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SAYING THE UNSAID: VOICING QUALITY-OF-LIFE CRITERIA 
IN AN EVANGELICAL SANCTITY-OF-LIFE PRINCIPLE 

JEROME R. WERNOW* 

The advances made in life-sustaining technology over the last twenty 
years have permitted the prolongation of biological life with questionable 
outcomes. Patients' experiences with pain, suffering, indignity and financial 
burdens have forced the medical community to reconsider sustaining life 
at all costs. Currently this reconsideration has issued into the acceptance 
of quality-of-life (QoL) criteria over an ever-weakening sanctity-of-life (SL) 
principle in the majority of medical literature guidelines and praxis studies 
that address life-sustaining care in the United States.1 

Evangelical theologians and ethicists have recognized the dilemma of 
the latest medical technological advances as well. The majority have re­
sponded to this dilemma by qualifying their SL position while rejecting 
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1 The President's Commission Report is an early benchmark document using these criteria 
in the context of surrogate decision-making. In this context the QoL standard is used to con­
stitute the criterion determining the patient's best interest. In assessing whether a procedure or 
course of treatment would be in the patient's best interest, the surrogate must take into account 
such factors as the relief of suffering, the preservation or restoration of functioning, and the 
quality as well as extent of life sustained. Cf. the President's Commission for the Study of 
Ethical Problems in Medicine and Biomedical and Behavioral Research, Deciding to Forego Life-
sustaining Treatment: Ethical, Medical, and Legal Issues in Treatment Decisions (Washington: 
United States Government Printing Office, 1983) 137. Other influential guidelines using QoL cri­
teria in the determination of treatment obligations include the Stanford University Consensus, 
the Appleton Consensus and the ACCP/SCCM Consensus. Cf. J. E. Ruarkei al., "Initiating and 
Withdrawing Life Support: Principles and Practice in Adult Medicine,'' New England Journal of 
Medicine 318/1 (January 7, 1988) 30. The most satisfactory resolutions in such cases occur when 
professionals and families painstakingly explore the quality-of-life values previously held by 
the patient. Cf. J. M. Stanley et al., "The Appleton Consensus: Suggested International Guide­
lines for Decisions to Forego Medical Treatment," Journal of Medical Ethics 15/3 (September 
1989) 134. Cost-effective analysis should be used whenever feasible to inform decisions about 
appropriate life-prolonging treatments in particular circumstances. It should incorporate the 
best available scientific information about the results of the therapies being considered and all 
the appropriate medical and nonmedical costs and benefits, including an assessment of fore­
seeable changes in the patient's QoL as a result of proposed therapies. Cf. C. L. Sprung et al., 
"Consensus Report on the Ethics of Foregoing Life-sustaining Treatments in the Critically 111,'' 
Critical Care Medicine 18/12 (December 1990) 1435: "Foregoing therapy should be discussed in 
the following situations: a. When the patient has a grave prognosis; b. When the burdens of 
therapy outweigh the benefits; c. When the quality of the patient's life is expected to be unac­
ceptable to the patient." 
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QoL criteria by implication or statement. A few appear to maintain an ab­
solute SL position while stating that they reject QoL criteria. Such rejec­
tions and qualifications have left these positions open to criticism. One of 
the more articulate critics of any form of the SL position is Australian bio-
ethicist Helga Kuhse. 

Kuhse portrays those who hold to an absolute SL position as cruel 
vitalists.2 She accuses those who reject vitalism by qualifying the SL 
principle as doing so by utilizing "unsaid" QoL criteria.3 She criticizes 
such qualifications as an "unarticulated and obtuse" use of QoL criteria. 

