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“God is the giver and taker of life”: Muslim beliefs and attitudes regarding assisted
suicide and euthanasia

Cha€ıma Ahaddour, Stef Van den Branden, and Bert Broeckaert

Faculty of Theology and Religious Studies, KU Leuven (Research Unit of Theological and Comparative Ethics), Leuven, Belgium

ABSTRACT
In the context of the Belgian debates on end-of-life care, the views of Muslims remain understudied. The
aim of this article is twofold. First, we seek to document the relation between contemporary normative
Muslim ideas on assisted suicide and voluntary euthanasia on the one hand and real-world views and
attitudes of Muslims living in Belgium on the other hand. Second, we aim to identify whether a shift is
observable in the views and attitudes regarding active termination of life between first- and second-
generation Muslims. We have observed that when dealing with these bioethical issues, both first- and
second-generation Muslims adopt a theological line of reasoning similar to the one that can be found in
normative Islamic views. We have found an absolute rejection of every act that deliberately terminates life,
based upon the unconditional belief in an afterlife and in God’s sovereign power over life and death.
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A number of Western countries have actively debated euthana-
sia over the last 30 years. The debate has centered on a right to
die based on the principles of autonomy, individuality, and the
right to self-determination (Cohen et al. 2006a; 2006b). More
recently, a number of publications have included discussions of
contemporary bioethical issues including euthanasia from a
normative Islamic point of view (Al-Bar and Chamsi-Pasha
2015; Arda and Rispler-Chaim 2012; Atighetchi 2007;
Brockopp 2004; Brockopp and Eich 2008; Ghaly 2016; Rispler-
Chaim 1993; Sachedina 2005, 2009; Shanawani and Khalil
2008), and a large number of legal opinions (fatawa/fatwas)
have been issued by Islamic scholars through different media
(cf. Islamic Organization of Medical Sciences, Islamic Fiqh
Academy, International Islamic Fiqh Academy, European
Council for Fatwa and Research) (Al-Bar and Chamsi-Pasha
2015; Van den Branden and Broeckaert 2009; 2010a; 2010b).
However, the number of empirical studies that deal with the
views of the rapidly growing number of Muslims living in the
West on specific ethical dilemmas at the end of life is very lim-
ited (Ahaddour, Van den Branden, and Broeckaert 2017; Baeke
2012; Van den Branden 2006). Given the fact that Europe and,
more specifically, Belgium are becoming more multicultural
and multireligious, care can no longer be provided solely from
a Christian or Western secular framework. Additionally, it is of
great importance to provide adequate and dignified end-of-life
care.

In this article we ask what the relationship is between nor-
mative Islamic views on assisted suicide and voluntary euthana-
sia on the one hand and real-world views and attitudes of
Muslims living in a Western, European society on the other
hand. Is there a wide gap between normative Islamic view-
points and what ordinary Muslims believe and think? And can

we observe a shift in views and attitudes when we compare
first- and second-generation Muslims in Belgium, given that in
Belgium this second generation shows much more socioeco-
nomic diversity and has presumably been more strongly influ-
enced by the Western society its members live in and have
been brought up in?

Normative islamic views on assisted suicide and
euthanasia

Islam has no central religious authority. Muslim scholars
deploy a variety of approaches to ethics, often resulting in a
variety of opinions (fatawa/fatwas) within Islamic jurispru-
dence (fiqh) (Al-Bar and Chamsi-Pasha 2015; Arda and
Rispler-Chaim 2012; Atighetchi 2007; Rispler-Chaim 1993;
Sachedina 2012). However, regarding the active termination of
life a univocal negative answer is found within normative
Islamic and international scholarly literature (see fatwas issued
by Islamic Organization of Medical Sciences, Islamic Fiqh
Academy, International Islamic Fiqh Academy, European
Council for Fatwa and Research) (Al-Bar and Chamsi-Pasha
2015; Van den Branden and Broeckaert 2009; 2010a; 2010b).
Any active form of life termination is radically rejected and
prohibited on the basis of a number of theological arguments
and convictions. First, Islam does not recognize the right to die
voluntarily. Deliberately ending one’s life is considered suicide
and is equated with murder when there is a physician involved.
Both murder and suicide are perceived as grave sins (Al-Shahri
2016; Atighetchi 2007; Ayuba 2016; Brockopp 2008; Choong
2015; Rahman 1998; Rispler-Chaim 1993; Sarhill et al. 2001;
Van den Branden and Broeckaert 2010b). Yousuf and Fauzi
(2012) and Al-Bar and Chamsi-Pasha (2015) explain that from
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a Quranic point of view, saving a person’s life is equated with
saving the lives of the whole of mankind, and taking someone’s
life unjustly is tantamount to the killing of mankind in its
entirety. Rahman (1998) and Al-Jahdali et al. (2013) explicitly
state that in Islam the concept of a life not worth living is unac-
ceptable. On the other hand, Padela and Qureshi (2016, 11)
state that “one could argue that judgements about when a cer-
tain type of life need not be brought into this world and when a
certain type of life can be allowed to expire are two sides of the
same coin as they attend to a moral vision for what constitutes
a life worth living (or a life worth preserving medically).”
Indeed, withdrawal of life support when patients are not
expected to recover, are terminally ill, or are declared brain
dead is permitted by some Islamic scholars and judicial bodies
(Ebrahim 2001; Padela and Qureshi 2016; Sachedina 2009). In
the context of abortion, different perspectives exist within the
Islamic legal schools and among the Islamic scholars (e.g.,
based on the idea of ensoulment) about when and in which
(strict) circumstances an abortion can be initiated (Athar 2016;
Atighetchi 2007; Brockopp 2004). According to Al-Bar and
Chamsi-Pasha (2015) and Atighetchi (2007), in Islam, abortion
is allowed for certain medical reasons, including a serious dis-
ease of the expectant mother that makes continuation of the
pregnancy hazardous to her health or even to her life. The
mother is recognized as having a greater value than the fetus as
a form of life that has already been developed and is possibly
the source of a new life. According to the Islamic Fiqh Council
(Saudi Arabia), in case of a severe congenital anomaly, abortion
can be allowed if agreed upon by a committee of experts (Albar,
2007; Al-Bar and Chamsi-Pasha 2015; Al-Matary and Ali
2014).

The normative Islamic literature also upholds the notion of
God’s omnipotence and omniscience concerning life and death.
God is the giver and taker of life (Al-Jeilani 1987; Atighetchi
2007; Brockopp 2008; Fitzpatrick et al. 2016), which implies
human limitedness and the human impossibility of predicting
one’s moment of death (Al-Jeilani 1987; Lapidus 1996; Rahman
1998). In normative Islam we find an unconditional belief in
predestination; the occurrence of death is attributed to the will
of God (al-qadr) (Al-Bar and Chamsi-Pasha 2015; Al-Shahri
2016; Atighetchi 2007; Baider 2012; Rispler-Chaim 1993;
Sachedina 2005, 2012; Van den Branden and Broeckaert
2010a). Several scholars (Al-Bar and Chamsi-Pasha 2015; Al-
Shahri 2016; Atighetchi 2007; Rispler-Chaim 1993; Sachedina
2005, 2012) argue that God is the creator of everything and the
determiner of a person’s life span (ajl). These arguments are in
conflict with a secular right-to-die discourse. Moreover,
Atighetchi (2007) states that where the West emphasizes
self-determination as a right, from an Islamic perspective
autonomy is rather limited, as only God has the right to decide
upon a person’s life. From this perspective, performing or
requesting euthanasia or assisted suicide is perceived as deny-
ing God’s rights over lives and is seen as an act of blasphemy
(Sachedina 2005; Van den Branden and Broeckaert 2010a).

