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Dear FIMA members,
Assalaamu alaykum
Bismillah al-Rahman al-Rahim
All praise is to Allah (SWT) the most Merciful, the most Bene�cient. May 
Allah�s blessings and peace be upon Prophet Muhammad (PBUH) and upon 
his family and companions.
I begin by thanking FIMA Executive Council for honoring me with the 
responsibility to be the Editor-in-Chief again for the FIMA Year Book. I thank 
Allah (SWT) that He gave me this opportunity and enabled me to accomplish  
this task. I pray to Allah (SWT) to accept this effort in His way and to give a 
reward for all who participated in this endeavor.
This issue of the FIMA Year Book is devoted to the ethical issues related 
to aging and end of life issues from an Islamic perspective. It is a very 
important topic, especially that modern medical care resulted in prolonging 
life and at the same time introduced technology that can keep a dying 
person technically alive for a prolonged period making the de�nition of death 
and speci�cally its timing a dif�cult and controversial matter. While it is true 
that in Muslim countries, at present, some deaths  still occur at home, but 
with the gradual increase in the utilization of hospitals and speci�cally the 
intensive care units with life support technology, an increasing number of 
deaths are occuring  in the hospital setting where these dilemmas are  more 
commonplace. So it behooves physicians practicing in Muslim countries, 
especially Muslim physicians treating Muslim patients to be aware of all 
these issues.
Dr. Aly Mishal addresses the constructive role that the aging population can 
play in society and advocates helping them to achieve their role by providing 
adequate care for their physical as well as mental health. He speci�cally 
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stresses the Islamic guidance that help achieve these goals. He then  delineates  
their responsibilities and those of the society in this regard.
 While traditionally a will was something only old people thought of, the changing 
circumstances of dying and death now makes it important that all of us young 
and old think of the concept of the �living will� wherein each individual can express 
his/her wishes in regards to the provision of medical care in case of accidents, 
terminal illness, cancer, etc. This is important from different aspects : �rst, 
one has to be certain that treating physicians follow the Islamic principles as 
best as the person understands them from jurisprudence opinion,  and second 
to avoid  any con�ict between family members as to the extent of medical 
intervention in these situations when the person can not make decisions  for 
him or herself. The topic of the living will is being addressed in detail by Dr. Abul 
Fadl Ebrahim of Durban, South Africa. He critiques a prototype of a living will 
used in his native country from an Islamic perspective while presenting another 
prototype produced by the Islamic Medical Association of North America 
(IMANA).
De�ning the moment of death is a very critical concept as it will indicate the 
time to withdraw life support if it has been initiated, allows the organs of the 
dead person to be harvested for donation (if that is the dead person�s wish)and 
also from the Islamic point of view, because of the special rites that should be 
performed and the rulings of  Shariah that apply once a person is declared 
dead. The latter is  discussed in detail in Dr. Abul Fadl Ebrahim�s article entitled 
�End of Life Issues���.� . Muslim specialist physicians in the disciplines of 
neurology, neurosurgery and critical care medicine along with Islamic scholars 
had convened conferences to discuss this issue and the conclusion was to 
consider brain death as the criterion for de�ning death. The de�nition of brain 
death, its diagnosis and its time is discussed in detail by Drs. Farah and  Kurdi 
in another article in this volume.
The topic of a living will and its importance was made very prominent as a 
national issue in the United States of America with the case of Terri Schiavo 
in which a legal battle continued for more than a decade because there was no 
documented living will and the husband�s claim that he was ful�lling his wife�s 
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wishes while she was in a Persistent Vegetative State (PVS), while her parents 
rejected his claim. Finally the court sided with the husband. This case is being 
discussed in detail by Dr. Faroque Khan. The case apparently got not only 
national attention, but also generated discussion worldwide, as exempli�ed by 
Dr.Aly  Mishal�s commentary which  has  been published in the Jordan Medical 
Journal last year, that we elected to include it in this volume along with Dr 
Khan�s article. This case also brought to the forefront another important 
question that is to what extent care should be provided to a terminally ill 
patient. Speci�cally whether feeding or hydration is part of medical care or 
hospice care and whether it is ethically permissible to withhold (arti�cial) 
feeding or( intravenous �uids) hydration from a dying or a terminally-ill patient 
who has no chance of recovery, whether this was this person�s wish or, in its 
absence, the wish of family members, the attending physicians or even the 
courts and what is the Islamic point of view in this regard. These issues were 
discussed in Dr. Faroque Khan�s article and Dr. Mishal�s commentary but also 
the whole subject of �Making Use of Extraordinary Means to Sustain Life� is 
discussed in greater detail-under various clinical situations, in an article by Dr. 
Abul Fadl Ebrahim with the Islamic perspective in each case. In this article, he 
also discusses the right to refuse treatment if there is no hope of cure or if its 
side effects are signi�cant with little bene�t.
One has to understand that there are differences in the approach to these 
clinical scenarios depending on the level of medical care available in different 
societies. For example, while in South Africa Dr. Abul Fadl cites a neonatal/
infant mortality of a 27 week preterm neonate to be 30-40%, in the United 
States of America it may be only 5% with a signi�cantly lower incidence of 
�brain damage�, lung disease, blindness and deafness. So, in the USA, it will 
be unethical, and I believe Islamically unacceptable to withhold aggressive 
treatment to this 27 week neonate. It will be perfectly acceptable to put this 
baby on the ventilator. While there is no guarantee but it is very probable that 
the use of the ventilator and other treatment will allow this neonate, by the 
will of Allah (SWT), to survive with reasonably good neurologic development. 
However, I agree that when the resources are limited   it may  be acceptable to 
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limit the use of such treatment to the ones who would bene�t from it  and this 
will vary with each  institution, society, etc.While �nancial constraints do play 
a role, ideally governments should be in a position to fund such care if at all 
possible but this is another topic.
 In Dr Ebrahim� example of the asphyxiated infant, I do not believe that removing 
the ventilator from that infant is Islamically prohibited. I believe that the use of  
the ventilator in this case is only prolonging the dying process.
 The question of terminating the pregnancy for antenatally diagnosed trisomy 
18 is controversial. Whereas Dr. Ebrahim allows it in the �rst trimester, some 
scholars believe that the ensoulment occurs as early as 40-45 days , or as late 
as 120 days after fertilization, and would allow termination of pregnancy for 
certain medical reasons, upto 8 or 19 menstrual weeks respectively. The case of 
the infant with thoraco-lumbar meningomyelocele merits further discussion. 
This neonate with modern medical care should have a high survival rate with a 
high probability of a reasonable quality of life and should not have been left to 
die of meningitis secondary to not performing the corrective surgery. Obviously 
Termination of Pregnancy (TOP) after 28 weeks for fetal malformation is not 
permissible but the real question is that  with modern diagnostic techniques, 
i.e. chorionic villous sampling, multiple marker screening, amniocentesis and 
targeted ultrasound, many  fetal malformations can be detected in the �rst 
trimester. Would it then be permissible to terminate the pregnancy because 
of  antenatally diagnosed fetal malformations? The topic of TOP  has been 
discussed previously in the FIMA 2002 year Book(1,2)   and in IMANA position 
paper(3).
All the clinical scenarios given by Dr Ebrahim are very pertinent and raise ethical 
questions that were partly addressed in  the article but unfortunately each 
needs more detailed discussion than is possible at this juncture.
Euthanasia is prohibited in Islam. Dr. Kasule discusses why it is so, based on 
both   the purposes and the principles of the Islamic law (Shariah). The result 
of his analysis indicates that while it is acceptable to not undertake any heroic 
measures for a terminally ill patient, it is forbidden to stop ordinary medical 
(palliative) care and nutrition. Dr. Dayeh in addition, gives historical background 
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of euthanasia and its current status in Western societies. He also lists the 
arguments for the proponents of euthanasia and addresses the dangers of 
legalizing euthanasia on the society and the medical profession.
Dr. Badri discusses the psycho-spiritual aspects of death and dying from both 
an Islamic as well as the medical viewpoints. He addresses the psychological 
and spiritual responsibility of the Muslim physicians towards the very sick and 
dying patients as well  as their responsibility in helping the bereaved family 
members.
I hope that our members and readers will enjoy this issue and that it will 
help them  understand the complex topics it discusses. Readers may or may 
not agree with each statement made but at least it will start a process of 
dialogue and discussion of these  topics that affect every one of us both as a 
physician and as an individual who will ultimately face death. Some questions 
were unanswered and some of these answers may be incorrect. One has to say 
Allah ( SWT) knows best.
Finally, I want to thank the authors who submitted their valuable work, Dr. 
Mishal and Dr. M.A.A. Khan of the Editorial Board  for their help and guidance. 
I sicerely appreciate the work of the staff of Dr. Mishal�s of�ce for proofreading 
and  the publishers of the  book.
I pray that Allah (SWT) accept and bless our efforts in His service . May 
Allah  (SWT) guide us to the right path, have mercy on us and admit us to His 
paradise after the end of our short sojourn on this earth.

Wassalam

EdiToRiaL

Editor �in-Chief
Hossam E.Fadel,M.D.,Ph.D,F.A.C.O.G.
Director, Maternal-Fetal Medicine,

University Hospital
Clinical Professor ,Dept OB/Gyn
The Medical College of Georgia,

 Augusta ,Georgia, U.S.A.
Decmber 24, 2006
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ß	 Established at the outset of the 15th Hijrah century, December 1981, in 
Orlando, Florida, USA, where senior leading medical þgures representing 
ten Islamic medical organizations, form various parts of the world, 
convened and laid down the foundation of the Federation.

