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PREFACE 

This book examines the concept of death against the background of 
dramatic changes in medical technology. Developments in resuscitation 
techniques and the ability of machines to take over such vital functions 
as spontaneous breathing challenge traditional ways of diagnosing 
death. As a result physicians have employed brain-related criteria in 
certain cases where vital processes are being maintained by artificial 
means. While tests for the death of the brain are continually improv­
ing very little work has been done to explain why the death of the brain 
is a necessary and sufficient condition for the death of a human being. 
In fact, the very concept of 'brain death' has remained unclear in most 
of the medical literature related to this subject. Is brain death a new 
concept of death? Is it a new set of criteria for diagnosing death? Does 
it imply an alternative definition of death? It is clear that the te1m has 
arisen in the context of modern medical science but how does it stand 
in relation to older accounts of death? Can brain death be defined? 
Some philosophers have argued that it should not be defined, but left 
undetermined. 

These questions are examined in a survey of recent literature on the 
definition and diagnosis of death. It will be argued that brain death can 
be precisely defined and determined and that a biological concept of 
death, such as brain death, can be given a philosophical foundation. 
The book examines traditional criteria for death and various new 
formulations of the concept of death in both medical and philosophical 
texts. Definitions of brain death - some of whjch have become statute 
law - are critically examined. In addition to the conceptual and philo­
sophical issues related to such definitions the book also examines 
ethical and social-policy questions which arise out of attempts to rede­
fine the boundaries of life. 

This book has been written for lay-readers, ethicists, philosophers 
and even physicians who may be stinrnlated by a discussion of some of 
the philosophical beliefs which underlie their clinical practice. The 
objective is primarily philosophical, that is to say, arguments are not 
introduced to corroborate or refute current practice but to clarify its 
underlying concepts, and thus emphasise how philosophical and 
practical matters interrelate. 

David Lamb 
Manchester 





1 INTRODUCTION 

There is no such thing as a natural death: nothing that happens to a 
man is ever natural, since his presence calls the world into question. 
All men must die: but for every man his death is an accident and, 
even if he knows it, and consents to it, an unjustified violation. 

Simone de Beauvoir, A Very Easy Death. 

Is death an illness to be conquered, like polio, or cancer or syphilis? 
Or is its meaning· quite different? Wittgenstein says that death is not an 
event in life. Among other things this means that death is unknowable, 
beyond the scope of scientific evidence. The concept of death, unlike 
that of disease, has a significance that extends beyond scientific know­
ledge and clinical practice. It is central to most of the great religions 
and is given a special role in ethical discourse. In many cultures death is 
seen as a natural and inevitable end to life. When the time of death 
approaches, the traditional task of the physician is to render comfort 
and assistance to the patient in his or her remaining hours. But in the 
West death is increasingly seen as an enemy to be combated. This is a 
consequence of the influence of scientific medicine and is a relatively 
recent phenomenon. Whereas physicians formerly accepted death as 
natural but strove to eliminate disease, in recent years the very idea of 
death has come to resemble a disease to be eliminated. This change of 
attitudes has led to a shift of emphasis in theoretical and practical ques­
tions associated with death. For the Greeks and early Chinese the accept­
ance of death as a natural event meant that questions could be posed 
regarding the possibility of some kind of life after death. In a more 
secular age we are more concerned with the mechanics of death, its 
postponement and possible reversal. 

This book is primarily concerned with philosophical and ethical 
problems arising out of attempts to define the end points of human 
life. For this reason it will be necessary to examine a wide range of ques­
tions which invariably transcend the traditional boundaries between 
philosophy and medicine. 

Philosophical questions concerning the meaning of life and death 
will be examined in Chapter 2. Closely related to this topic is the ques­
tion 'What is considered so essential to human life such that when it is 

1 



2 Introduction 

lost we consider the individual dead?' This question underlie,s the 
inquiry in Chapters 3, 4, 5 and 8. Clinical questions - such as What 
are the best technical methods for diagnosing the death of a human 
being?' - will be dealt with in Chapter 6. The question of whether. a 
clear-cut moment of death can be determined will be considered m 
Chapter 7. The ethical implications of the acceptance of brain-related 

criteria for death will be considered in Chapters 9 and 10. 
Legal-policy questions - which take the form of asking 'When 

should the law and the courts regard a person as dead?' and 'When 
should the medical profession be authorised to pronounce a person 
dead?' - are outside the scope of this text. It will be maintained, how­
ever, that the courts should accept that a person can be pronounc~d 
dead when clinical criteria, based on a clearly defined concept of brain 
death, have been met. It might be noted in this con text that :he 
medical profession has no inherent authority to define or determine 
death. This authority is granted by law. Occasionally the law does not 
rely on medical expertise when determining death, as in cases where 
the courts decide that someone is 'missing presumed dead'• . 1 