Regarding euthanasia and assisted suicide, normative Islamic
and scholarly literature clearly emphasizes a teleological perspec-
tive. According to Brockopp (2004) and Van den Branden and
Broeckaert (2010a), death, in the Islamic tradition, is merely seen
as a transitory element in the larger eschatological scheme, that

is, what the soul is awaiting in the hereafter (e.g., paradise; hell).
Badawi (2011) and Sachedina (2012) explain that in Islam the
purpose of the worldly life is only to prepare a person for the
eternal life in the hereafter, as life and illness are viewed as
merely a test of God. The future perspective of judgment in the
hereafter qualifies a person’s action in this world. In Islam, each
person has a free will and is thus responsible for his or her own
actions (Al-Bar and Chamsi-Pasha 2015; Atighetchi 2007;
Rispler-Chaim 1993; Sachedina 2005). Intention (niyya) is
strongly emphasized in this respect. Atighetchi (2007) and Al-
Bar and Chamsi-Pasha (2015) explain that each action will be
judged according to the person’s intention. Committing suicide
would thus result in an eternal punishment in hell (Brockopp
2004; Rispler-Chaim 1993; Sachedina 2012; Van den Branden
and Broeckaert 2010a). Through confrontation with illness and
suffering, Muslims are recommended to be aware of the earning
of good marks (hạsanat), which pave the road to paradise
(Al-Shahri 2016; Brockopp 2004; Rispler-Chaim 1993). In other
words, the rejection of active termination of life is to be under-
stood within a broader teleology, within the purposefulness of
life and illness. From an Islamic perspective, cultivating a faithful
relationship with God and being patient guarantees rewards
(hạsanat) in this life or in the world to come (Al-Bar and
Chamsi-Pasha 2015). Baider (2012) also affirms this Islamic per-
spective by stating that the belief in predestination and the after-
life helps Muslims to cope with severe illnesses. In this
teleological and eschatological framework, euthanasia and
assisted suicide are not acceptable options.

A final conviction that constitutes an argument against
euthanasia and assisted suicide can be found in the sanctity of
human life. The Qurʾan affirms that all human life is holy
(hụrm) and dignified (karama), as God has created it (Al-Bar
and Chamsi-Pasha 2015; Al-Shahri 2016; Ghaly 2015). Islam
attributes a great value to the preservation of human life. This
is one of the five higher objectives of Islamic law (maqasịd al-
Sharıa), which entails preservation of faith, life, mind, progeny,
and property (Al-Bar and Chamsi-Pasha 2015; Atighetchi
2007; Rispler-Chaim 1993; Sachedina 2009). In Islam high
importance is given to taking care of body and life, as they are a
trust (ʾamana) of God (Al-Bar and Chamsi-Pasha 2015; Al-
Shahri 2016; Ghaly 2015). Several scholars (Al-Bar and
Chamsi-Pasha 2015; Atighetchi 2007; Badawi 2011; Brockopp
2004; Ghaly 2015; Rispler-Chaim 1993; Sachedina 2009; Van
den Branden and Broeckaert 2010b) corroborate that in Islam
the relationship with the body is framed in terms of vicege-
rency: A human being does not own his or her body, but only
has it on loan until death. Life and body are thus considered
gifts from God. Therefore, seeking treatment is often consid-
ered important. In general, nearly all (Sunni) legal schools
(madhahib) are of the opinion that seeking remedy is obliga-
tory (fard)̣ in certain lifesaving situations and in treatable and
curable illnesses. A treatment is considered optional or permis-
sible (mubah)̣ when the overall benefit is not proven or even
doubtful and when the effect of a therapy is uncertain. A ther-
apy is discouraged (makruh) when therapy is futile, when ther-
apy is unlikely to bring benefit, and when harm or even
inconvenience from therapy may follow (Al-Bar and Chamsi-
Pasha 2015; Al-Jahdali et al. 2013; Padela and Qureshi 2016;
Padela and Mohiuddin 2015; Qureshi and Padela 2016; Saiyad
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2009). However, the dominant classical position of the Hạnbalı
legal school is that seeking medical treatment is permissible but
not obligatory and that abstaining is superior. Preference is
given for placing trust (tawakkul) over seeking medical treat-
ment, and thus refraining from therapy is seen as praiseworthy
(Padela and Qureshi 2016; Qureshi and Padela 2016). Euthana-
sia and assisted suicide, on the other hand, are not an option.

Empirical study

Data collection
We used an exploratory approach to describe the attitudes and
beliefs of Moroccan Muslim women regarding euthanasia and
assisted suicide. Our goal was to reconstruct Moroccan
Muslim’s women way of thinking, not to formulate normative
judgments about them. From October 2014 to September 2015,
30 semistructured interviews were conducted with a snowball
sample of middle-aged and elderly self-identified Muslim
women in the Moroccan community in Antwerp, Belgium.
This was conducted by the interviewer (first author), who her-
self is a member of the Moroccan Muslim community. Because
of the cultural characteristics of the research population, more
specifically the common gender segregation in traditional
Muslim societies, in particular among first- and second-genera-
tion Moroccan Muslim communities (Timmerman 2001), and
the female gender of the interviewer (first author), purposive
sampling for qualitative interviewing was limited to Moroccan
Muslim women. The views of first-generation Moroccan
Muslim men in Antwerp, Belgium, have been addressed by
Van den Branden (2006), who additionally conducted a theo-
retical analysis of Islamic sources on end-of-life-issues
(Van den Branden and Broeckaert, 2008). In other words, we
chose women of Moroccan descent as this population is one of
the largest Muslim communities in Belgium (Hertogen, 2016).
Our choice of Antwerp was based on two important reasons.
First, this city has the largest Muslim population in Flanders:
19.2% of Antwerp’s population is Muslim (Hertogen 2016).
Second, Antwerp as a port city is considered to be one of the
most multicultural cities in the world. We chose elderly (first-
generation) women, as they are, given the aging of this popula-
tion, confronted with more end-of-life and health care needs.
We also included middle-aged participants as they have been
brought up in a Western context, in contrast to members of the
first generation who grew up in a traditional Islamic context.

Different routes of recruitment (e.g., mosques, women’s
association, social media) were adopted to incorporate a diver-
sity of profiles within the female Moroccan Muslim community
through snowball sampling. Face-to-face interviews were based
on a semistructured interview protocol covering the following
topics: demographic background, religion, care for the elderly,
illness, end-of-life issues, death and dying, mourning, remem-
brance, and burial. The interviewer (first author) conducted the
interviews in darija (Moroccan Arabic), tarifit (a Berber lan-
guage), and Dutch. Participants were interviewed one-on-one
(e.g., in their own house, in a room made available by a local
nonprofit organization, or in a quiet tea house). To help us
with the interpretation of our data, the interviewer (first
author) also consulted with 15 experts in the field (e.g., Muslim
physicians, Muslim nurses, palliative care consultants, and a

hịjama [“cupping”; a body therapy that purifies that purifies
blood by means of a vacuum] practitioner etc.) about euthana-
sia and assisted suicide between September 2014 and Septem-
ber 2015. The information collected from these interviews
provided context within which the data from our interviews
could be considered. The data of our interviews with experts
are not perceived as normative, but only as a description of
their observations and experience with Moroccan Muslims.
Experts were interrogated on the same topics as the Moroccan
Muslim women via outlined semistructured interview proto-
cols. This approach was helpful as a comparative method to
ensure reliability of the data and helped us to be more sensitive
toward the data from our interviews.