What we have in the qualified SLP (sanctity of life principle) is a principle 
that says that it is never permissible intentionally to kill a patient, but that 
it is sometimes permissible to refrain from preventing her death as long as 
the latter decision is a means-related one not based on quality or kind of life 
in question. But this is where the confusion comes in, because judgments 
that it is sometimes permissible to withdraw or withhold life-prolonging 
means are, in fact, based on quality of life criteria that are unarticulated and 
obtuse.4 

Kuhse concludes that because of the common usage of QoL criteria it is 
better to scrap the antiquated notion of a SL position altogether: 

When we refrain from preventing the deaths of handicapped infants, coma­
tose patients, and the terminally ill and suffering, by classifying the means 
necessary for keeping them alive as "extraordinary", "not medically indi­
cated", "disproportionately burdensome", and so on, we are resorting to an 
equally spurious device in order to preserve our sanctity-of-life ethics un­
scathed. If we want to go beyond definitional ploys, we must accept respon­
sibility for making life and death decisions on the basis of the quality or 
kind of life in question: we must drop the sanctity-of-life doctrine and work 
out a quality-of-life ethic instead.5 

The aim of this article is threefold: (1) I will attempt to clarify a gen­
eral evangelical position on the use of QoL criteria. (2) I will explore the 
validity of Kuhse's accusation that qualified SL positions use "unarticu­
lated and obtuse" QoL criteria. (3) I will reflect upon responses appropri­
ate to Kuhse's criticisms in light of my findings. 

I. EVANGELICAL USAGE: AN INQUIRY 

1. Everett Koop and Francis Schaeffer. Koop and Schaeffer represent 
some of the earlier opponents of QoL criteria. They reject the utilitarian 
notion represented by Peter Singer. They argue that Singer's position 

2 H. Kuhse, The Sanctity of Life Doctrine in Medicine: A Critique (Oxford: Clarendon, 1987) 
204-205. 

3 Ibid. 24. 
4 Ibid. 206-207. 
5 Ibid. 220. 
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lacks any final basis for placing value on human life. They assert that it 
strips away the fundamental foundation of man's dignity, his creation in 
the image of God. They suggest the following consequence of using such 
criteria: 

Quality of life, arbitrarily judged by fallible and sinful people, becomes the 
standard for killing or not killing human life—whether born, newly born, the 
rich, or the aged.6 

Schaeffer and Koop use the wedge argument as another reason for their 
rejection. The context of the discussion is the determination of the United 
States Supreme Court's opinion on what a meaningful life is. Schaeffer 
suggests that the Court's consideration reflections the opinions of a new 
breed of medical personnel who advocate euthanasia when meaningful life 
is not apparent. 

The next step is to destroy human individuals or groups of individuals be­
cause they are unwanted, imperfect, or socially embarrassing. Senility, in­
firmity, retardation, insanity, and incontinence are conditions that come to 
mind. Obviously when one comes to this practice, he has gone far beyond so-
called mercy killing. He has entered into the same realm as that of the Nazi 
behavior during World War II.7 

While Koop and Schaeffer reject these utilitarian QoL determinations, 
they do not associate the SL principle with a radical vitalism in practice. 
They acknowledge that extraordinary means should be withheld if such 
treatment is only "prolonging the experience of dying."8 In their position, 
the physician is expected to use his skills in patient care in a way answer­
able to society and to God.9 These two criteria are weighed in regard to 
the patient's prognosis and in regard to the intent of treatment by the 
physician. If the physician 

believes that the technological gadgetry he is using is merely prolonging the 
experience of dying, rather than extending life, he can withdraw the extra­
ordinary means and let nature takes its course, while keeping the patient as 
comfortable as possible.10 

Although their position uses an "unarticulated" QoL criterion that disval­
ues the suffering of prolonged death, they provide an alternative approach 
to biological reductions of the human person in the guise of vitalism and 
physician-assisted mercy-killing. 

6 F. A. Schaeffer and C. E. Koop, Whatever Happened to the Human Race? (Westchester: 
Crossway, 1982) 375-376. They are reacting to Singer's rejection of human life as sacrosanct. 
Singer supports his position by suggesting that the standard of practice in hospitals is now 
utilitarian. He asserts that an ethic built on the image' of God is philosophically untenable and 
calls for the abandonment of views based on "religious mumbo jumbo." 

7 Ibid. 333. 
8 Ibid. 
9 Ibid. 332-333. 

10 Ibid. 333. 



106 JOURNAL OF THE EVANGELICAL THEOLOGICAL SOCIETY 

2. Franklin Payne, Jr. Payne rejects both utilitarian and personalist 
uses of QoL criteria. He asserts that a QoL ethic is dangerous because the 
standard is relative. In his opinion, if the SL principle is altered to include 
QoL criteria it will degenerate to the point that "quality of life becomes 
the standard of the group that is in control."n He appeals to the Nazi 
holocaust to prove his point. 