ß	 Subsequently FIMA was incorporated in the State of Illinois as a non-
proþt organization, then acquired the special consultative status with the 
United Nations Economic and Social Council  (ECOSOC).

ß	 Since that time, FIMA membership progressively expanded to include 25 
full members, 6 associate members, and more than 15 prospective and 
collaborating organizations from all over the world.

ß	 Most FIMA activities and achievements are based on the endeavors 
of its member Islamic Medical Associations, in constructive mutual 
cooperation, and harmonious understanding.

ß	 These activities include, but are not limited to:
1-	 Cooperation in medical relief work, where and when needed in 

disaster stricken countries.  The last endeavor was the “Save Vision 
Campaign in Africa”, where more than 9000 cataract and intra-ocular 
lense surgeries were performed in Darfur-Sudan, Chad and Somalia, 
by ophthalmology teams volunteering from several countries.

2-	 Scientiþc, professional and ethical-jurisprudence related conferences, 
seminars and publications.

3-	 Establishment of the Consortium of Islamic Medical Colleges 
(CIMCO), to foster cooperation in improvement of curriculum, 
training, research, administration, and up-bringing of model  medical 
practitioners. 

4-	 Establishment of the Islamic Hospitals Consortium (IHC), to pursue 
cooperation and coordination among medical professionals and 
hospital administrators in areas of experience exchange, improvement 
of health care delivery, ethical, administrative and operational 
activities, to meet the most advanced international standards, in the 
context of Islamic principles.

5-	 Medical students activities, including conferences, seminars, 
publications, camps, Umrah & Ziarah programs.

Federation Of Islamic Medical
Associations (FIMA) in Brief
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6-	 Collaboration to extend a helping hand to Muslim medical 
practitioners in underprivileged countries, to work together and 
organize professional medical societies.

7-	 CME programs, and establishment of a Council of highly qualiþed 
professionals for development, improvement and supervision of 
these activities.

8-	 Recently, FIMA embarked on establishment of Resource Centers, 
such as the HIV/AIDS  Resource Center, Islamic Biomedical 
Ethics Resource Center, and in the planning, is the Women’s Affairs 
Resource Center.

ß	 Islamic medical activities of FIMA have a holistic nature.  Leadership, 
mutual cooperation and innovation are prerequisites for the welfare of 
our communities, our Ummah and humanity at large.

For  Correspondence:
 

q	 Editor in Chief:  Prof. Hossam E. Fadel
1348 Walton Way.  STE  5500
Augusta, GA  30901, USA
e.mail:  hefadel@comcast.net 

q	 FIMA Exec. Director:  Prof. Muhammed A. A. Khan
410     Woodgate  Court
Willowbrook, IL.  60527, USA
e.mail:  maakhan_60521@yahoo.com .

q	 FIMA Ex. President : Prof. Aly A. Mishal 
Islamic Hospital – Amman – Jordan
P.O.Box : 2414 
e.mail : info@islamic-hospital.org  

FIMA  WEBSITE:   www.þmaweb.org
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AGING:
Scientific and Islamic perspectives

Aly A. Misha’l

Introduction 

Life expectancy has been on the increase over the past several decades in most 
populations of the world, together with increasing frequency of age-related 
diseases. 
In most Western countries, nearly a ýfth of the population is older than 65 years. 
The situation may be somewhat different in other populations, including many 
Muslim countries.
Aging can be healthy or pathological. Human aging is a complex and irreversible 
process, manifested at different rates in different individuals, with signiýcant 
genetic and environmental inþuences.
Biological age may be different from chronolgoical age. There is a changing view 
of aging, not as a disease, but as another stage of life, with its own challenges and 
satisfactions.
The concept of successful aging is related to the opportunities for continued activity 
and productivity of older people. Until recently, most attention was directed to the 
various needs of the older people, with neglect to the roles they can play in society. 
It is the duty of individuals and society to establish avenues to beneýt from the 
talents of older adults, and, at the same time, to maintain their physical, intellectual 
and psychological functions.
The Islamic view of aging provides an extremely constructive way of elderly life, 
which ensures individual and society harmonious relationships.
This paper is directed to physicians who themselves may reach the stage of aging 
and/or frailty.  Hopefully the paper will help in positively modifying the outlook 
of individuals, families and society at large to this issue.

Aly A. Misha’l MD, FACP
Senior consultant in Endocrinology 
Chief-Medical Staff
The Islamic Hospital
Amman-Jordan
e. mail: <info@islamic-hospital.org>
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Aging and society:

In most Western societies, nearly a ýfth 
of the population is older than 65 years, 
and people will be living a third of their 
lives after retirement (1).
In the so-called third world populations, 
including most Arab and Muslim 
countries, the picture could be 
somewhat different, but the medical, 
social and ethical implications are 
identical in all human societies.
Very few efforts were made to open 
organized avenues for old people to 
play meaningful roles as they age (1).
The experiences, abilities and time of 
older adults are largely not harnessed, 
and most efforts are limited to the 
variable needs of the elderly, without 
making use of their contributions to 
their societies. Some workers in this 
area describe the older generations as 
the only increasing natural resource, 
but the least used one! (1).
In most countries, the retirement age is 
considered 65 years and above. This is 
an arbitrary estimation, not supported 
by evidence.
In the post retirement years, more then 
half of people aged 65 and older are 
without signiýcant disabilities, although 
80% of them have one or more chronic 
disease (1). Such chronic diseases are 
usually managed successfully, and 
most affected people lead near normal 
life. Most of them are, however, 
marginalized from productivity, while 
having plenty of time and experience.

Aging: what does it mean?

It is known that chronological age 

fails to provide an accurate indicator 
of the aging process. Human aging is 
a complex and irreversible process, 
which is manifested at different rates 
in different individuals (2). The aging 
process is genetically determined, and 
inþuenced by environment.
The concept of (biological age) 
was introduced by many workers 
in gerontology (1). Biological age 
is synonymous with functional 
and physiological age, and it is an 
indicator of the general health status of 
individuals, their remaining healthy life 
span and active life expectancy. 
Biological age may help in identifying 
individuals at risk for age-related 
disorders, serve as a measure of relative 
ýtness, and predict disability in later 
life and mortality, independent of 
chronological age (1).
People who function poorly are looked 
upon as being “biologically older”  than 
their chronological age. Conversely, 
people who function well are deemed 
as “biologically younger”.
This concept may be best represented by 
construction of an index derived from 
biological markers (called biomarkers 
of aging) (2).  Different  researchers have 
developed several types of biomarkers. 
But because different tissues and 
organs age at different rates, there is 
need to obtain different biomarkers for 
different body systems.
Some of the newly developed 
biomarkers include:
-	 Changes in telomere length.
-	 Cross-linking of collagen.
-	 Glycosylation and glycoxidation.

AGiNG
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-	 Pulse wave velocity.
-	 Sarcopenia (changes in muscles).
-	 Inþammatory markers.
-	 Clotting markers.
-	 Immune function tests.
Such biomarkers may be looked 
upon as only predictors of more 
relevant regulatory mechanisms and 
systems, which need time and effort 
to elucidate (2).
Moreover, most biomarkers are under 
substantial genetic inþuence, which 
strengthens the concept that longevity 
is heritable. This concept does not 
negate the important environmental 
inþuences.
The development of biological age 
estimate using a combination of reliable 
biomarkers, together with the search 
for genes which contribute to aging, 
will beneýt in extending a healthy life 
span, and maintaining the well-being 
of the individual, both physical and 
psychological.

Biology of aging:

From the physiological view, human 
aging is characterized by progressive 
constriction of the homeostatic reserve 
of every organ system.
This decline is evident by the third 
decade of life, and is gradual and 
progressive. There is variability in 
the rate and extent of decline, which 
occurs independently of other organ 
systems, and is inþuenced by life style, 
environment, personal habits, diet, as 
well as genetic factors.
Alterations of aging include oxidation 
of proteins and tissues by free radicals(3), 

non enzymatic glycoxidation(4), 
and epigenic changes such as DNA 
methylation and histone acetylation(5). 
The extent to which differentiated 
cells are affected by aging determines 
physiological function, while the 
extent to which stem cells are affected 
determines the capacity to replace 
damaged cells and repair tissues (6). The 
accumulation of altered, unrepaired 
proteins and tissue, seems to start early 
in life, probably in the late twenties or 
early thirties.
Individuals become gradually less ýt 
to repair, reproduce and survive. At 
ýrst, this deterioration of function is 
detectable in the form of loss of reserve 
capacity and ability to repair and restore 
homeostasis under stress. Later on, 
altered function at rest sets in. Multiple 
organs and systems manifest variable 
changes in a heterogeneous manner 
among various systems.
These biological changes are more clear 
than the mechanisms that mediate them! 
Such basic mechanisms underlying 
aging are largely unknown.