This study is part of a larger research project on attitudes,
beliefs, and practices regarding death and dying among mid-
dle-aged and elderly Moroccan Muslim women in Belgium
(Antwerp).

Ethics review
Our study was approved by the Social and Societal Ethics Com-
mittee (KU Leuven, Belgium). Informed consent was gathered
from each participant. In order to guarantee the anonymity of
our participants, we made use of pseudonyms.

Data analysis
On average, each interview took 120 minutes (range: 90 minutes to
150minutes). Data collection continued until theoretical saturation
was reached. This occurred after 13 interviews with middle-aged
participants and after 12 interviews with elderly participants. Nev-
ertheless, we conducted extra interviews to ensure the validity and
reliability of our data. The interviews were audio recorded and
transcribed verbatim, using Express Scribe.

Grounded theory methodology (Corbin and Strauss 2015;
Glaser and Strauss 1967; Strauss and Corbin 1998) was used to
code and analyze the interview data. Grounded theory methodol-
ogy aims at thoroughly capturing the worldview of the individual
respondent as a basis for constructing the worldview of the social
group to which the respondent belongs. Therefore, the methodol-
ogy stresses the use of “taking the role of the other” and the “con-
stant comparative method” as basic research techniques (Glaser
and Strauss 1967). By adding codes to the data and through con-
stant comparisons, key concepts—generated inductively—were
identified in the interviews, and categories were systematically gen-
erated and interrelated to grasp the real-world experiences and
meaning systems of our participants.

The data were coded using grounded theory’s three major steps
of coding: open, axial, and selective coding. During open coding,
the data were broken down, examined, and compared in order to
identify similarities and differences while categorizing the data.
Axial coding, the second step in the coding process, reflected the
systematic process we used for grouping data, linking categories
based on associative relationships, and deriving conclusions from
analysis and resynthesis of data. The third step of coding was selec-
tive coding—a process in which relationships between the core cat-
egory and other categories were systematically identified. This was
a process of integrating and refining a theory as an answer to the
research question (Corbin and Strauss 2015; Strauss and Corbin
1990). In our exploration of the attitudes and beliefs of Moroccan
Muslim women toward euthanasia and assisted suicide, our coding
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frame consisted of notions against euthanasia and assisted suicide
and notions of dilemma. For example, concepts describing the
arguments against euthanasia were “God as author of death,” “life
as a trust,” “blasphemy,” “suicide,” and “hell.” These concepts were
subsumed under categories including “theological considerations”
and “eschatological considerations,” which were subsumed under
the category label “contra euthanasia.” The data collection was
based on constant iterative analysis of each new interview (“theo-
retical sampling”), which often involved the adaptation and further
specification of interview guides.When certain categories were well
developed and the relationship between categories was clear, theo-
retical saturation (“theorizing”) was reached (Glaser and Strauss
1967; Strauss and Corbin 1998). A tentative theoretical conclusion
was that there was a clear relation between religious beliefs and atti-
tudes toward euthanasia and assisted suicide.

In order to facilitate data analysis, a qualitative data analysis
software package (NVivo 10) was used. The data from the
interviews with Muslim women and with experts were analyzed
separately in an NVivo project. The findings from our inter-
views with Muslim women were compared with those from the
interviews with experts by concept and category and subse-
quently compared with other empirical studies (cf. Discussion
section). Several control measures were taken to ensure reliabil-
ity and validity of our data and to limit bias. First, all interviews
were recorded and transcribed ad verbum. Second, the inter-
viewer made use of memos when collecting data and analyzing
the data. Third, peer debriefing was performed by the guiding
committee, consisting of researchers with an expertise in reli-
gious ethics and end-of-life issues. The guiding committee
guided and reviewed all phases of the project, from interview
guide and research question development, to data collection,
data analysis, and dissemination. Double coding was also per-
formed, in which interviews were coded independently by the
interviewer and a member of the guiding committee and subse-
quently compared. Fourth, findings were regularly discussed
with several members of the Moroccan Muslim community.
Fifth, the data from the interviews with experts in the field, as
well as the literature, were used to verify the reliability of our
data.

Conceptual framework of treatment decisions in advanced
disease
Attitudes toward treatment decisions at the end of life were
explored by making use of hypothetical cases (Table 1) that
were formulated on the basis of the typology of Broeckaert

(Broeckaert 2008; 2009a; 2009b; Broeckaert and Flemish Pallia-
tive Care Federation 2006). Broeckaert developed a typology of
treatment decisions at the end of life in order to provide clarity
regarding ethical dilemmas in end-of-life care. In this typology,
choices with regard to euthanasia and assisted suicide consti-
tute one category of treatment decisions (apart from choices
with regard to curative/life-sustaining treatment and pain/
symptom control). Broeckaert (2009a) distinguishes three kinds
of acts belonging to this category: (1) assisted suicide, which
means “intentionally assisting a person, at this person’s request,
to terminate his or her life”; (2) voluntary euthanasia, which is
“the intentional administration of lethal drugs in order to pain-
lessly terminate the life of a patient suffering from an incurable
condition deemed unbearable by the patient, at this patient’s
request”; and (3) nonvoluntary euthanasia, which is “the inten-
tional administration of lethal drugs in order to painlessly ter-
minate the life of a patient suffering from an incurable
condition deemed unbearable, not at this patient’s request.”
This article is limited to the discussion of assisted suicide and
voluntary euthanasia.

Results

Participants’ (socio-)demographic information and health
situations

These middle-aged Moroccan Muslim women (n D 15) were
between 41 and 55 years old, and the elderly women (n D 15)
were between 61 and 86 years old. Nearly half of our middle-
aged participants were born in Belgium, while the others came
to Belgium at a very young age through family reunification.
All elderly participants were first-generation migrants who
came to Belgium between the early 1960s and early 1990s, in
the context of labor migration, family reunification, or marriage
migration. Only one elderly participant came to Belgium via an
employment visa.

Among our middle-aged participants, 12 were married, 2
were divorced, and 1 was widowed. Among our elderly partici-
pants, eight were married, six were widowed, and one was
divorced. Our elderly participants had noticeably larger families
(with up to 10 children) than our middle-aged participants (up
to 6 children).

Among the middle-aged participants, the overwhelming
majority were multilingual, mastering a total of three to five
languages. Worth noting is that these participants pointed out
that they did not have one, but two mother tongues, namely,
Dutch and either Moroccan Arabic or a Moroccan Berber lan-
guage. Among the elderly participants, eight Moroccan Berber
women spoke tarifit as their mother tongue, while seven
Moroccan Arabic women spoke darija. In contrast to the mid-
dle-aged participants, they had no or a very limited knowledge
of Dutch. Only a small minority of Moroccan Berber Muslim
women spoke Arabic, and only two Moroccan Arabic Muslim
women had a good knowledge of French.

In Belgium, the majority of the elderly participants and a
minority of the middle-aged participants lived a rather isolated
life, as most of them had not had the opportunity for education
and were illiterate, doing the housekeeping and taking care of
their children. Only four elderly participants graduated from

Table 1. Hypothetical cases.

Case 1: Assisted suicide

A terminal patient, having only a few more weeks to live, is in severe physical
pain. The treating physician has been unable to adequately relieve his/her
pain. That patient requests medication to end his/her life. Should the
physician be allowed to provide drugs so that the patient can end his/her
life?

