to 

Chapter 2 of this thesis, in which religious texts and experts are the primary focus of 

medical decision-making. However, not every lay person is an expert in their religious 

tradition’s theology, and may not consult with a chaplain or other religious figure before 

making a decision. Further research on how religion is used, along with other factors, in 
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approaching bioethical dilemmas is needed. Larger sample sizes, closer to 20 or 30 

respondents, would be more likely to yield clearer data regarding how exactly culture and 

religion inform decisions. An anthropological perspective on this sort of study would 

help better illuminate cultural patterns that may emerge, and a sociological point of view 

can describe how different institutions in society interact in this study. Ultimately, a 

larger sample size of religiosity surveys could be better analyzed statistically for outliers 

and standard deviations. With all of these ideas taken into account, it is clear that this 

thesis is a step in the right direction, but there is much more to be researched and 

discovered. 
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