The words "quality of life" have similar problems. Its hidden agenda is 
brought out by the questions, "What are the criteria of quality and who 
determines those criteria?" The beginning of the Nazi holocaust involved the 
elderly and mentally ill who were considered not to have a "quality" which 
gave them a right to life. In a very short time, Jews and others had lost their 
"quality," as well. A "life not worthy to be lived" is less subtle, but this eu­
phemism is similarly applied to people with various problems.12 

What he is rejecting then is a quality based on a "capacity or trait" that 
"belongs to a person" who is experiencing life in the sense of biological 
"animate existence."13 Oddly, he introduces caveats to these medical di­
lemmas that entail QoL criteria. He posits that 

granting human status to deformed babies does not mean that all that can be 
done medically should be done. Many recognize that the moral way to deal 
with terminally ill people is to withhold or stop treatment. The same princi­
ples can be applied to the other end of life, the unborn and the newborn.14 

Several points appear inconsistent in Payne's argument. First, he uses 
unarticulated QoL criteria in weighing medical moral decisions. He him­
self admits that this SL principle is not absolute but only addresses the 
issue in the context of capital punishment. By doing this he avoids a main 
issue of the debate. Further his praxis demonstrates the existence of QoL 
criteria that are apparent in his "Guidelines for Casuistry."15 In the ex­
ample of his mother he rejects radiation and chemotherapy on the basis 
of misery. They ceased to consider surgery because she was diagnosed as 
being terminal. During her stay at home she stopped eating, she con­
vulsed, and her breathing became labored three days before death. This 
is not to ridicule his care of her but to say that certain criteria existed to 
determine what care was to be given and what care was to be withheld. 

In this context Payne forwards a quantitative and qualitative criterion, 
respectively: the irreversible terminal nature of his mother's disease, and 
the disvalue of misery exacerbated by life-prolonging therapy. The ele­
ment of quality is present in the "capacity" to thrive without misery that 
"belongs" to the "condition of power or animate existence" of the patient's 

11 F. E. Payne, Jr., Biblical/Medical Ethics: The Christian and the Practice of Medicine 
(Michigan: Mott Media, 1985) 201. 

12 Ibid. 201-202. 
13 The Oxford English Dictionary (2d ed.; ed. J. A. Simpson et al.; Oxford: Clarendon) 12.973; 

8.910-913. 
14 Payne, Ethics 150. 
15 Ibid. 207-209. 
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physiological life.16 If this is indeed so, then an unarticulated QoL crite­
rion exists and should be reckoned with. 

Payne alludes to a third QoL criterion that it is almost taboo to speak 
about in evangelical medical circles: economic rationing of treatment. In a 
rather confusing discussion he presents the problem of "the staggering 
reality and continued increase" of medical expenditures.17 he adds a ca­
veat common to medical thinking in the evangelical world: "Economics 
seems out of place when human lives are involved."18 He introduces the 
example of heroic procedures done upon a man with an abdominal embo­
lism who survived sixteen hours and left his family post mortem with a 
medical bill of over ten thousand dollars. He cites statistics demonstrating 
the enormous hospital costs incurred in intensive-care units by those 55 
to 75 years of age.19 His conclusion is that a balance is needed without 
lessening the SL principle economically.20 Concretely he suggests hospice 
or home health care in many of these cases, appealing to the guidelines of 
casuistry. 

Whether Payne recognizes it or not, QoL criteria are resident in his 
position. The economic balance he appeals to is little less than a propor­
tional weighing of patient treatment to the quality of life of society or 
family that is diminished post mortem by the costs of that treatment. It is 
weighing the quality or capacity of the family or society to thrive after 
having been impinged upon by the economic consequences of applying the 
maximum care available to someone whose capacity to thrive is less than 
that deemed normal by the medical community: the irreversibly terminal 
patient. 