Case 2: Voluntary euthanasia

A terminal patient, having only a few more weeks to live, is in severe physical
pain. The treating physician has been unable to adequately relieve his/her
pain. That patient requests his/her life to be ended. Should the physician be
allowed to administer a lethal injection?
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lower secondary school and only one from secondary school.
However, a minority of elderly participants had become more
socially active at an older age by going to the mosque or sports
center and taking Arabic and/or Dutch language classes.

Regarding employment, only two elderly participants
worked outside the home as laborers. Much more diversity in
socioeconomic status was observed among our middle-aged
participants. Nearly half had a high level of education. In con-
trast to elderly participants, 10 of the 15 middle-aged partici-
pants were economically active (from laborers to officials).

Nearly all elderly participants were diagnosed with diabetes
and illnesses related to old age, including hyper- and hypoten-
sion, knee osteoarthritis, and geriatric migraines. The health
issues of our middle-aged participants were limited to knee
problems and migraine. Three elderly participants and one
middle-aged respondent reported that they had breast or uter-
ine cancer resulting in hysterectomy or mastectomy. One mid-
dle-aged participant had heart problems and, as a result of a
previous coma, reported a poor health condition. In general,
our middle-aged participants reported better health conditions
than the elderly participants did. Five middle-aged and four
elderly participants reported that they had been confronted
with incurable and terminal illnesses within their immediate
environment, including Parkinson’s disease, dementia, several
types of cancer, and severe chronic disease.

Attitudes toward assisted suicide and euthanasia

Case 1: Assisted suicide. Our participants immediately inter-
preted termination of life from a religious perspective. They all
strongly condemned the idea of ending one’s suffering in an
active and direct way with the assistance of a physician, except
for Nuria and Ikram (pseudonyms), who held rather intermedi-
ate positions. Nearly all participants unanimously argued that
this act is unlawful (hạram) and is in fact in conflict and irrec-
oncilable with being a believer, a Muslim, and for these reasons
it is absolutely unacceptable.

“No, that’s suicide. No, that’s hạram. You may not end your life.
No. Being a Christian, a Muslim, or a Jew plays a role. A real Jew,
Christian, or Muslim doesn’t do that.” Hannan—middle-aged—low
level of education

“If it’s a non-Muslim, then the physician will give it. It’s hạram! It’s
not allowed for the soul! […] That’s not an Islamic conduct. No, a
Muslim may not do that.” Yamina—elderly—illiterate

Nearly all participants equated this act with suicide (intihạr),
and considered the physician an accomplice. In their opinion,
the physician’s task was to take care of the patient and not to
help the patient with ending his or her life. In this respect, they
highlighted that a Muslim is not allowed to express a wish to
die. These findings are in keeping with the results of the inter-
views with our experts.

“It’s still a sort of euthanasia. As a Muslim, I don’t accept this, it’s
euthanasia, it’s suicide. It’s forbidden to hasten death. You may not
wish that.” Sarah—middle-aged—high level of education

“No, they may not give him that. No no, because then he commits
suicide. That’s intihạr [suicide]. It’s not as if someone else gave it to

him, but if he does it himself, then it’s suicide. It’s also not good if a
physician does it. The physician is supposed to help a patient and
not end his life.” A€ıcha—elderly—illiterate

“No no, they see it as euthanasia, because you asked for it. No, it’s
suicide for both the first- and second-generation Muslim women.”
Fadila—Psychosocial consultant

A minority of—mainly elderly—participants considered
ending one’s life prematurely a sign of ignorance (jahl), blas-
phemy (shirk), and even disbelief/heresy (kufr/kfa). Indeed,
throughout the interviews it was argued that a person who
commits suicide turns away from God, is ungrateful, and is an
unbeliever (kafir).

“No no, that’s not good, that’s jahl [ignorance]. That’s shirk [blas-
phemy]. You may not end your life.” Zohra—elderly—low level of
education

“No no, then he stepped out of his religion [kfa]. Then he turned
away [kfa] from God. Someone who does such a thing is not a Mus-
lim, he’s a kafir [unbeliever]. It does happen to non-Muslims, for
them it’s nothing, but for us, this is impossible.” Laziza—elderly—
illiterate

The strong denouncement of this type of life termination by
all our participants is based upon the belief, again shared by all,
that only God has the right to end a person’s life. This percep-
tion has to be viewed against the backdrop of their uncondi-
tional belief in the omnipotence of God, who governs over life
and death, and predestination. Participants mentioned that
only God determines a person’s time of death (ajl), which is
already predetermined. In other words, death is ascribed to
God’s will (al-qadr). They explained that a human being does
not have any right to take (any) action to end his or her life,
but rather must wait patiently until his or her time of death
comes. In this way, humans can score good marks (hạsạnat),
which will be counted up after death.

“That’s also not allowed! Not at all. […] God decides about your
death, your ending. We don’t know what God has destined for her.
Everything is predestined.” Radia—middle-aged—low level of
education

“I don’t want anything to do with it. This is not ok. He ended his
life before his ajl. Like I said, it’s God who gives and takes away life.
We have no business with that.” Malika—elderly—low level of
education

Against this backdrop, two participants referred explicitly to
the vicegerency of the human being in this worldly life. They
explained that life and body have to be taken care of as they are
a gift and a trust (ʾamana) from God.

“Yes, it’s forbidden in my religion, so I’m also against it. And as you
can see, a body is a gift and if you’re sick, it’s a part of it. You need
to take care of it.” Lamya—middle-aged—high level of education

“Life is an ʾamana. It’s only God who can take back his ʾamana.”
Zohra—elderly—low level of education

In their rejection of assisted suicide (and euthanasia) most
participants explicitly referred to their belief in the afterlife,
which seems to form a strong barrier against terminating one’s
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life. Indeed, our participants believed in an eternal afterlife and
that life and illness are merely part of God’s test for entering
the eternal life in paradise. In their opinion, assisted suicide
(and euthanasia) entails severe implications in the hereafter.
They argued that assisted suicide is merely a relief in this
worldly life, but a greater punishment and extreme suffering
are awaiting in the hereafter. Moreover, after death, God will
judge human beings based on their actions, and this action of
taking your own life would lead to an eternal stay in hell, eras-
ing all good deeds that were performed. Therefore, the focus is
more on the purposefulness of pain, which is understood as a
way of purifying one’s sins. This is also confirmed by our
experts.

“We believe in life after death, which is eternal. You know, you’re
going there and you would want to do everything that’s in your
power to get there in a right way. Then you’re not going to commit
suicide. Even if the pain would be really painful.” Nihad—middle-
aged—high level of education

“No, that is hạram. God says: ‘the person who commits suicide is
destined for hell.’ […] And what if you killed yourself in this world,
but the hereafter is worse, you’ll suffer more in hell? One who com-
mits suicide goes to hell. It’s not good. That’s my opinion, the one
who commits suicide goes to hell, that’s what I hear in the Qurʾan.”
Alia—elderly—illiterate

“I think this almost never happens among us. Because they know
you’ll be punished severely in the hereafter.” Laila—Muslim nurse

Only a few participants nuanced this idea of severe eschato-
logical implications and emphasized that a person cannot pass
judgment on another human being’s actions. Only God has the
knowledge of intentions and can pass moral judgment on a per-
son’s actions. Thus, only God possesses knowledge (Allahu
aʿlam) and therefore knows a human being’s destiny.