Theories of aging:

Many theories of aging were proposed, 
but non is completely convincing. 
Theories differ in the emphasis placed 
on increased damage, versus deýcient 
repair, and the mechanisms that mediate 
each.
One of the problems which decrease the 
accuracy of these theories is whether 
the changes described are the cause or 
the result of senescence. 
It has been observed that a typical feature 
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of the aging process is a general increase 
of pro-inþammatory cytokines, creating 
a chronic pro-inþammatory status. 
Examples of these cytokines include, but 
not limited to, IL-6, TNF-a, C-reactive 
protein and others. Serum levels of TNF-
a are considered a strong predictor of 
mortality (7).
It is likely that altered inþammatory 
response can be the result of a life-long 
exposure to stresses, such as antigens, 
chemical and physical agents. The 
inþammatory response could be looked 
upon as an attempt of the organism 
to cope with stressing agents, and a 
trial to restore homeostasis, usually 
unsuccessfully.
At this current level of knowledge, 
there are many inconsistencies 
between clinical and genetic studies, 
to explain the aging processes. There 
is general agreement that both genetic 
and environmental variables, have 
variable roles. Chronic, sub-clinical 
inþammatory processes are believed 
to be under genetic control, and it is 
detrimental for longevity.
The other concept of oxidative 
stress has causative links with the 
pro-inþammatory status. As people 
age, a gradual and steady  state of 
tissue oxidation, glycosylation, 
advanced glycation end products 
(AGES) formation, and other age 
related processes result in persistent 
derangement of proteins, including 
those in cell membranes, receptors 
and mitochondria. Natural immunity 
systems are variably affected (7).
As a result of the interplay of chronic 

inþammation and oxidative stresses, 
various vital processes undergo 
profound dysfunction during the 
aging process. It is very likely that an 
important link exists between the free 
radicals of oxidative stress and the 
inþammatory processes.
Derangements of lipid metabolism 
in old age are major risk factors in the 
inþammatory process. Accumulation of 
fat inside muscles in old age is looked 
upon as a deleterious factor, in various 
aspects, similar to that of visceral fat (7). 
Some professionals look upon aging as 
an ultimate failure in the medical model 
founded on the idea of curing disease.
To others aging is considered a normal 
part of the life cycle. There is an ongoing 
controversy around the concept of 
whether humans are programmed to die. 
There is some scientiýc understanding 
of the aging process indicating that, 
instead of being programmed to die, we 
age because gradually we accumulate 
a host of faults in the cells and tissues 
of our body (8). A large number of 
maintenance and repair systems 
collectively provide the network 
of cellular defense mechanisms. 
The  weak links of this network may 
predispose to age-related disorders, 
such as cardiovascular disease, diabetes 
mellitus, degenerative disorders, 
mutations leading to malignancies and 
other disorders. Death ýnally sets in 
because of such disorders, rather than 
from old age per se.
The aging process is characterized by its 
unpredictability at the individual level. 
Aging can be healthy or pathological.

AGiNG
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Supporters of this view consider 
aging to be not a disease, but another 
stage of life with its own challenges 
and satisfactions (9). Genes, in their 
view, account for only a quarter of 
what determines length of life. Other 
factors, such as life style, nutrition and 
environment account for the majority 
of an individual’s exposure to damage 
and capacity for repair.
If this view is accepted, we could ýnd 
explanation to prolonged longevity 
of many centenarians encountered in 
many societies. This also could explain 
the examples cited in religious history 
of mankind such as the longevity of 
Prophet  Nuh (Noah) [A.S.]. 
On the other side, and citing religious 
literature, there are several lines of 
evidence indicating that we are destined 
to die. Whether this destination (ajal) 
implies that we are programmed to die 
is a philosophical concept.

Aging and the brain

The volume of the brain and its weight 
declines with age at around 5% per 
decade after age 40 (10), with more 
decline over age 70 (11). Shrinkage of the 
brain stems from neuronal cell death, 
dendritic changes, with decline of the 
white matter and gradual demyelination. 
These brain changes do not occur to 
same extent in different brain regions, 
and in different people . The prefrontal 
cortex was reported to be the most 
affected, with the occipital cortex being 
the least affected. This ýts well with the 
cognitive changes seen in aging. Men 
and women differ, with frontal and 

temporal lobes most affected in men, 
compared with the hippocampus and 
parietal lobes in women.
Conversely, functional organizational 
change may occur and compensate for 
cell death (13).
The neurotransmitters most discussed 
in aging are dopamine and serotonin . 
Dopamine levels decline with aging, 
and have been associated with declines 
in congnitive and motor functions (14) .
Serotonin levels also fall with age, with 
implications in regulation of synaptic 
plasticity and neurogenosis .
The neurotransmitter (monoamine 
oxidase) increases with age and 
may liberate free radicals that may 
compromise the inherent antioxidant 
reserves (15) .
Hormonal changes take place with 
increasing age. This includes sex 
hormones, growth hormone and other 
hormones, with possible physical and 
cognitive sequellae.
Vascular changes (16) are associated 
with aging, especially those related 
to blood pressure and atherosclerosis, 
which may result in strokes, small 
vessel disease, cognitive dysfunction 
and dementia (17) .
Protective factors, include physical 
exercise, proper diet and, most 
signiýcantly, intellectual pursuits and 
active involvements which contribute  
to cognitive reserve and protect against 
decline despite neuropathology.(18-22)

Aging and mental health:

There is abundance of evidence 
suggesting that mental health diverges 

AGiNG



�FIMA YearBook 2005-6

from physical health, in that coping, 
adaptation and resilience functions are 
surprisingly well preserved throughout 
most of the human life span (10). This 
important aspect of aging has very 
signiýcant implications in the various 
roles that older people can perform 
in various aspects of their societies. 
Their input could be extremely fruitful 
in many areas that need cognitive 
capability. The physical aging should 
not bar them from providing this crucial 
input. This may add to the various 
shortcomings and fallacies of the 
arbitrary retirement age of 65 years.
As people proceed from being merely 
old by current recognized standards, to 
extreme senescence and frailty, mental 
health gradually deteriorates at variable 
and unpredictable pace. 
The cognitive derangements that 
are most frequently encountered in 
clinical practice are in the areas of 
memory, attention, executive functions, 
and speed at which information is 
processed.
The most severe and insidious, as well 
as the ýrst to appear, are problems 
affecting memory.
The most frequently encountered 
clinical problems of cognition as 
people age are depressive disorders, 
personality changes and dementia.
Depressive illness in the older 
population is a serious health concern 
leading to unnecessary suffering, 
impaired function states, increased 
mortality and excessive use of health 
care resources(24).  Late-life depression 
remains underdiagnosed and 

inadequately treated.
Risk factors of elderly depression are (25) :  
-	 Female gender.
-	 Social isolation.
-	 Widowed, divorced or separated 

marital status.
-	 Lower socioeconomic status.
-	 Comorbid medical conditions.
-	 Insomnia.
-	 Functional impairment.
-	 Cognitive impairment.
Depression is not a normal consequence 
of aging (26).  Sadness and grief are 
normal responses to life events that 
occur with aging, such as loss of dear 
ones, transition from independent to 
assisted living, loss of income, loss of 
physical, social or cognitive function 
from illness and disability, which 
could increase rates of depression in 
older people, and may exceed 30% in 
hospitalized patients.
Comorbidity of depressive illness with 
other psychiatric syndromes, such as 
anxiety, somatization and substance 
abuse may add to the complexity of 
the problem(27).   Suicide  risk is  well  
established  in  old  depressed people(28).

Frailty:

This is an advanced stage in the process 
of aging, which needs special care in 
management.
Its presence is often subtle or 
asymptomatic. It is evident over time 
through an excess vulnerability to 
various stressors, with reduced ability 
to maintain or regain  homeostasis 
following any destabilizing event.
The term “frail” has varied clinically 
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relevant meanings, including: muscle 
weakness, bone fragility, very low body 
mass index, susceptibility to falling, 
vulnerability to infection and high risk 
for delirium, depression and dementia.
The term usually describes a condition in 
which a critical number of these speciýc 
impairments occur in parallel, individually 
or in various combinations (29).
This stage of elderly life necessitates 
different approach by the medical 
professionals, family members, and 
society at large.
One of the aims of care is to delay 
this stage as long as possible, by 
maximizing the healthy and productive 
years lived successfully in later life. 
But once this stage ýnally sets in , the 
real compassion, help and kind loving 
care are needed, from family members 
in particular, and society in general.

Horizons in care of the elderly:

Aging has signiýcant implications:
1.	 Social: rehabilitation, jobs, 

recreation.
2.	 Health: age-related chronic 

illnesses, and disabilities.
3.	 Economic consequences.

Quality of life has various dimensions 
and multiple meanings for various 
people. Several studies show a 
correlation between personality and 
quality of life satisfaction or well-
being.
Life satisfaction, and well-being are 
parts of the quality of life, and describe 
different focuses.
Life satisfaction has a more objective 
insight, and includes satisfaction with 

current resources and conditions, such 
as welfare and relational aspects.
Well-being is the emotional reaction to 
the resources and conditions, and how 
the subject and others use them (30). 
Before proper management is discussed, 
the issue of elder abuse must be clearly 
deýned and tackled.
Three basic categories of elder abuse 
are known (31) : domestic, institutional 
and self neglect. The most encountered 
types of abuse are: 
1-	 Physical abuse.
2-	 Psychological abuse: humiliation, 

intimidation and threatening.
3-	 Financial abuse: improper or illegal 

use of resources.
4-	 Neglect: abandonment, denial of 

proper nutrition and health-related 
services.

5-	 Abandonment and desertion by 
family members and friends.