Although the definition of death is not an exclusively medica 
matter, and may be influenced by religious, legal or political cr~teria, 
the concepts and criteria examined here will be those familiar to 
physicians. Inherent in any medically grounded definition is the 
assumption that death is an irreversible state, which can be diagnosed 
in terms of the cessation of crucial cardio-respiratory and neural fu~~­
tions. Normally it is assumed that death takes place at a spec1:1c 
moment, although from a biological standpoint death can be consid-
ered as a more gradual process. 

If an irreversible loss is central to the concept of death it follows 
that if a patient recovers after being pronounced dead it should not be 
said that 'he was dead and is now alive again', but that, contrary to ~l 
ap~earances, he was alive all the time. It may be objected that th1s 
claim rests on a rather limited resort to the linguistic practices of con· 
te1:1~orary medicine. In many other spheres of discourse, notably 
rehg1on, there are accounts of the reversibility of death. There ar~ 
frequent accounts in the media of patients being 'brought back to life • 
Such reports, however, must be discounted, since they amount to little 
more than dramatic cures or resuscitation in cases where the indices of 
persistent life were not always very obvious. Such cases usually involve 
cardiac arrest followed by temporary suspension of respiration. Experi· 
enced physicians would not accept them as examples of the reversibilitY 
of death. Graphic accounts of experiences in the 'next world' are 
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merely highly dramatised ways of saying that consciousness was term­
porarily lost during an episode of cardiac arrest. Nevertheless these 
accounts have been given a religious significance encouraged by drama­
tic reporting in the media of experiences 'beyond the veil'. All of this 
might suggest that, for many people, death is not perceived as inevi­
tably irreversible but is relative to the exponents of scientific medicine. 
In this respect the analytic relationship between 'knowing that P is 
dead' and 'P being dead' might be said to hold only for the specialist in 
medicine. But if this were the case, the conceptual foundations of con­
temporary medicine would seem to be in conflict with the fundamental 
claims of most of the major religions. For in both primitive cultures and 
classical antiquity, as well as in contemporary religious movements, 
there exist deeply held beliefs that death does not mean total extinc­
tion. In many cultures death is seen in terms of a journey. Food is often 
provided to assist the traveller on his or her way 'beyond death'. 

Yet none of this actually contradicts the medical assertion of the 
irreversibility of death. Although religious practices may refer to the 
conquest and reversibility of death, many elaborate funeral rites indi­
cate a recognition of the grandeur of death and stress the significance 
and worth of the life that has passed away, rather than the superstitious 
prediction of unlimited life extension. For ceremonial purposes a 
corpse may be spoken of as a being with mortal attributes, but is never­
theless recognised as a corpse. Food may be left for the use of the 
departed on his journey to the next world, but no one has ever ex­
pected the corpse to consume it. And if the food were actually eaten it 
would indicate, to religious believer and to physician alike, that the 
'deceased' was still alive. Moreover, the practice of leaving food for the 
dead has never been abandoned despite massive evidence that corpses 
have never availed themselves of it. All of this suggests that religious 
accounts of survival after death do not contradict clinical evidence for 
the cessation of integrated life. That death is an irreversible interrup­
tion of physical continuity is not disputed by either medicine or 
religion. 

Although several religious theories assert that life continues after the 
separation of the soul from the body, it is extremely difficult to con­
ceptualise this continued existence. Fortunately, it is not necessary to 
do so. Religious concepts of the transcendence of death only appear to 
contradict known medical concepts of death. Whilst theologians may 
hold that the soul survives bodily dissolution, there is no disagreement 
over the ordinary use of the term 'dead'. A person pronounced dead by 
a competent physician, according to clearly defined criteria, is no more 
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expected to 'recover' for the theist than for the secularist. 
In order systematically to analyse the concept of death being dis-

cussed by modern medicine it is necessary to distinguish between syste· 
mic death (or death as traditionally understood) and brain death. 
Systemic death is death defined by conventional means, Le.,in terms of 
irreversible cessation of cardio-respiratory function. Brain death has 
been defined as the 'total and irreversible dysfunction • • • of all 
neuronal components of the intracranial cavity, that is, both cerebral 
hemispheres, brainstem and cerebellum.' (Korein, 1978, p.21) Through· 
?ut the following chapters the concept of brain death will be outlined 
m greater detail and defended against criticism. It will also be argued 