3. John Jefferson Davis. Davis rejects a QoL ethic where quality is 
seen as a capacity or mental attribute and life means animate existence: 

The choice, then, between the "sanctity of life" based on the image of God, 
and the "quality of life" ethic based on brain function, is a choice between an 
ethic that protects all human beings in principle, and an ethic with a sliding 
scale of human worth based on intelligence and mental function.21 

He gives three reasons supporting his rejection of the QoL ethic. First, he 
finds the use of these criteria incompatible with patient autonomy. He 
posits that "those selected for non-treatment have no say in the de­
cision."22 In his opinion this situation "leaves the weak and powerless 
subject to the arbitrary will of the strong and powerful."23 

16 Oxford English Dictionary 12.973; 8.910-913. 
17 Payne, Ethics 208. 
18 Ibid. 209. 
19 Ibid. 
20 Ibid. 
21 J. J. Davis, Evangelical Ethics: Issues Facing the Church Today (Phillipsburg: Presbyte­

rian and Reformed, 1984) 170. 
22 Ibid. 
23 Ibid. 
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His second objection is based on the discriminatory character of the 
QoL ethic, which he argues allows for an arbitrary annihilation of "lives 
that are burdensome and inconvenient."24 He feels that this kind of dis­
crimination will result in eventual active euthanasia projects targeting 
"classes of unwanted human beings."25 

Davis' third objection is in regard to the danger of this ethic in the 
context of a society driven by a cost-benefit economy. In his opinion QoL 
considerations are easily confused with cost-benefit analyses.26 He feels 
that Roe v. Wade was an example where cost-benefit analysis was con­
fused with QoL considerations. In his opinion the weak and unprotected 
lost. He believes this is the thin edge of the wedge, since the Supreme 
Court appealed to a "meaningful life" criterion in their decision.27 Because 
of this decision, other groups such as the terminally ill, comatose and 
senile are now openly targeted by the same criterion. 

Although Davis rejects a utilitarian QoL ethic he does not advocate a 
radical vitalism. On the contrary he recognizes situations where treat­
ment can and should be refused. 

There is, however, no moral obligation to provide useless treatment to a 
genuinely terminal patient. In such cases, the patient will die whether or not 
the treatment is provided. There is no moral necessity to extend an irre­
versible process of dying.28 

There are at least three points in his praxis worthy of notation. (1) Davis' 
method is open to the necessity of contextualizing the conflicting moral 
obligation in medical dilemmas. He advocates a position he calls "contex­
tual absolutism."29 Criteria in the decision-making process revolve around 
the poles of intentionality and "a higher obligation suspending a lower 

24 Ibid. The QoL philosophy, based on degree of brain function, endangers the lives not only 
of the handicapped newborn but also of the mentally retarded, the comatose and the senile. 
Their lives, too, may be considered burdensome and inconvenient. 

25 Ibid. 
26 Ibid. 170—171. In the context of the expense of treatment for a handicapped newborn 

Davis says, "It has been suggested that some of these expenditures on 'marginal' patients could 
more profitably have been diverted to other forms of medical treatment for patients whose 
'quality of life' suggests a more viable future." This is no longer merely a suggestion; in some 
places, such as the state of Oregon, it is the law. Cf. also H. T. Engelhardt, Jr., and M. A. Rie, 
"Morality for the Medical-Industrial Complex: A Code of Ethics for the Mass Marketing of 
Health Care," New England Journal of Medicine 319/16 (October 20, 1988) 1086-1087. These 
authors advocate the "virtues of dumping" in order to raise the issue of cost shifting to public 
consciousness. The evil, premoral or moral, of treatment denial on the basis of socio-economic 
status for the sake of consciousness raising is disproportionate. The disproportion is based on 
the sacrifice of the originality of human persons bound to a social class for the purposes of 
political reflections on hidden taxation. 

27 Davis, Ethics 172. 
28 Ibid. 173. 
29 Ibid. 14. The view advocated in this work regarding conflicting moral obligations could 

be termed "contextual absolutism." The position forwards the idea that in every ethical sit­
uation, no matter how extreme, there is a course of action that is morally right and free from 
sin (1 Cor 10:13). N. Geisler calls the same position "graded absolutism." 