6-	 Self neglect.
Most abused elderly are those above 
the age of 80 years.

The concept of successful aging:

Successful aging is related to the 
opportunity for continued generativity.
Remaining active physically, 
cognitively, socially and making a 
contribution, are the main principles of 
successful aging  (1). Remaining active 
has speciýc health beneýts, both in 
physical and cognitive domains. There 
is evidence to support the old saying 
“use it or lost it”: to live longer and also 
healthier.
Being able to make a contribution 
has been described as an essential 
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element of successful aging. It has been 
reported that women who participated 
in voluntary work or activity had 
greater longevity than those who did 
not. Moreover, this voluntary work is 
essential to psychological well-being 
in late life. Physical and cognitive 
activity, along with social engagement 
are related to improved health and 
function with aging.
In addition to the generativity and 
contributions, elderly individuals 
can ensure their legacy through 
deýning oneôs life contributions and 
achievements.
Staying cognitively active helps to 
protect memory in older people.
Regular physical activity, both 
of moderate and high intensity, is 
associated with  decreased risk of 
cardiovascular disease,lower frequency 
of diabetes mellitus, maintenance of 
proper weight, and lower likelihood of 
disability and dependence.
Much has been learned recently 
regarding the adaptability of various 
biological systems by exercise (32).
Regular exercise is effective to reduce 
or prevent a number of functional 
declines associated with aging, and 
contribute to an increase in healthy life 
expectancy.
Additional beneýts include: 
ß Improved bone health with 

reduction in risk of fractures.
ß Improved postural stability, with 

reduction in falls.
ß Increased coordination, þexibility 

and range of motion.
ß Psychological beneýts: related to 

preserved cognitive function and 
alleviation of depression.

ß Improved concept of personal 
control  and self -efýcacy, 
independent life style,  functional 
capacity and quality of life.

A good number of clinical studies 
showed signiýcant beneýts of exercise 
and community involvement (33),(34). 
Those who live long lives,  and are 
vibrant until shortly before death, may 
provide the best possible example of 
successful aging.
From the psychological domain, aging 
is seen as a life-long adaptive process, 
an ongoing dynamic of selective 
optimization with compensation, 
involving the following three elements, 
which provide a general framework 
for understanding the developmental 
changes and resilience across the life 
span (35): 
(1)	 Selection: as a result of physical 

and cognitive limitations, 
individuals select, or optimize, 
their efforts into areas of high 
priority.

(2)	 Optimization:  individuals 
continue to engage in behaviors 
that enrich and augment their 
physical and mental reserves.

(3)	 Compensation: individuals 
c o m p e n s a t e  b y  u s i n g 
psychological and technological 
strategies.

Psychological strategies may involve 
using external memory aids.
Technological strategies may include a 
hearing aid.
The three elements interplay with one 
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another so that a person may suffer 
from a reduction in general capacity and 
losses in speciýc functions, but creates 
a transformed and effective life, and 
thereby the older person maximizes and 
attains positive or desired outcomes, 
and minimizes or avoids  negative or 
undesired ones.

The role of society:

It may be very difýcult for old 
individuals to get involved in activities 
that produce successful aging. It is hard 
to accomplish in a retirement setting or 
in isolation. The family, society (local 
or  the wider one) need to develop 
modalities to achieve this, in active 
efforts towards maximizing productive 
and healthy years of life, side by side 
with minimizing the number of years of 
late life lived sick and disabled. Such 
modalities also help to decrease costs.
It is the duty of society to create widely 
accessible opportunities for older adults 
to remain  active and productive.
Positive social support, and social 
activity of the older adults have 
been related to improve their health, 
functioning and happiness. 
A prominent example of opportunities 
for older people to accomplish is the 
ýeld of children education (1). In most 
societies there is a two way deýciency 
of time and attention provided by 
working parents, as well as by the 
school systems to provide various 
types of care to the young generation. 
This deýciency includes teaching and 
education, as well as areas of culture 
and general knowledge.

With their wide knowledge and 
experiences, together with their 
valuable support, advice and helping 
hand, both at home and school levels, the 
older generation can provide valuable 
contributions and role models.
Their mature experienced human power 
could fulýll this role through nurturing 
and enriching the roles of paid teachers 
–educators, without displacing them. 
They could provide an image for a 
positive successful aging whereby the 
older retired individuals are looked 
upon to leave their legacy, after 
completing their own role in fulýlling 
their duties, and their own child rearing 
responsibilities. In addition, it provides 
them with the joy of giving and 
happiness of more achievements.
Programs must be designed that are 
attractive and convenient to old people, 
to maximize their effectiveness and 
contributions, as long as possible.
This educational model could be 
conveniently and actively extended to 
include areas of health, environment, 
social and charitable work to serve and 
support their communities.It would be 
beneýcial to extend incentives to older 
volunteers, which could be material, 
symbolic or honorary.

Islamic perspectives of aging:

There is a wealth of references 
addressing aging in the Qura’n, the 
tradition of the Prophet (PBUH), and 
Muslim scholarly heritage. They 
characterize the Islamic vision of 
human life with its various stages.
Whether old age is associated with 
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frailty or not, there are special moral 
considerations of respect and dignity 
entitled to the elderly in Islamic 
teachings.
When old age is accompanied with 
frailty, these considerations become 
more clearly manifest, and various 
rights are clearly enjoined on family 
members and society at large.
Many Qura’nic verses provide 
deýnitions and obligations of this stage 
of human life:

“It is Allah, who created you (in a 
state) of weakness, ordains strength 
(on you) and then, after a period 
of strength, ordains (old age), 
weakness and gray hair. He creates 
whatever He wills, and He alone 
is all-knowing and inýnite in His 
power” (35) . 

The word “weakness” in this verse 
pertains to utter helplessness of the 
human being during infancy. Then 
life evolves gradually to the stage of 
strength, followed by old age and frailty, 
which affects different individuals at 
different times and patterns of body 
and/or intellectual deterioration.
Biological aging eventually leads to 
utter senescence and compromise of all 
capabilities. The human being will then 
be reduced to a state of complete or near 
complete dependence on others. 
A second Qura’nic verse states 

“And Allah has created you, and in 
time will cause you to die, and many 
a one of you is reduced in old age to 
a most object state, ceasing to know 
any thing of what he once knew  so 
well (36) .

This deterioration of knowledge 
represents a more advanced stage of 
intellectual frailty that may lag in time 
after physical frailty. At a certain stage 
some elderly people may suffer senile, 
or other forms of dementia, behavioral 
disturbances and susceptibility to 
various illnesses.
The realization of our weaknesses, and 
the eventuality of death, ought to make 
our minds and hearts open for proper 
reasoning and contemplation to utilize 
the  remaining times of our lives for 
deeds and achievements that beneýt 
us and mankind at large, in various 
aspects, within the framework of what 
pleases Allah (SWT). The Qura’n 
and Prophetic tradition, continuously 
remind us of a time in the hereafter 
when some of us will painfully beg for 
return to life to work and rectify what 
we failed to do when we were granted 
the opportunity of life prior to death 
The Qura’n   states:

“If only you could see when the 
guilty ones on the day of judgment 
will bend low their heads before 
their Lord! (saying): Oh Lord! We 
have (now) seen and we have (now) 
heard: now then send us back (to 
the previous life): we will work 
righteousness: for we do indeed 
(now) believe (37). 

Life span: Islamic view:

The Prophet (PBUH) stated: “the life span 
of my Ummah (nation) is between  sixty  
and   seventy,  and  a  minority   of  them  
will  exceed that  (38) !
It was, however, repeatedly reported 
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that the Prophet referred to longer life 
spans in favorable terms. These are but 
few examples: 
“The  best   among  you  are  those  who  
live longer lives with good deeds (39).
He was reported of making a Duaa 
(supplication) whenever he concluded 
a meeting or gathering, saying: “Oh 
Allah ! bestow on us a fear from you 
that prevents us from disobeying you 
..., and grant us the enjoyment of our 
(senses of) hearing, seeing and energy, 
as long as you grant more life to us, and 
make this everlasting for us” (40) . 
The Prophet (PBUH) prayed for one of his 
companions, and said: “Oh Allah ! grant 
him  blessing  and  increase  his  wealth 
and progeny, prolong his life and grant 
him forgiveness” (41) .
It was reported this companion lived 
more than one hundred years.
The Prophetic tradition established 
the concept that the devote  believer 
continues to gain favorable outcomes 
as he proceeds in age. This is evident 
from the Hadith:

“Do not  express your wishing to 
die, and do not make Duaa for death 
before it comes on you, because 
death will terminate your good 
deeds, while prolonged living will 
further increase the good deeds of 
the faithful” (42) .

Old age and our responsibilities

It is pertinent to address the mutual 
obligations between the elderly and 
their society.
Islam places a duty on every individual 
to seek healthy lifestyle, and to seek 

remedy from ailments. Moreover, 
healthy and competent old people have 
signiýcant roles to play in their society, 
their nation and humanity at large. 
With their knowledge, experiences 
and wisdom, they can provide valuable 
functions at various levels.
On the other hand, the society 
has obligations to adopt various 
arrangements to keep open avenues 
for the older generation to play their 
proper roles. As frailty clouds ýnally 
set in, their rights on society gradually 
expand. Ultimately the frail elderly 
individual becomes totally dependent. 
Family and society are morally and 
religiously enjoined to provide the 
proper caring. In Islam, this caring is 
looked upon as an act of worship, that 
Muslims expect the best level of reward 
by their Creator. He/she also expects 
the same level of devoted loving care, 
if he/she is destined to live to the stage 
of frailty. 