that cardio-respiratory arrest is only a mechanism for causing brain 
death and that it is only lethal if it lasts long enough for certain critical 

areas of the brain to die. 
The concept of brain death emerged in France in 19 59. Since then 

hundre~s, perhaps thousands, of patients throughout the world have 
~:~~ diagnosed as brain dead, maintained on ventilators and observed 

b 
their hearts stopped. The term 'coma depasse' (literally a state 

eyond coma) was • d b d. t" f. come Y French neurologists to describe a con 1• 
ion o meversible co • ·t to breathe Th . ma assoc>ated with irreversible loss of the capact Y 
tural brain. d e pauents had all sustained massive, irreversibly, struc· 
breath amage. They were totally unresponsive, apnoeic (unable to 

e spontaneously) d h • al activity in ei·th h an ad no detectable electrophysiolog1c 
er t e supe f • l • d d their breathin . r icia or deeper parts of their brain. Prov1 e 

could be ke / ~as unmediately taken over by a machine, their hearts 

P 
. P going for a short while 

atlents in coma de • external stimuli th passe had not only lost all capacity to respond to 
, ey could not al ·1· u • 

they were poikiloth . even cope with their intern rn11e , 
enmc had d" b • • their own blood ' ia etes msipidus and could not sustain 

pressure Th d. at most a few days b t • ~ car iac prognosis of this condition was 
b, p.34)0utside F~aic/~;etune~ as little as a few hours. (Pallis, 1983, 
The condition was of e term coma depasse' never really caught on­
sufficiently well orga ~oudrse encountered wherever resuscitation was 

mse and • t • well equipped to prev t '. m ens1ve care units were sufficiently 
, en irreve "bl • cessation of cardiac actio F 11 rSi. e apnoea immediately resulting 1n 

port of the 'Ad Hoc C n. ~ owmg the publication in 1968 of a re· 
Examine the Definition ~7;1t~ee of the Harvard Medical School to 
(which was exactly what th r~m Death', the condition of brain death 
achieved world-wide recogni~- rench had described as 'coma depasse') 
of the Harvard Report it 1~n. In the years following the publication 

gra ually became realised that the essential 
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components or 'physiological kernel' of brain death was death of the 
brainstem (brainstem death). The brainstem contains (in its upper part) 
crucial centres responsible for generating the capacity for conscious­
ness. In its lower part it contains the respiratory centre. It is death of 
the brainstem (nearly always the result of increased intracranial 
pressure) which produces the crucial signs (apnoeic coma) which 
doctors detect at the bedside, when they diagnose brain death. 

The last twenty years have seen the gradual acceptance of the propo­
sition that the death of the brain is a necessary and sufficient condition 
for the death of the individual. The last ten years have seen a parallel 
development: the gradual realisation that death of the brainstem is the 
necessary and sufficient condition for death of the brain as a whole -
and that brainstem death is therefore itself synonymous with the death 
of the individual. This latter realisation first received implicit recog­
nition in statements issued by the Conference of Medical Royal 
Colleges and Their Faculties in 1976 and 1979. Proponents of brain­
stem criteria for death argue that death of the brainstem is itself death 
(a philosophical position that will be developed further in this book). 
They also point out that a diagnosis of brainstem death has in every 
observed case been followed by eventual circulatory arrest (an empirical 
observation). Brainstem death, it is argued, is the 'point of no return' in 
the process of dying, the stage at which 'loss of integration' becomes 
irreversible. 

The clearly interrelated conditions of whole brain death and brain­
stem death should not be confused with another, very different, con­
dition in which massive brain damage is largely confined to the cerebral 
hemispheres, sparing much of the brainstem and in particular the capa­
city to breathe spontaneously. Such patients have usually been the 
victims of severe head injury or of massive anoxic insults to the brain 
(lack of oxygen wrecks the cerebral hemispheres before it damages the 
brainstem). These individuals are said to be in a persistent vegetative 
state (Jennett and Plum, 1972) or to suffer from neocortical death. In­
stitutions for the chronic sick all over the world are full of such pat­
ients. It is important, both scientifically and ethically, to avoid con­
fusing brain death with such non-cognitive states. Patients in persistent 
vegetative states display no evidence of self-awareness and exhibit no 
purposeful responses to external stimuli. Their eyes are periodically 
open, and they show sleep-wake sequences. They may exhibit yawning 
or chewing movements and may swallow spontaneously. A variety of 
simple or complex reflex responses may be elicited from them. Unlike 
whole brain death or brainstem death (which signify death of the organ-
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ism as a whole and have a cardiac prognosis numbered in hours or 
days), the persistent vegetative state has a potential cardiac prognosis of 
months or years. The longest recorded survivor in this state was Elaine 
Eposito, who lapsed into such a condition following surgery on August 
6, 1941 and died 37 years later on November 25, 1978. (McWhirter, 
1981) Closely related to the vegetative state are patients with various 
severe congenital malformations of the brain. These patients are not 
dead either. They too may live for years. 