“God says that if you commit suicide or jump out of a window or
kill someone or take drugs to die, then you’ll experience a rough
path to God. Where you will go in the hereafter depends upon your
deeds. But in this case, it’s only God who knows.” Khadija—
elderly—low level of education

“If they do that, they’ll think they’ll have found peace, but they’ll
not find it. If you commit suicide, you’ll go as an unbeliever, as jahl
to the hereafter. But God knows best [Allahu a’lam].” Fatma—
elderly—illiterate

Although we found a strong disapproval of assisted euthana-
sia among our participants, two participants expressed a more
“understanding” attitude toward this case, though they still
shared the dismissive attitude toward active termination of life.
One elderly participant (Nuria) emphasized the right to self-
determination, explaining that a human being has the right to
decide for him- or herself, though she still acknowledged that
the soul is from God and therefore only God has the authority
and power to take away a person’s life. Besides Nuria, several
elderly and middle-aged participants who did not approve of
assisted suicide could actually “understand” the difficulty of
dealing with unbearable pain. Our participants also mentioned
that they could “understand” that human beings who do not
have a faith or do not believe in a God would request assisted
suicide. Among them, however, Ikram took an exceptional

position. Her answer clearly illustrates a difficult dilemma
between the removal of unbearable pain and God’s ultimate
role in matters of life and death. The notion of compassion fos-
tering a dilemma is also confirmed by our experts. The excep-
tional answers of Nuria and Ikram are explained later in the
Discussion section.

“Oh [silence]. If the patient decides it, so be it. If he decides it him-
self. It’s his choice. Normally this is not permitted. Like I said
before, the soul is from God. Normally we should die naturally.”
Nuria—elderly—low level of education

“Yeah, that’s terrible. For example, with labor pain I think ‘God
please!’. You would do anything in that moment. But only God can
actually take life. I find it difficult. I don’t know what I would do. I
really find these extremely difficult situations.” Ikram—middle-
aged—high level of education

“There is that emotional aspect on the one hand. They [the family]
will have compassion with the patient. And on the other hand, they
know we are not allowed to end our lives. So it will be a dilemma
either way. But if the pain is unbearable, if you hear a person, con-
stantly screaming in pain, they’ll not be able to bear that anymore
and it’ll be a sort of peace and relief. These are really difficult
issues.” Nourdin—ʾImam

Case 2: Voluntary Euthanasia. The participants’ opinions on
voluntary euthanasia were similar to their views on assisted sui-
cide. All of our participants, except for two (Nuria and Ikram),
declared themselves to be absolute opponents of euthanasia,
referring to it as a forbidden act (hạram) and considering it
ethically on par with suicide and murder. This was again per-
ceived as contrary to being a Muslim. They believed that Mus-
lims would never commit such an act, and that a Muslim
physician would never help terminatie a person’s life. In their
opinion, requesting euthanasia was considered turning one’s
back on their faith, namely, turning away from God (kufr).
They believed that a Muslim should not wish for death. It is
worth mentioning that compared with the former case, the
physician in this case is not merely viewed as an accomplice,
but rather as a murderer.

“No, a Muslim may not do that. That’s hạram. […] We may not kill
ourselves. Because then you have committed suicide. […] God says
that you may not kill yourself.” Hannan—middle-aged—low level
of education

“Yeah, non-Muslims do that, but we Muslims don’t. We may not
ask for death. […] That lethal injection is hạram. The physician
should help the patient to live and not to end a life. The physician
then killed a soul. We Muslims don’t approve of that.” Laziza—
elderly—illiterate

“No, absolutely not. There’s no one who would approve of that.
Because according to Islam it’s hạram, because it’s suicide. And I
really do not see any difference between those generations.” Nora—
Muslim nurse

Several participants viewed this act from within an eschato-
logical framework, referring to the encounter with God, para-
dise, and hell. Here, again, they mentioned eschatological
implications when performing euthanasia and explained that it
would lead to a severe punishment in the hereafter and thus
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would only offer a temporary worldly relief. This idea is also
confirmed by our experts. Here, too, a few participants nuanced
this idea of severe implications, referring to God as the only one
possessing all knowledge.

“It has also to do with religion. No matter how difficult it may be,
how unbearable the pain can be, you say ‘there comes an end.’ But
euthanasia as a Muslim remains difficult because how far is that a
liberation? […] If you’re a Muslim and you believe that when you
die, we’ll have an encounter with God, and we’ll have paradise and
so on.” Sarah—middle-aged—high level of education

“Allahu a’lam [God knows best] but they say that you’ll go to hell.
But if you do that, I don’t know what will happen. Only God knows
that.” Haddad—elderly—illiterate

“I think that euthanasia is a step too far. That’s suicide. They imme-
diately link it with hell.” Soumiya—elderly care consultant

Nearly all participants strongly highlighted that only God has
the right to take a person’s life, as He is the creator of heaven and
earth as well as life and death. Here, too, participants stressed that
God determines a person’s time of death (ajl) and that death only
occurs with God’s decree. In this respect, participants described
God as the ultimate steward of life and body and pointed out the
importance of patiently waiting until the time of death comes. In
other words, the patient does not have a right to die.

“Well, no, God has given you a life and He is the only One who may
take it away. It’s just that Islamic concept of ‘God has given you a
life, God created you.’ You cannot decide when you will be born.
You cannot decide when you’ll die.” Badria—middle-aged—high
level of education

“No no, you’ll have to wait patiently until your time comes. […]
The moment of death [ajl] comes from God. It’s God who decides
when you’ll die, when you’ll live. He created us. A human being
may not take away his or her life, only God has the right.” Zouli-
kha—elderly—low education

“They [Moroccan Muslim women] don’t do that. They are radically
against it. They also believe that death comes from God and that we
shouldn’t rush into it.”Myriam—palliative care consultant

Based upon the belief in an omnipotent God, who has every-
thing in His hands (shared by all), half of our participants also
explained their stance against active termination of life on the
grounds that God is capable of everything (al-Qadir). Hence,
they believed that God has the power to cure a person who is
declared terminally ill, which as a result fosters hope and the
belief in a miracle. This perspective is also closely related to the
belief in God’s decree (al-qadr).

“That’s why I’m against it. And if God doesn’t allow it, then there’s
always a reason why. You know? So that means that there’s still a
chance of you healing. God is capable of everything.” Lamya—mid-
dle-aged—high level of education

“If God wants you to heal, you’ll heal. Everything is in God’s hands.
There’s a family member in France who had stomach cancer and
the physicians said that they needed to remove his stomach, other-
wise he would die. But he refused […]. He’s still alive to this day.
[…] You must have sạbr [patience] and believe in the qadr of Allah
and perform your prayers.” Yamina—elderly—illiterate

Noteworthy is that two participants explicitly pointed out
that requesting and performing euthanasia are in fact sacrilege.
To them, either the physician (cf. Loubna) or the patient (cf.
Alia) was adopting the role of God. In their opinion, God’s role
as Creator of life and death was denied.

“I’m against it. I think the physicians are playing God. And I find
that sad, because God created us.” Loubna—middle-aged—low level
of education

“People don’t have a voice in that matter. It’s God who’ll end his
life. If you do that, you’re playing God. That’s forbidden!” Alia—
elderly—illiterate

Two middle-aged participants referred to a tendency in West-
ern societies where aging and incurable illness are equated with a
loss of dignity that results in the request for the termination of
one’s life. They actually feared a “normalization” of euthanasia.