Religious concessions to the elderly (42)

Older people, who become incapable to 
perform religious duties, are exempted, 
or their compliance is compassionately 
modiýed. This includes daily prayers 
(Salah) . Allah says: 

“And celebrate Allah’s praises 
standing, sitting and lying on your 
sides” (43) .

They are entitled to pay monetary 
or material substitution (ýdyah) for 
untolerated fasting in Ramadan. Such 
substitution is directed to charitable 
support of needy people.Allah says:

“Oh you who believe! Fasting 
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is prescribed to you as it was 
prescribed to those before you, 
that you may (learn) self restraint. 
(Fasting) for ýxed number of days, 
but if any of you is ill or on a journey, 
the prescribed number (should 
be made up) from days later. For 
those unable to fast, a substitution 
(ýdyah) by  feeding of one who is 
indigent (44) . 

These exemptions or modiýcations 
of religious duties extend to Hajj 
(pilgrimage), jihad and other demanding 
acts of worship. 
The Prophet (PBUH) advised leaders of 
prayers (Imams) to be considerate for 
the weak and the elderly, “If one of you 
leads people in prayer, he should be 
easy on them, for among the people are 
the weak, the sick and the aged” (45) .
On the other hand, elderly competent 
people are enjoined to display 
exemplary character and behavior. They 
are expected to utilize their remaining 
years for more pure and piety deeds. 
These remaining years are invaluable 
and uncompensatable if used to add to 
their favorable acts, and to wipe away 
their unfavorable ones. Such years 
could be looked upon as favors granted 
by their Creator if properly utilized with 
pure intention (niyyah) to be blessed 
with life in paradise (Jannah) by the 
mercy and grace of Allah (SWT).
Elderly people should be extremely 
careful and weary of committing sins 
or immoral behaviors in their advanced 
years. The Prophet (PBUH) said: “Three  
persons, whom Allah will not speak 
to, nor purify, nor look at on the day of 

resurrection, and they will be afþicted 
with a painful torment: An old  person 
who is an adulterer, a king (ruler) who 
is a liar, and a beggar who is arrogant 
(proud)” (46) .   
One of the most overwhelming 
pleasures on the day of judgment is 
when the Creator looks at the believer 
or speaks to him/her.

Failure of cognition:An Islamic 
perspective:

Muslim scholars believe that true and 
faithful believers may not reach the 
stage of cognitive compromise.
Al-Qurtubi stated: Senescence and 
mental deterioration do not apply to the 
knowledgeable believer (47) .  
According to Al-Suyouti, those who are 
recitors of Al-Qura’n are the most who 
will enjoy cognitive preservation (48) .
Al-Shanquiti stated: Those who 
memorize and repeatedly recite Al-
Qura’n will not suffer from dementia or 
delirium (49) .
Mohammad Bin Ka’ab Al-Qurathy 
reported, (He who repeatedly recites 
Al-Qura’an will enjoy preservation of 
cognitive power, even if he lived two 
hundred years (50) .

Rights of the elderly are obligations 
on society:

Parent and child in Islam are bound 
together by mutual obligations and 
reciprocal responsibilities (51) .
When a frail, senile parent, or grand 
parent, repeats his old memoirs over 
and over, and expects audience to 
listen,his/her caring son/daughter 
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remembers childhood times when he/
she persistently requested stories from 
the parent or grand parent, over and 
over.
When the frail elderly suffers and cries 
of pains, the caring offspring remember 
their childhood illnesses, and the havoc 
it caused for their parents.
As one Sahabi acompanion of the 
Prophet  described it: when your parent 
took care of your childhood sufferings, 
his heart and mind deeply prayed 
for your recovery, while you will be 
looking forward for the end of your 
parentôs ýnal sufferings by death!

Principles of elderly care in Islam:

Family and society care for the elderly 
is based on the following principles of 
faith and morality:

(1)	The dignity and respect of the 
human being: (And we gloriýed 
the progeny of Adam) (52) . Allah 
(SWT) ordered the  angels to 
kneel to Adam, as a sign of respect 
and gloriýcation. This status is 
extended to all mankind, including 
the elderly.

(2)	The Muslim society is distinguished 
with mercy, solidarity and caring, 
especially towards those in need. 
The Prophet (PBUH) said: 

(He does not belong to us who does 
not show mercy to our young, and 
respect to our old ones) (53) . 

(3)	Elders who spent their lives in 
services and accomplishment, are 
duly entitled for reward and return 
of favor by family and society. The 
Prophet (PBUH) said:

When soever a young person 
provides a favor for an old person, 
Allah will provide people to 
provide favors for him when he 
becomes old) (54) .
He also said:
One of the great favors from Allah 
is for those who provide favors and 
respect for an elder Muslim (55) .  

(4)	Caring for the elderly in the 
Muslim society is a moral and 
religious obligation on capable 
relatives and the society in case no 
capable offspring is available.

Friends and relatives of parents:

Not only parents, but also their friends 
and relatives are entitled for care and 
respect. The Prophet (PBUH) said:
 One of the purest deeds is for a person 
to provide care for the beloved ones of 
his parents.(56)   
This practice was widely implemented 
by companions of the Prophet (PBUH) and 
their successors. As one Sahabi advised 
a young man: My son! Preserve the love 
of your father’s beloved ones.
This society-wide behavior has extremely 
favorable outcomes on minimizing social 
isolation and psychological disturbances 
among the elderly.
The Prophet (PBUH) listed parents’neglect 
together with worshiping partners along 
with Allah (shirk) and  murder(57).  
When the Prophet (PBUH) was asked 
about the best deeds in the eyes of Allah 
(SWT), he answered: 
Performing timely prayers,then caring 
of the parents, then jihad for the cause 
of Allah.(58) . Caring for parents was 
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given priority over jihad.
This care was not limited to Muslim 
parents, but also to non-Muslim ones. 
This is clear in the Qura’nic verse:

“And We have enjoined on man to 
be good to his parents: In travail 
upon travail did his mother bear 
him, and in years twain was his 
weaning (hear the command): Show 
gratitude to Me and to your parents: 
To Me is your ýnal goal (return)ò
“But if they strive to make you join 
in worship with Me things to which 
you has no knowledge, obey them 
not, yet bear them company in this 
life with justice (and consideration), 
and follow the way of those who turn 
to Me (in love and obedience). In the 
end the return of you all is to Me, and 
I will tell you the truth (and meaning) 
of all that you have done”(59) . 

Obligations to respect, value, serve and 
support the elderly are exempliýed by a 
wealth of Qura’nic verses and Prophetic 
sayings: here are but a few: 

“We have enjoined on man kindness 
to his parents (60) .

A man asked the Prophet (PBUH) to take 
part in jihad. The Prophet asked: Is either 
of your parents alive? The man replied 
in the afýrmative. The Prophet then 
asked: do you seek reward from Allah? 
The man replied in the afýrmative. The 
Prophet said:Then return to your parents 
and exert yourself in their service. (61)  

The elderly right to be remembered 
in Duaõa:
One of the most answered (honored) Dua’a 
(Supplication) is that of a son/daughter for 
his/her parent. Unpaid debts, Zakat, and 

unfulýlled Hajj can be performed by the 
offspring of a person who is unable to do 
so, or even after his death.
The Prophet (PBUH) said:
 When a person dies, his actions come to 
an end, except in respect to three matters 
that he leaves behind: Sadaqah jariyah 
(a continuing charity), knowledge from 
which people beneýt, and a pious child 
who makes Dua’a for him” (62).  

Old age homes in Muslim society (43) .

Old age is the time when people need 
loving care, which is best performed by 
their beloved ones. The current trend 
of abandoning the elderly and placing 
them in old age homes is not consistent 
with this concept, and contradicts basic 
Islamic teachings.
In some instances, the contemporary 
lifestyles may necessitate utilizing  
Muslim old age homes for people in 
special circumstances. In such cases, their 
relatives, friends and society at large, 
should not abandon them. They should 
receive visits, care, cheering, social and 
other engagements on an ongoing pattern 
to fulýll the  family and society caring 
concept.
The best conclusion to this presentation 
is exempliýed by the Quraônic verse:

“And that you be dutiful to your 
parents. If one of them or both attains 
old age during your life, say not to 
them a word of disrespect (not shout 
at them), not repel them, but speak to 
them with gentleness and generosity. 
And out of kindness, lower to them the 
wing of humility and say: my Lord! 
Bestow on them your mercy even as 
they cherished me in childhood” (63) .
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THE LIVING WILL (WASIYYAT AL-HAYY):
A STUDY OF ITS

 LEGALITY IN THE LIGHT OF ISLAMIC
JURISPRUDENCE

Abul Fadl Mohsin Ebrahim

Introduction

Death is an inevitable phenomenon which strikes at any time during a person’s 
infancy, youth or old age.  But, one cannot overlook the fact that before the 
inevitable (i.e. death) does take place a person may become a victim of a 
terminal illness, or may lapse into irreversible coma, or a persistent vegetative 
state (PVS).  In various countries, an increasing number of healthy people 
have appended their signatures on what is called the Living Will (Advanced 
Medical Directive), which is in effect a document safeguarding their right to 
die.  This paper is an attempt to assess the validity of the Living Will in the 
light of Islamic Jurisprudence.