The terms 'cerebral death' and 'irreversible coma' are best avoided 
altogether, as they have been loosely used, in the past, to refer to both 
whole brain death and the persistent vegetative state. 

When terms like 'brain death' and 'vegetative state' are used as if 
they were synonymous (in proposals for euthanasia or termination of 
treatment) there is not only factual error but serious risk of ethical 
abuse. Patients in a vegetative state are not dead. No culture in the 
world would consider them as fit for burial, organ removal, experimen­
tation, etc. The arguments in Chapters 5 and 10 which seek to exclude 
these states from the definition of death will only be directed at philo­
sophers, and their non-philosophical imitators in the media, who still 
seem prone to such confusion. 

Before developments and refinements in brain-related criteria, death 
was usually determined in terms of the irreversible loss of cardio­
vascular and respiratory activity. However, developments in resuscita­
tion technology and transplantation techniques have revealed inade­
quacies in traditional concepts of death. When a dead person's heart can 
beat in the chest of a living person whose own heart has been removed 
from his or her body and discarded then the significance of one's heart­
beat as a determinant of life is lost. It is clear that the concept of brain 
death reflects a shift of opinion in response to technological interven­
tion. Consequently, it has been asked whether brain death is really 
equivalent to the death of the person. Now the concept of personal 
identity is very vague, and criteria for its loss is a subject of philosophi­
cal controversy and prone to constant redefinition. The relationship 
between brain death and personal identity will be examined in Chapter 
8, where it is argued that, if the definition of death were based on con­
cepts of the non-survival of the person, it would be subject to constant 
redefinition and uncertainty. Against this it is necessary to point out 
that the death of a human being is too serious a matter for scepticism 
to obtain a foothold. A clearly defined concept of death is therefore 
necessitated on both scientific and ethical grounds. For this reason a 
biological concept of death will be proposed and defended which will 
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not be exclusively dependent upon consciousness and personhood, but 
on criteria which indicate an irreversible loss of essential integrative 
functions. (These include generating the capacity for consciousness; 
alerting; varying the blood pressure in response to changes in cardiac 
rate; varying the cardiac rate in response to changes in blood pressure, 
and varying the respiratory rate in response to changing concentrations 
of CO 2 etc.) The loss of these central functions it will be argued, is a 
point in the process of dying beyond classical philosophical criteria for 
loss of personhood. A person may be said to have died on a number of 
levels; physically, psychologically, morally or spiritually. On the other 
hand the death of a human being is definite; a matter of scientific fact. 

In Chapters 2, 3, 4 and 5 it will be argued that death of the brain­
stem provides both a necessary and a sufficient definition of the death 
of a human being, in that it provides a physiological substratum for the 
'irreversible loss of function of the organism as a whole'. Other concepts 
of death, including those based on death of the cerebral hemispheres or 
on social or moral criteria, are, it will be argued, both scientifically and 
ethically unwarranted. Death is primarily a biological phenomenon. The 
death of a man is no different from the death of a dog or cat. In all 
cases the brain is the critical system, and brainstem function its vital 
ingredient. Essential to the concept of brain death is the belief in the 
existence of a single vital system whose irreversible loss is synonymous 
with the death of the organism as a whole. As Korein (1978, p. 20) 
points out, 'the premise underlying the concept of brain death is that 
there is a single critical vital system, the brain, whose irreversible 
destruction is both a necessary and sufficient condition in considering 
an individual as dead.' This statement rests on a large mass of clinical 
and experimental observations indicating that the essence of the human 
organism, including both internal and external behaviour, is subserved 
by the brain, which is irreplaceable. (ibid., p. 20) 

At what stage is the brain dead? When every neuron has been 
destroyed? Or when a critical mass of neurons at a critical site have 
been destroyed, thus rendering the remainder dysfunctional? It will be 
argued in Chapter 4 that the brain as a whole is dead when a critical 
mass of neurons is destroyed. This critical mass is the brainstem. The 
minimum requirements for human life are the capacity for conscious­
ness and the capacity for respiration and heartbeat. These are, respect­
ively, upper and lower brainstem functions. 