“Now they tell everyone ‘when you have Alzheimer, your life is worth-
less.’ It’s like ‘oh, no, you don’t have a life. You don’t know anything any-
more.’ […] And then the patient will also say ‘my life is no life, it’s
worthless.’ […] That’s what you’re told and it’s frightening. Now it’s
even allowed for children, where do we draw the line? That’s frighten-
ing.”Halima—middle-aged—high level of education

“Now it’s only allowed for severe cases such as terminal illness, but
in the long run it’ll be for nothing. If they can’t handle it anymore,
they’ll ask to end their life. In the long run it will be seen as a nor-
mal act.” Narima—middle-aged—low level of education

Here, too, Nuria and Ikram had a different perspective. Sim-
ilar to the former case, Nuria stressed that every person has the
right to decide for him- or herself (self-determination), but at
the same time referred to God’s role in death. Ikram’s answer
reflected doubtfulness/incertitude. She was again in a clear
dilemma between the difficulty of suffering unbearable pain
and the belief in God as the ultimate author of creation and
death. Here too, Ikram argued that she would not know what
to do in this situation and stated that a human being may not
pass judgment on another human being’s actions. Several other
middle-aged and elderly participants shared their “understand-
ing” for this situation, while at the same time acknowledging
that this act is absolutely forbidden. This double perspective is
also confirmed by our experts.

“I find this difficult. In the end we can’t judge about it, only God
can. So I really don’t know, I really have no clue. It would be a
nightmare. Imagine that it’s your own child or your husband and
they can’t bear it anymore and they say that they want to die, well,
then it’s like I end their life. […] But actually, it’s God who created
him. God will take away his life as He wants. Uhm, I find that diffi-
cult. No, I don’t think I would do it. I don’t know.” Ikram—middle-
aged—high level of education

“The decision I make depends on my situation. It depends on what
the patient wants. If the patient wants it [euthanasia], he’s sick of it
and he can’t bear it anymore, poor guy, so be it. It’s hard. It’s God
who gives and takes away the soul. Normally we can’t interfere in
that.” Nuria—elderly—low level of education

“It might be that there are people who suffer so much pain, that
they express things that are not allowed. When the pain is so
unbearable, they might say ‘end it now.’ But I think that only max
2% would consider that” Imane—Hịjama practitioner
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Discussion

Cohen et al. (2006a; 2006b) argue that the acceptance of eutha-
nasia tends to increase with the level of education, and tends to
decrease with age. However, this was not observed in our study.
Although there are differences in age, but also in level of educa-
tion and socioeconomic status between the first and second
generations, surprisingly no differences were observed between
our middle-aged and elderly participants in their attitudes
toward active termination of life, or between participants who
were or were not confronted with severe illness, either person-
ally or in their immediate environment. Although it could be
assumed that second-generation Muslim women, who were
born or raised in Belgium, are more likely to be influenced by
Western ideas, which might result in the decline of a theologi-
cal understanding and in the development of a more secular,
autonomy-oriented approach, this was not the case in our
study. On the contrary, middle-aged women emphasized theo-
logical and eschatological notions to an equal degree as the gen-
eration before them. Indeed, no differences in attitudes were
noted between our participants on the basis of age or educa-
tional level. The findings of our interviews with middle-aged
and elderly Moroccan Muslim women were also identical to
those of the interviews with our experts in the field.

Our study showed that our participants are vehemently
opposed to both assisted suicide and voluntary euthanasia
based upon four arguments, which are strongly consistent
with the lines of reasoning found in normative Islamic views
and in earlier empirical studies (Van den Branden 2006,
2008; Baeke, 2012). Although these empirical studies contain
small samples, we observed a strong consistent line in our
findings. First, euthanasia and assisted suicide are considered
forbidden acts, equated with suicide and/or murder. We
noticed a shift in condemnation from suicide to murder
from the perspective of the patient and from accomplice to
murderer from the perspective of the physician (case 1 to
case 2). Second, our participants strongly emphasized God’s
omnipotence and omniscience. Studies by Van den Branden
and Broeckaert (2008), Kristiansen et al. (2014), and Ilkilic
(2014) endorse our participants’ line of reasoning that termi-
nating a person’s life denies God’s role in matters of life and
death. Our participants expressed an unconditional belief in
an almighty God who is the ultimate author of illness and
cure, life and death, and a person’s life span (ajl) (cf. no right
to die). It is not up to a physician to make a medical progno-
sis of life span or up to a human being to decide upon one’s
end of life (cf. blasphemy). Based upon this faith in an
almighty God who is capable of everything, notions of hope
and belief in a miracle were frequently mentioned by our
participants. Third, reference was made to the vicegerency of
a human being, which implies that human life and body are
a trust from God and therefore must be taken care of.
Fourth, our participants strongly emphasize a teleological
perspective. Based upon their belief in an eternal afterlife (cf.
life and illness as a test; day of judgment, paradise etc.), they
believe that active termination of life entails severe eschato-
logical repercussions (cf. punishment, hell). Noteworthy is
that mainly elderly participants mention that these acts
(might) result in heresy/disbelief (kufr), but also in an

eternal stay in hell. One might deduce from this that elderly
participants likely judge more quickly than middle-aged par-
ticipants. However, several elderly and middle-aged partici-
pants were careful and mentioned in this respect that
ultimately only God has the authority to judge a human
being and possesses knowledge (Allahu a’lam) on the destiny
of each human being.

The answers of our middle-aged and elderly participants
were very clear: assisted suicide and euthanasia are absolutely
unacceptable and in fact taboo that firmly collides with their
worldview. Although our participants vehemently denounced
active termination of life, we noticed certain divergent positions
marked by a more “understanding” attitude. Nearly one-third
of our participants adopted an attitude of “compassion” and
“understanding” for the situation of the patient, while at the
same time acknowledging explicitly that terminating life
strongly contradicts Islamic beliefs. A striking finding is that
the presented cases constituted a major dilemma for Ikram, a
middle-aged participant, who argued repeatedly that she would
not know what to do on the grounds of the difficult and sensi-
tive nature of these cases. Ikram’s attitude was clearly marked
by doubt/uncertainty, but at the same time she explicitly
expressed her belief in an almighty God, who governs over life
and death. An understanding attitude toward active termina-
tion of life based upon the person’s right to self-determination
was only expressed by Nuria, an elderly participant. Although
she strongly believed that decisions about life and death only
belong to God, based on the idea that a personal decision
remains a matter between God and the patient, she did mention
that every human being has the right to decide for him- or her-
self. This is not surprising, as Nuria strongly viewed Islam and
being a Muslim as a private matter between God and herself.

The exceptional views of both Ikram and Nuria might be
explained or influenced by their particular interpretation or
view of the afterlife. Contrary to the traditional interpretations
shared by the other participants, they believed that notions
such as the life in the grave and paradise should be interpreted
metaphorically. Though she acknowledged the judging role of
God (al-Hakam), Ikram had her reservations concerning the
severity of the punishment in the grave and strongly put for-
ward the image of God as Merciful (al-Rahım). Both Ikram and
Nuria stressed that only God has knowledge of the afterlife.
Interestingly, Ikram explicitly mentioned that she does not
obey God’s laws to receive hạsanat (good marks) in order to
enter paradise, but rather to receive God’s love now (Ahaddour,
Van den Branden, and Broeckaert forthcoming).