The Living Will, however, has other important aspects.  Whether the 
individual is elderly, terminally ill or a healthy young one, he/she needs to 
express his/her wishes as to what the treating physician should do or not 
when the individual is rendered physically and mentally unable to make 
decisions for him/herself. 

The contemporary sofýsticated medical care of terminally ill patients 
increasingly utilizes life support technologies and procedures that many 
individuals prefere to avoid when they reach to that stage.

This will also help in resolving conþicts between family members and 
treating physicians, which may become very problematic.

�
Professor Abul Fadl Mohsin Ebrahim
Professor of Islamic Studies
School of Religion and Theology
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Medical Options

A person afþicted with a terminal illness, 
like cancer, eventually experiences 
excruciating pain and although nothing 
can be done to arrest the progression 
of the disease, pain killers are usually 
administered to the patient to keep him/her 
as comfortable and pain free as possible.
A PVS patient is one who retains the 
capacity to maintain the vegetative part 
of neurological function, i.e. can breathe 
unassisted but has no cognitive function.  
Such a patient has no awareness of 
surroundings or self, but can follow 
objects with the eyes and does respond 
to painful stimuli.  However, he/she 
would have to be artiýcially fed through 
a tube that is attached to the nose 
(nasogastric tube) or directly to the 
stomach (gastrostomy tube).
As for the person who lapses into 
irreversible coma as a result of massive 
head injury, there is no expectation of 
him/her ever regaining consciousness.  
Medical intervention in this regard is to 
place the patient on a respirator, for he/
she will be unable to breathe on his/her 
own.  Unlike a PVS patient, he/she will 
not be able to respond to painful stimuli 
nor would his/her pupils react to light, 
remaining ýxed and dilated; and he/
she will be unable to swallow, yawn or 
vocalize.(1)

The Living Will

The Living Will (Advance Medical 
Directive) is a document in which a 
healthy person explains in writing 
which medical treatment he/she would 

accept or refuse at that critical juncture 
when he/she may not be in a position 
to express his/her wishes as a result of 
serious illness or injury.  In other words, 
this document assists the attending 
physician to withhold or withdraw 
certain medical procedures and allow 
the patient to die naturally.

AL-WASIYYAH (The Last Will And 
Testament) 

  Al-Wasiyyah is the Arabic equivalent 
of what is termed today the Last Will 
and Testament. The drafting of such 
a will during one’s lifetime is divinely 
ordained. The Qura’nic imperative in 
this regard is as follows: 
	 “O you who believe! When death 

approaches any of you, (take) 
witnesses among yourselves 
when making bequests, - two just 
men of your own (brotherhood) 
or others from outside if you are 
journeying.....”(2)

Likewise, the Prophet Muhammad (PBUH) 
has also emphasized the need to write 
down one’s will. He is reported to have 
said:

“It is not right for any Muslim 
person, who has anything to 
bequeath, that he may pass even 
two nights without having his last 
will and testament written and kept 
ready with him.”(3) 

However, it ought to be noted here that, 
according to Islamic jurisprudence, the 
proportionate respective shares that the 
legal heirs receive from the deceased’s 
estate are neither dependent on a will nor 
on any other direction of the deceased.  

The LIVING WILL
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Rather, these shares are governed by 
certain rules that have been laid down 
in the Islamic Law of Succession.4  
Thus, what can be included in a will are 
certain speciýc stipulations, for example 
that which relate to the affairs of the 
testator’s young children, facilitating 
the marriage of the testator’s daughters, 
and the devolution of one third of the 
testator’s estate5 in favour of a particular 
person or a charitable institution.
The question that arises here is whether it 
is permissible for a Muslim to include an 
advance medical directive in his his/her 
wasiyyah?  Attention should be drawn 
here to the fact that the Living Will 
cannot form part of the wasiyyah since 
what is incorporated in the wasiyyah 
will be executed only after one’s demise.  
According to Professor Jerold Leonard-
Taitz, former Professor of Public Law 
and Director Medico-Legal Centre, 
University of Durban-Westville, South 
Africa:

	 The “living will” is executed years 
in advance of the effects of old 
age which may render the patient 
non compos mentis; for instance 
many years later when the patient 
is unfortunately stricken with a 
terminal disease he may not be in a 
position to refuse treatment.(6)

Analysis Of The Document (7)

The document poses certain problems 
which are discussed below:

A. Right To Die As A Human Right (Haq 
Al-mawt Min Huqquq Al-insaniyyah) 

The document in essence advocates 
the right to die as a human right.  It is 
interesting to note that no reference to 
the right to die is enshrined in any bill 
of rights of any secular or religious 
jurisdiction, including the Universal 
Declaration of Human Rights of the 
United Nations and the European 
Declaration of Human Rights.(8)

The Qura’n, in various passages, 
emphasizes the fact that it is the sole 
prerogative of Allah (SWT) to bestow 
life and to cause death.  For example:

	 “And Allah has created you, and in 
time will cause you to die ....” (9)

It must also be pointed out here that the 
penal code of Islam which stipulates 
the death penalty for those who commit 
speciýc crimes is based on divine 
injunctions.  For example, the Qura’n, 
prescribes the following punishment for 
committing wilful murder: 

	 “O you who believe!  Just retribution 
is ordained for you in cases of 
murder ...” (10)

The Arabic equivalent for the 
punishment of the person guilty of 
committing murder is al-Qiysas (just 
retribution).  This measure ensures that 
if the death sentence is to be carried out 
then only the one guilty of the crime will 
lose his/her life.  It may be appropriate 
to point out that the family of the one 
who has been murdered also has other 
options: either to forgive the murderer, 
or to accept compensation.(11)

The LIVING WILL
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The LIVING WILL

PROTOTYPE OF THE LIVING WILL(7)

TO MY FAMILY AND MY PHYSICIAN:

This declaration is made by me 

.......................................................................................
	 (full name and address) 

 ..................................................................................................... at a time when I am 
of sound mind and after careful consideration. 

If the time comes when I can no longer take part in decisions for my own future let 
this declaration stand as my directive.

If there is no reasonable prospect of my recovery from physical illness or impairment 
expected to cause me severe distress or to render me incapable of rational 
existence, I do not give my consent to be kept alive by artiýcial means and 
I request that I receive whatever quantity of drugs and intravenous þuids as 
may be required to keep me free from pain or distress even if the moment 
of death is hastened. 

This declaration is signed and dated by me in the presence of the two undermentioned 
witnesses present at the same time who at my request in my presence and in 
the presence of each other have hereunto subscribed their names.

Signed .....................
Date .................
Witnesses: (Witnesses should not be members of one’s family)
Signature ........................................	 Signature............................
Name .............................................	 Name................................
Address........................................ 	 Address..............................
Occupation .......................................	 Occupation..........................

Note: Should they wish, any person has my concurrence to apply for a court order to
ensure compliance with this directive should any medical practitioner or health 

authority refuse to give effect to it.

Codicii  : I do not consent to any form of tube feeding.

Signature .......................	 Witness..............................
Date ............................	 Witness..............................
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B. Euthanasia (Qatl Al-shafaqah)

In the Living Will document above, 
consent is given for both passive and 
active voluntary euthanasia.  This is 
evident because a clear directive is 
given for refusal of undergoing medical 
treatment and a request is made for the 
attending physician to administer “pain 
killers” even if that would result in 
hastening the event of death.
Islam upholds the sanctity of life. There 
are a number of Qura’nic verses that 
testify to this. Some of these are:  
	 “If anyone slays a human being 

unless it be (in punishment) for 
murder or for spreading corruption 
on earth - it shall be as if he had 
slain the whole of mankind; 
whereas if anyone saves a life, it 
shall be as if he has saved the lives 
of all mankind.” (12)

	 “And do not take any human being’s 
life - the (life) which Allah has 
willed to be sacred - other than in 
the (pursuit of) justice.” (13) 

The instruction given to the doctor to take 
the necessary step to relieve pain even if 
it results in hastening death would render 
the doctor guilty of culpable homicide.  
Dr Hassan Hathout rightly points out 
that the Shari`ah (Islamic Law) has 
listed and speciýed the conditions that 
make the taking of life permissible (i.e. 
exceptions to the general rule of the 
sanctity of life), and they certainly do 
not include “mercy killing” nor do they 
make allowance for it.(15) This is why it 
is categorically mentioned in the Islamic 
Code of Medical Ethics that “the doctor 

shall not take any positive measure to 
terminate the patient’s life.”(14) However, 
one cannot overlook the fact that the 
Muslim doctor may face a dilemma 
when he/she administers a therapeutic 
procedure in order to relieve the patient’s 
pain and it results in the death of the 
patient.  Dr Hassan Hathouts provides 
an insight into this matter. He states:(15)

	 From a religious point of view, 
the critical issue is the doctor’s 
intention: is it to kill or to alleviate 
(the suffering)?  Intention is 
beyond veriýcation by the law, but 
according to Islam it cannot escape 
the ever-watchful eye of God. Who 
according to the Qura’n “is aware 
of the (most) stealthy glance, and of 
all the hearts conceal ñ (15) .
Sins that cannot be proved to 
constitute a legal crime are beyond 
the domain of the judge but remain 
answerable to God.