“Yes, I believe that God is All-Merciful and only wants what’s best
for His people. I repeat, those frightening stories, I take everything
with a grain of salt, in which extent it’s all true. ‘There’s a resurrec-
tion, there’s a moment in the grave where you’ll be tormented.’ I’m
not going to say that I don’t believe that, because I’ve already said
I’m Muslim. But I’m not sure if they’re a hundred percent sure that
it exists. […] I believe that when you die, that if you’ve done good,
that you’ll be in some sort of grace. You’ll be sleeping and you’ll feel
good. […] On the other hand I think that Allah is Almighty. He
can do everything. […] So I think it’s beyond our imagination. It’s
like error, we cannot grasp it. My mother says ‘it all exists, it exists!’
She’s so sure about that, when I’m not. It remains a mystery.”
Ikram—middle-aged
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“What will happen after death? Of course everyone thinks about
paradise. ‘There’s hell and there’s paradise.’ I’ve known this since I
was little, but Allah knows best. […] They say that there is punish-
ment of the grave and punishment of hell and that all Muslims go
to paradise. But I say that it isn’t true. It’s not true. […] My idea
about this is that when someone dies, he’ll become a new person.
Voila, for me there will be a change of appearance. God knows best.
I don’t know if there’s a hell. No one has ever returned from the
dead to know what will happen.” Nuria—elderly

Like us, Baeke and colleagues (Baeke 2012; Baeke, Wils,
and Broeckaert 2012) also found a few “understanding”
voices regarding euthanasia. Although the exceptional views
in Baeke’s study were based more upon the argument of
self-determination, in our study this argument was only
articulated by Nuria, whereas mainly Ikram but also several
others expressed the feeling of “compassion” and “under-
standing.” According to Baeke, the image of God might
influence one’s attitude toward active termination of life. As
such, she suggests that “people who perceive God as an
almighty, all-knowing, judging God, are more likely to
disapprove of active termination of life” (Baeke, Wils, and
Broeckaert 2012, 41). Our study suggests that reservations
regarding the traditional representation of the afterlife (with
a stress on punishment and hell) are influential here.
Though in our study Ikram and Nuria still believed in an
almighty and transcendent God, they did put the image of
God as Merciful forward more than the image of God as
Judge.

A second hypothesis suggested by Van den Branden and
Broeckaert (2008) and Baeke, Wils, and Broeckaert (2012) is
that confrontation with a palliative situation might lead to
more openness toward euthanasia. Quite similar to our find-
ings, Van den Branden and Broeckaert noticed that some of
their participants, who were confronted with a palliative situa-
tion in their personal lives, experienced difficulties in answering
the hypothetical cases. While we also found this same difficulty
in a few participants (e.g., Ikram), these participants were not
confronted with a palliative situation. While Baeke found the
already-mentioned hypothesis to be true for her participants
Saida and Ayten, this was not the case for her participant
Zohra. On the contrary, Zohra, whose husband and sister had
died from cancer, radically opposed active termination of life.
The participants in our study who were confronted with severe
illness themselves or within their immediate environment
strongly emphasized, as nearly all other participants did, that
only God rules in matters of life and death and that no human
person may intervene within that domain, thus ruling out the
possibility of euthanasia or assisted suicide. However, we must
say that the aforementioned hypothesis does seem to make
sense, based on other parts of our research, with regard to our
participants’ attitudes toward pain relief; there, they seem to
show a more open attitude than the other participants.

Other empirical studies with a Muslim sample—of which
the majority is of a quantitative nature—endorse our finding
that approval is rather exceptional (e.g., Aghababaei 2013;
Ahmed et al. 2001; Ahmed, Sorum, and Mullet 2010; Qidwai
et al. 2001; Roelands et al. 2015). The explanation that is pro-
vided most often for the denouncement of euthanasia is the ref-
erence made to religious beliefs. Only a small number of studies

among (mostly Turkish) Muslims (in “more secular” Turkey)
report a tolerant attitude toward euthanasia (Ahmed and Kheir
2006; Bugay, Sorum, and Mullet 2014; Cavlak et al. 2007; Gard
et al. 2005; Koç 2012; Tepehan, €Ozkara, and Yavuz 2009).

Our findings should be interpreted with several limitations
in mind. First, data might be biased due to social desirability.
As such, opinions that might deviate from the norm or opin-
ions that could be seen as contrary to Islamic teaching might be
difficult to express. As an interviewer, it is difficult to ascertain
whether participants share truthful information. Although sev-
eral measures were taken to guarantee anonymity (e.g., pseudo-
nyms, deleting audio tapes after transcribing), qualitative
research cannot fully guarantee anonymity (e.g., face-to-face
interviews). Both advantages and disadvantages are attached to
the background of the interviewer (interviewer bias). On the
one hand, being a member of the same community facilitated
the gaining of trust and resulted in a certain openness and
detailed conversations, but on the other hand this might also
have influenced the answers of the participants, who might not
have provided “deviate” answers out of fear of being judged.

Second, a possible bias is the mixed position of the expert
between giving technical information and giving his or her own
personal view on the matter. During coding, we took this into
account and made a clear distinction between personal views
and views of Moroccan Muslim women. Experts might have
also given socially desirable answers. However, this bias is lim-
ited due to the number and diversity in profiles of experts and
due to the fact that we specifically interrogated experts on their
professional opinion.

Third, the inclusion of the guiding committee also intro-
duced a bias. The interviews conducted in darija (Moroccan
Arabic) and tarifit (a Berber language) had to be translated into
Dutch and English, which might have influenced the data. As
this was carried out to ensure validity and reliability so that the
guiding committee could follow the coding and analyzing of
the data, the first author sought to make accurate translations
and verified their accuracy by relying on members of the
Moroccan community when confronted with difficulties in the
translation of a word or concept. To assure reliability and valid-
ity and limit bias as much as possible, we adopted several strat-
egies (e.g., data checking with members of the Moroccan
Muslim community; peer debriefing; memos).

Fourth, given the nature of our data (specific groups; small
sample sizes), we are prudent in generalizing our findings, and
we acknowledge that further in-depth investigations of the mat-
ter are necessary. However, our results were confirmed by ear-
lier studies of our research group, as well as the other available
empirical studies. Fifth, although we did not include terminally
ill patients in this study, we found identical attitudes among
our participants who were (still) confronted with aging symp-
toms or with severe illness (e.g., cancer) themselves or in their
immediate environment. However, it would still be interesting
to do an in-depth study of Muslim patients personally con-
fronted with terminal illness. Sixth, taking into account the spe-
cific situation of first-generation Moroccan Muslims in Belgium
characterized by a homogeneous socioeconomic situation and a
more diverse sociodemographic background among second-
generation Muslims, it would be interesting to explore the
views among third-generation Muslims, who are assumed to
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embody a stronger diversity socioeconomically as well as reli-
giously. Further studies could explore whether the impact of
religion on attitudes toward active termination of life would
differ among younger generations of (Moroccan) Muslims who
have been brought up in a Western environment and thus have
a strong connection with Western society through language,
education, and work and who in this context experience and
construct their own (religious) identity.

Conclusion

Religious beliefs have an important impact on attitudes toward
end-of-life issues. Theological and more specifically teleological
considerations centering on God’s sovereignty in matters of life
and death and the belief in the afterlife seem to be very crucial
for Muslims. Strikingly, in our study no differences were
observed between middle-aged and elderly Moroccan Muslim
women. This can be explained by the fundamental and radical
unacceptability of an active termination of life, as it intrinsically
denies God’s ultimate role in life and death, which was upheld
by all our participants, regardless of age or level of education.
As a result of these strong beliefs, we observed hardly any dif-
ferences between the attitudes of our Muslim participants and
the lines of reasoning found in normative Islamic views.
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Koç, A. 2012. Nursing students’ attitudes towards euthanasia: A study In
Yozgat, Turkey. International Journal of Caring Sciences 5 (1):66–73.

Kristiansen, M., T. Irshad, A. Worth, R. Bhopal, J. Lawton, and A. Sheikh.
2014. The practice of hope: a longitudinal, multi-perspective qualitative
study among South Asian Sikhs and Muslims with life-limiting illness
in Scotland. Ethnicity & Health 19 (1):1–19.