C. The Question Of Pain And 
Suffering

According to the Islamic philosophy of 
life there is a transcendental dimension 
to pain and suffering.  The Qura’n 
declares that human beings will not be 
left alone on saying: “We believe”.(16)  It 
asserts that the faith of the believer will 
be put to test through different forms of 
trial.(17)  In other words, a Muslim looks 
upon disease, fatal or otherwise, as a 
test of his/her faith and true resignation 
to oneôs Creator.  This afþiction helps 
to contribute in one’s favour in that it 
helps to expiate one’s minor sins.  This 
is evident from the following hadith of 

The LIVING WILL
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the Prophet  Muhammad (PBUH):
When a Muslim is tried with a disease 
in his body, it is said to the angel: 
`Write for him the good actions 
which he used to do.’ If He (Allah) 
cures him, He (Allah) absolves him 
(of all sins); and if He (Allah) takes 
his life (as a result of this disease), 
He (Allah) forgives him and shows 
mercy upon him.(18)

Hence, there is no justiýcation to end the 
life of a person so as to relieve him/her 
of suffering.  The Qura’n categorically 
states:
	 “Allah does not tax any soul (human 

being) beyond that which he can 
bear.”(19)

Muslims believe in the hereafter, the 
real and everlasting life, and it is this 
belief which enables them to bear their 
pain and suffering with what the Qura’n 
terms as sabr (patience).  This in no way 
suggests that Muslims are fatalistic.  It is 
mandatory for Muslims to seek medical 
treatment whenever they fall ill or suffer 
from any form of physical pain.  In this 
regard the Prophet Muhammad (PBUH) is 
reported to have said: “Seek treatment, 
subjects of Allah, for to every illness 
Allah has created a cure;(20) and he 
cautioned them saying: “Your bodies 
have a right over you.” (21)

D. Refusal Of Tubal Feeding 

Some doctors are of the view that 
the artiýcial feeding of a PVS patient 
will not beneýt the patient.22  But one 
cannot overlook the fact that artiýcial 
feeding is a substitute for normal 
eating.  Withdrawing, for example, a 

nasogastric tube would in effect starve 
the patient thus leading to his/her death.  
Acceeding to the patient’s advance 
medical directive not to feed him/her 
by artiýcial means would be termed 
active voluntary suicide assisted by a 
third party.  Suicide in all its forms is a 
crime according to the Shari`ah (Islamic 
Law) and constitutes a sin against Allah 
(SWT).  The Qura’n explicitly censures 
suicide with the following categorical 
prohibition:
	 “Do not kill yourselves: for 

verily Allah has been to you Most 
Merciful.”(23)    

The Prophet Muhammad (PBUH) in the 
following hadith closes the fate of a 
person who chose to terminate his life:
	 “There was a man before you who 

was wounded.  The pain became 
unbearable and so he took a knife, and 
cut off his hand.  Blood began to ooze 
out profusely leading to his death.  The 
Almighty Allah said: `My servant 
hastened himself to Me and so I made 
Paradise unlawful for him.” (24)

It would, therefore, be wrong to equate 
artiýcial feeding to a form of medical 
treatment.  The following statement 
ought to be considered:
Doctors who look after vegetative 
patients frequently agree with families 
and nursing staff to withhold antibiotics 
and cardiopulmonary resuscitation.  But 
cardiorespiratory arrest seldom occurs, 
and, even without antibiotics, repeated 
infections are often survived.(25) 
Legal Status Of The Above Living Will
In the light of Islamic Jurisprudence, the 

The LIVING WILL



25FIMA YearBook 2005-6

wishes of a Muslim may be included 
in the Last Will and Testament, but the 
Living Will above will not form part of 
the Last Will and Testament because, 
as already discussed, the Last Will and 
Testament is only executed after death 
takes place.  However, if a Muslim were 
to append his signature on the above 
Living Will, such a document would be 
considered to be wasiyyah muhrimah(26), 
having no legal status on the basis of the 
following:
	 a. It is disliked (makruh) for a 

Muslim to ask for death.  In this 
regard the Prophet           Muhammad 
(PBUH) said: “Let no one among you 
wish for death due to any hardship 
that may befall him.  But if one has 
no other choice but to do so, one 
should say: `O Allah! grant me life 
as long as life is good for me, and 
cause me to die when death is better 
for me.’”(27)

	 b. A Muslim should place his trust 
(tawakkul) at all times in Allah 
(SWT) and despair must not be 
allowed to set in during adverse 
times.  While accepting the 
eventuality of death one may not 
lose hope of the Mercy of Allah 
(SWT).  The Qura’n states:
“So lose not heart nor fall into 
despair for you must gain mastery 
if you are true in faith.” (28)

	 c. Depriving a person of food and 
liquids, in whatever form, will 
cause death and this is a crime in 
Islam.  That is why we ýnd that 
even when Muslims are required 
to fast during the month of 

Ramadan(29), it becomes necessary 
for them to break their fast after 
sunset each night and to renew it the 
next morning before dawn.  Hunger 
strike is alien to Islam.

The Alternative

A Muslim may draw up an alternative 
Living Will to the one above, but such 
a document will not be legally binding 
and it would be termed as wasiyyah 
mubahah (permissible or a legally 
indifferent document).  The following 
may be incorporated into the Living 
Will:

a. Request to discontinue treatment

A terminally ill Muslim patient can 
request that treatment be discontinued 
if the treatment would not in any way 
improve his/her condition or quality 
of life based on the Islamic juridical 
principle of la darar wa la dirar(30) 
(no harm and no harassment).  The 
intention here is not to hasten death, but 
the refusal of ‘overzealous’ treatment.  
However, ‘palliative’ care in the sense of 
maintaining personal hygiene and basic 
nutrition should not be discontinued.

b. Instruction to switch off the life-
support equipment

A healthy Muslim may instruct that 
should he/she, as a result of a terminal 
illness or massive head injury, be 
diagnosed as brain stem dead then 
the life-support equipment should be 
switched off.  In this regard the Council 
of the Islamic Fiqh Academy of the 
Organisation of the Islamic Conference, 
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during its third session held in Amman – 
Jordan  from 8 - 13 Safar 1407 Hijri/11 - 
16 October 1986, resolved that a person 
whose brain activity has ceased and the 
physicians conýrm that such a cessation 
is irreversible and that the brain has 
entered the state of decomposition,  
under such circumstances the patient 
may be weaned off the intensive care 
equipment even though some organs 
of his body, like the heart, continue to 
function artiýcially with the help of the 
life-support equipment.(31)  

c. Inclusion of organ donation

Today, modern science has made it 
possible to harvest the organ of the 
deceased and to transplant it into the 
living for the purpose of improving the 
quality of life of the living. Considerations 
for the justiýcation of inclusion of organ 
donation in a Muslim’s Living Will are 
based on (i) al-Maslahah (the well-being 
and general welfare of Muslims) and (ii) 
al-ithar (altruism i.e. generosity towards 
humankind).
(i) Al-Maslahah
It is true that Islam forbids any act 
of aggression against human life as 
well as the body after death.  Thus, to 
take an organ out of the dead person’s 
body to be transplanted into another 
person could justiýably be argued to be 
tantamount to mutilation of the body and 
violation of the sanctity of the corpse.  
However, what is to be noted is that the 
Islamic legal system the rights of the 
living supersedes consideration over the 
dead.(32) 

(ii) Al-Ithar
The Qura’n and Sunnah exhort Muslims 
to cooperate with one another and to 
strengthen the bond of brotherhood 
among them.  The Qura’nic imperative 
in this regard is: 

“Help you one another in 
righteousness and piety.”(33)

and from the Prophetic tradition the 
following may be cited:

“The believers, in their love and 
sympathy for one another, are like 
a whole body; when one part of it 
is affected with pain the whole of 
it responds in terms of wakefulness 
and fever.”(34)

 In the light of the above teachings, a living 
person’s gesture in willing to donate his/
her cornea, for example, after death has 
taken place should be viewed as an act 
of altruism.  One cannot underestimate 
the fact that through corneal transplant 
a noble contribution is made in restoring 
the sight of another fellow human being 
suffering from corneal blindness. The 
Council of the Islamic Fiqh Academy of 
the Muslim World League, Makkah, Saudi 
Arabia, at its eight working session (19-
28 January 1985), resolved that it would 
be permissible in Shari`ah (Islamic Law) 
to remove an organ from a dead person 
and to transplant it into a living recipient, 
on the condition that the donor was a sane 
person and had wished it so.(35)

At this juncture, it may be appropriate to 
point out that vital organs, for example, 
heart, lungs, kidneys and liver, of brain 
stem dead patients have a better chance 
of functioning in the post-operative 
period.(36) The question that arises here is 
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whether it would also be permissible for a 
Muslim to include in his/her Living Will 
a directive that he/she consents to donate 
his/her organ should he/she be diagnosed 
as brain stem dead?  Deliberating on 
this issue, the Council of Islamic Fiqh 
Academy of The Organisation of the 
Islamic Conference, during its fourth 
session held in Jeddah, Saudi Arabia 
from 6 - 11 February 1988, noted that 
that death could take two forms: 
(a)  when the heart and respiration come 

to a stop, and no medical cure can 
reverse the situation; and

(b) when all functions of the brain come 
to a complete stop, and no medical 
cure can reverse the situation;  

and thus resolved that it would be 
permissible to transplant the organ from 
a dead person to a living recipient on 
the condition that it has been authorized 
by the deceased or by his heirs after his 
death.(37)  From this, it may be implied, 
although not categorically stated, that it is 
permissible to retrieve organs from brain 
stem dead patients for transplantation 
purposes.  Moreover, it ought to be 
pointed out here that :

d. Power of attorney (wakalah)