Lapidus, I. M. 1996. The meaning of death in Islam. In Facing death.
when culture, religion and medicine meet, ed. H. M. Spiro, M. G.
McCrea and L. Palmer-Wandel, 148–59. New Haven, CT: Yale
University Press.

Padela, A. I., and O. Qureshi. 2016. Islamic perspectives on clinical inter-
vention near the end-of-life: We can but must we? Medicine, Health
Care, and Philosophy 20 (4):545–59. doi:10.1007/s11019-016-9729-y.

Padela, A., and A. Mohiuddin. 2015. Ethical obligations and clinical goals
in end-of-life care: Deriving a quality-of-life construct based on the
Islamic concept of accountability before God (Taklıf). American Jour-
nal of Bioethics 15 (1):3–13. doi:10.1080/15265161.2014.974769.

Qidwai, W., H. Qureshi, S. S. Ali, M. Alam, and S. I. Azam. 2001. Physician
assisted suicide perceptions among patients presenting to family physi-
cians at a teaching hospital in Karachi, Pakistan. Journal of the Pakistan
Medical Association 51 (6):233–37.

Qureshi, O., and A. Padela. 2016. When must a patient seek healthcare?
The perspectives of Islamic jurists and clinicians into dialogue. Zygon
15 (3):592–625. doi:10.1111/zygo.12273.

Rahman, F. 1998.Health andmedicine in the Islamic tradition. Chicago, IL: Kazi.

Rispler-Chaim, V. 1993. Islamic medical ethics in the twentieth century,
Vol. 46, Social, economic and political studies of the Middle East. Leiden,
The Netherlands: Brill.

Roelands, M., L. Van den Block, S. Geurts, L. Deliens, and J. Cohen. 2015.
Attitudes of Belgian students of medicine, philosophy, and law toward
euthanasia and the conditions for its acceptance. Death Studies 39
(3):139–50. doi:10.1080/07481187.2014.920433.

Sachedina, A. 2005. End-of-life: The Islamic view. Lancet 366:774–79.
doi:10.1016/S0140-6736(05)67183-8.

Sachedina, A. 2009. Islamic biomedical ethics: Principles and application.
Oxford, UK: Oxford University Press.

Sachedina, A. 2012. Islam. In Oxford textbook of spirituality in healthcare,
ed. M. Cobb, C. M. Puchalski, and B. Rumbold, 55–62. Oxford, UK:
Oxford University Press.

Saiyad, S. 2009. Do not resuscitate: A case study from the Islamic view-
point. Journal of the Islamic Medical Association 41 (3):109–13.

Sarhill, N., S. LeGrand, R. Islambouli, M. P. Davis, and D. Walsh. 2001.
The terminally ill Muslim: Death and dying from the Muslim perspec-
tive. American Journal of Hospice & Palliative Care 18(4):251–55.
doi:10.1177/104990910101800409.

Shanawani, H., and M.H. Khalil. 2008. Reporting on “Islamic bioethics” in
the medical literature: Where are the experts? InMuslim medical ethics.
From theory to practice, ed. J. Brockopp and T. Eich, 213–28. Columbia,
SC: University of South Carolina Press.

Strauss, A., and J. Corbin, eds. 1990. Basics of qualitative research: Grounded
theory procedures and techniques. Newbury Park, CA: Sage, 1990.

Strauss, A., and J. Corbin, eds. 1998. Basics of qualitative research: Techni-
ques and procedures for developing grounded theory. Thousand Oaks,
CA: Sage

Tepehan, S., E. €Ozkara, and M. F. Yavuz. 2009. Attitudes to euthanasia in
ICUs and other hospital departments. Nursing Ethics 16 (3):319–27.
doi:10.1177/0969733009102693.

Timmerman, C. 2001. Groeiende diversiteit op vele fronten. Het onder-
zoek naar de socio-culturele en religieuze praxis bij allochtonen in
Vlaanderen. In Komende generaties. Wat weten we (niet) over allochto-
nen in Vlaanderen, ed. J. Vranken, C. Timmerman, and K. Van der
Heyden, 297–312. Leuven-Leusden, Belgium: Acco.

Van den Branden, S. 2006. Islamitische ethiek aan het levenseinde. Een
theoretisch omkaderde inhoudsanalyse van Engelstalig soennitisch
bronnenmateriaal en een kwalitatief empirisch onderzoek naar de
houding van praktiserende Marokkaanse oudere mannen in Ant-
werpen. Unpublished doctoral dissertation, Theology, KU Leuven,
Leuven, Belgium.

Van den Branden, S., and B. Broeckaert. 2008. Medication and God at
interplay: End of life decision making in male Moroccan migrants liv-
ing in Antwerp, Flanders, Belgium. InMuslim medical ethics: From the-
ory to practice, ed. J. Brockopp and T. Eich, 194–208. Columbia, SC:
University of South Carolina Press.

Van den Branden, S., and B. Broeckaert. 2009. The ongoing charity of
organ donation. Contemporary English Sunni Fatwas on organ dona-
tion and blood transfusion. Bioethics 25(3):167–75. doi:10.1111/j.1467-
8519.2009.01782.x.

Van den Branden, S., and B. Broeckaert. 2010a. Living in the hands of God.
English Sunni E-Fatwas on (non-)voluntary euthanasia and assisted
suicide. Medicine, Health Care and Philosophy 14 (1):29–41.
doi:10.1007/s11019-010-9280-1.

Van den Branden, S., and B. Broeckaert. 2010b. Necessary interventions.
Muslim views on pain and symptom control in English Sunni e-Fatwas.
Ethical Perspectives 17 (4):626–51.

Yousuf, R. M., and M. Fauzi. 2012. Euthanasia and physician-assisted sui-
cide: A review from Islamic point of view. International Medical Jour-
nal of Malaysia 11 (1):63–68.

AJOB EMPIRICAL BIOETHICS 11

https://doi.org/10.1080/11287462.2015.1008752
https://doi.org/10.1016/j.socscimed.2006.01.026
https://doi.org/10.1093/eurpub/ckl042
https://doi.org/10.1007/s10943-015-0014-9
https://doi.org/10.1007/s10943-015-0014-9
https://doi.org/10.1080/14038190510009432
https://doi.org/10.1163/1573-3912_ei3_COM_26254
https://doi.org/10.1163/1573-3912_ei3_COM_26254
http://www.npdata.be
https://doi.org/10.1007/s11019-016-9729-y
https://doi.org/10.1080/15265161.2014.974769
https://doi.org/10.1111/zygo.12273
https://doi.org/10.1080/07481187.2014.920433
https://doi.org/10.1016/S0140-6736(05)67183-8
https://doi.org/10.1177/104990910101800409
https://doi.org/10.1177/0969733009102693
https://doi.org/10.1111/j.1467-8519.2009.01782.x
https://doi.org/10.1111/j.1467-8519.2009.01782.x
https://doi.org/10.1007/s11019-010-9280-1

	Abstract
	Normative islamic views on assisted suicide and euthanasia
	Empirical study
	Data collection
	Ethics review
	Data analysis
	Conceptual framework of treatment decisions in advanced disease


	Results
	Participants' (socio-)demographic information and health situations
	Attitudes toward assisted suicide and euthanasia
	Case 1: Assisted suicide
	Case 2: Voluntary Euthanasia



	Discussion
	Conclusion
	Conflicts of interest
	Author contributions
	Ethical approval
	Funding
	References