In the alternative Living Will it would be 
prudent on the part of a Muslim to entrust 
someone with the power of attorney and 
mention that person by name in his/her 
Living Will.  This would safeguard 
that should he/she become non compos 
mentis then his/her wishes as stated in the 
Living Will would be expressed by his/
her wakil (38) (authorized representative) 
to family members and the attending 

physicians.  The document should be 
dated and signed by the person giving 
the advanced medical directive, his/her 
wakil, and that of two witnesses.(39)

Conclusions

The prototype of the Living Will as 
documented in this article goes against 
certain basic Muslim beliefs and it cannot 
enjoy any legal status in view of the fact 
that it falls outside the domain of the 
wasiyyah (last will and testament).  The 
bestowing of life and death is according 
to Islamic belief the prerogative of Allah 
(SWT) and hence none has the ability to 
prolong life.  The Qura’n tells us that the 
ajal (appointed term) of every person’s 
span of life has already been decreed by 
Allah (SWT).(40) To hasten the event of 
death is a crime in Islam.  There is no 
justiýcation, therefore, to terminate a life 
which may seem to be worthless.  Pain and 
suffering is not viewed as a punishment 
but rather as a kaffarah (expiation) for 
one’s sins.  While it is true that Muslims 
must endeavour to seek medical treatment 
whenever they fall ill, treatment may be 
discontinued if ahl al-khibrah (the experts 
in the ýeld of medicine) are of the view 
that there is little or no hope of recovery.  It 
is the principle of la darar wa la dirar (no 
harm and harassment) which justiýes one 
to allow death to take its natural course.  
However, ̀ palliative’ care of the terminally 
ill should be carried on, not with a view 
to cure the patient, but rather to relieve 
suffering and maintain personal hygiene 
and basic nutrition.  One may argue that 
tubal feeding should also be discontinued 
since it constitutes an extraordinary means 
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of nourishing a person whose end is 
imminent.  But, as pointed out, depriving 
the patient of forms of  nourishment would 
in effect be tantamount to starving the 
patient so as to hasten death.  However, 
it ought to be noted here that while there 
is no moral or legal right for the patient 
to refuse to take in food, the opinion 
of ahl al-khibrah (experts in the ýeld 
of medicine) in this regard ought to be 
complied with.  If artiýcial feeding would 
not beneýt the patient and would only 
result in aggravating the condition of the 
patient it would be justiýed not to utilize 
this form of feeding on the basis of the 
Islamic juridical principle of la darar wa 
la dirar (no harm and no harassment). 
It is the view of the writer of this article 

that a Muslim may draw up an alternative 
Living Will and to include in it instructions 
pertaining to the cessation of treatment, 
switching off the life support equipment, 
and organ donation.  Although such a will 
would not be legally binding, nevertheless, 
it would be classiýed as wasiyyah mubahah 
(a permissible document), and the wakil 
(authorized representative) would be morally 
bound to express and convey the wishes of the 
person concerned to members of the family 
and the attending physicians.  If none of the 
clauses of the Living Will contradicts the 
broad teachings of the Qura’n and Sunnah of 
the Prophet Muhammad (PBUH) there would be 
no justiýcation to ignore the directives given 
therein.  Wa Allah A`lam (And Allah Subhuna 
Hu wa ta`ala knows best).

The LIVING WILL
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Editor’s note
A prototype of an Islamic Living Will has been developed by the Ethics Committee of the 
Islamic Medical Association of North America ( IMANA ), It was published in The Journal 
of the Islamic Medical Association of North America, Volume 37, Number l,July 2005. P.37 
and is reproduced here with permission.

Declaration made this ………….day of ………..20 …………. A Muslim of sound mind, 
willfully and voluntarily make known my desires that my dying shall not be artiýcially 
prolonged under the  circumstances set forth below and I declare : If at any time I have an 
incurable injury, disease or illness certiýed in writing to be a terminal  condition by my 
attending physician(s), and my attending physician has determined that the use of life-
prolonging procedures would serve only to artiýcially prolong the dying process, I direct 
that such procedures be withheld or withdrawn, and that I be permitted to die naturally 
with only the provision of appropriate nutrition and hydration and the administration of 
essential medications and the performances of any medical procedures necessary , ( as 
determined by my physician ) to provide me with comfort or to alleviate pain .

In the absence of my ability to give direction regarding the use of life-prolonging 
procedures, it is my intention that this declaration be honored by my family and physician 
as the ýnal expression of my legal right to refuse medical or surgical treatment and I 
accept the consequences of the refusal.

…………….. is my case manager to enforce my living will, if I am not physically able 
to give direction, I do not permit autopsy of my body unless my death occurred in a 
suspicious manner and it is important to know that cause of death or if it is required by the 
court of law . It is my desire that Muslims attending my dying process ensure that Islamic 
Shari’ah is practiced during preparation of my body for burial and that my body be treated 
with grace and privacy and buried with Islamic guidelines under the directions of my 
Muslim family, Imam or other qualiýed Muslims as soon as it is feasible.

Signed ……………………… Date………………….

Place ……………………..

The declaring person has been personally known to me and I believe (him/her) to be of 
sound mind.  I did not sign the declaring person’s signature above for or at the direction of 
the declaring person, I am not a parent, spouse, or child of the declaring person.  I am not 
entitled to any part of the declaring personôs estate or directly ýnancially responsible for 
his/her medical care. I am competent and at least eighteen (18) years of age.

Witness(to the document ) ………………………………

Date…………………

The LIVING WILL
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BRAIN DEATH
 Deþnition, Medical, Ethical and Islamic
Jurisprudence Implications
Sameer Farah  and  Ashraf Al-Kurdi

Introduction

Life ends when the person’s heart stops beating and breathing stops. A person is 
then declared dead. This is the way human kind understood death for a long time 
and we had very little reason to challenge this concept for thousands of years
It is only recently that our simple given,  forgranted concept of death was 
challenged.
With the advances in life support technology,  we are frequently confronted with 
the situation of patients being hooked  to life support machines , whose hearts are 
beating and other organs are functioning, but actually have no evidence of brain 
function or ability to survive away from the ventilator support.
A  new concept of death appeared and physicians started talking about Brain 
Death being equivalent to actual death . 
This article discusses the concept of brain death, its historical background, 
deýnition, and criteria of the diagnosis
It also reviews the Muslim world concerns and current Islamic Jurisprudence 
opinion on this issue.
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Historical Notes

Brain death is the  re-expression for 
irreversible loss of brain function. 
Brain death is declared when 
brainstem reþexes, motor responses, 
and respiratory drive are absent in a 
normothermic, non-drugged comatose 
patient with a known irreversible 
massive brain lesion and no 
contributing metabolic derangements. 
The determination of brain death in 
adults has become an integral part 
of the neurologic and intensive care  
practice, but may include physicians of 
any specialty .
 Arriving to the acceptance of this 
concept took decades of hard work and 
bald challenges to preýxed ideas about 
death among doctors, legislators and 
religious groups .
Perhaps one of the early references to 
brain death came from Lofstedt and 
von Reis(1), who, in 1956, described 
six patients with apnoea, absent 
reþexes, hypotension, polyuria, and 
hypothermia. While supported with 
mechanical ventilation, all patients 
showed no intracranial blood þow 
during angiography, but they were not 
certiýed dead until cardiac arrest had 
occurred within 2ï26 days. Necropsies 
revealed advanced cerebral necrosis.
Mollaret and Goulon, in 1959, described 
a condition they called “ Coma de Passe” 
in 23 patients in whom all the criteria 
now recognised as being characteristic 
of brain death were present.(2)

Lundberg(3)   reported, in 1960, changes 
in cerebral perfusion pressure in which 

the intracranial pressure exceeded arterial 
pressure during brain herniation.
 The term “brain death” was introduced 
in 1965 during a report of renal 
transplantation from a heart-beating, 
seemingly brain-dead donor.(4)

In 1968 ,(5) the Ad-hoc committee of 
the Harvard Medical School reported 
guidelines for determination and 
deýnition of ñ irreversible comaò which 
included:
1-	 The patient should be unreceptive 

and unresponsive.
2-	 Apnoea was to be conýrmed by 3 

minutes off the ventilator.
3-	 No reþexes were present.
4-	 A þat or isoelectric EEG at high 

gain was  a signiýcant conýrmatory 
test.

All of the above criteria were to be 
present at least 24 hours later with no 
change in the ýndings.
Clinical experience with the Harvard 
criteria suggested that they may 
be excessively restrictive. This led 
Mohandas and Chow (6) to propose 
the “Minnesota criteria” for brain 
death. Notably absent from this list 
are absent spinal reþexes and EEG 
activity (electroencephalography being 
viewed as an optional conýrmatory 
investigation). The key elements of the 
Minnesota criteria are; (a) absence of 
spontaneous movement, (b) absence 
of spontaneous respiration over a 
four minute test period, (c) absence of 
brain reþexes as evidenced by: ýxed 
dilated pupils; absent gag, corneal 
and ciliospinal reþexes; absent dollôs 
eye movements; absent response to 
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