Criteria for the diagnosis of brain death are being continually refined 
by clinical and experimental research. Yet confusion persists partly be­
cause of the use of ambiguous terms like 'irreversible coma' and 
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'cerebral death', and partly because people confuse questions related to 
the determination of death with other tangentially related problems. It 
is most important to avoid confusing the identification of brain death 
with (1) criteria for diagnosing the vegetative state; (2) questions con­
cerning then need for cadaver transplants; (3) cost-benefit arguments 
related to the employment of artificial life-support systems; ( 4) deci­
sions to terminate artificial life support, with a view to facilitating 
various forms of 'allowing to die'. 

A diagnosis of brain death must never be confused with concerns 
about the quality of residual life in vegetative states. Moreover a 
shortage of transplant organs should not be met by changing criteria 
for diagnosing death, or by the adoption of more lenient or flexible 
standards. Only when a human being is dead, according to criteria 
derived from a well-grounded concept of death, should consideration be 
given to the removal of usable organs. Similarly, questions concerning 
a patient's right to terminate treatment and requests for accelerated 
death have nothing to do with a clinical diagnosis of death. Neither 
moral, religious nor cost-benefit considerations should be allowed to 
blur the crucial distinction between a decision as to when death has 
occurred and a decision as to whether a death is to be allowed to occur. 



2 DEATH: CONCEPT AND CRITERIA 

'To give a new concept' can only mean to introduce a new employ­
ment of a concept, a new practice. 

'Concept' is a vague concept. 
L. Wittgenstein, Remarks on the Foundations of Mathematics 

Introduction 

In this chapter the relationship between the philosophical aspects of 
death and the clinical requirements for a diagnosis of death will be 
examined. In the first section, 'Understanding Death', these conceptual 
and practical aspects will be addressed in the context of a proposed 
definition of death as 'the irreversible loss of function of the organism 
as a whole'. It will be maintained that this definition is only applicable 
in the context of brain-related criteria for death. The second section of 
this chapter, 'Understanding Brain Death', will examine the philosoph­
ical status of brain death. 

Understanding Death 

Unlike the concept of disease, the concept of death cannot be exclu­
sively determined by medical criteria. This is because it is related to 
more general philosophical beliefs concerning the meaning of life and 
death. Yet the fact that clinical considerations regarding the concept 
and criteria of death, and related tests, should be and are primarily 
influenced by philosophical considerations is scarcely recognised in 
medical literature. It is true that some philosophers and physicians 
believe that the determination of death is primarily a task for the 
medical community, but, as High (1972, p. 456) has pointed out, this is 
to ignore the fact that essential philosophical questions cannot be 
reduced to the sciences of biology and medicine: 

If a philosopher or lawyer or theologian wants to claim that he has 
no professional business with the issue and that it is a purely medical 

9 



IO Death: Concept and Criteria 

or biological one, that too, I suggest, is to opt for a philosophical 
position concerning the concept of death, namely, that it is empir­
ically decidable. 

It may be wise to decide that the medical profession is best equipped 
to determine whether or not death has occurred, but such a preference 
is primarily philosophical. As a rule, the more one believes that philo­
sophical presuppositions have been avoided, the less rigorous will be 
those presuppositions. 

Death has been legally defined as the absence of life, but the con­
cept of life is rarely, if ever, defined. The Shorter Oxford English 
Dictionary is unhelpful; it defines death as 'the final cessation of the 
vital function of an animal or plant', 'the loss or cessation of life in 
a part'. At this level of generality it is not immediately clear where the 
concept of death stands. Not only is the definition of death rather 
elusive, but the very meaning of definition in this context is highly 
ambiguous. Many neurological definitions of death are purely opera­
tional, based on matters of medical fact and clinical diagnosis, and 
might involve arguments about whether or not the electroencelphalo­
gram (EEG) is relevant. This may be distinguished from discussions 
over the definition of death in a religious and philosophical setting, 
where questions concerning the meaning and significance of life are 
examined. Whilst the technical expertise of physicians may be 
employed in a diagnosis of death, the definition of death embraces 
broader philosophical considerations such as the meaning and value of 
life and the point of existence. 

It has been argued that physicians qua physicians have no special 
e~pertise in these philosophical problems and can deal only with tech­
meal questions relating to the conditions in which human beings display 
vital signs. Capron and Kass ( 1980, p. 4 7) distinguish sharply between 
medical and extra-medical judgements when they argue, for example, 
that physicians can show that a person may exhibit 

'total unawareness to externally applied stimuli and inner need and 
complete unresponsiveness', and they may predict that when tests 
for this condition yield the same results over a twenty-four hour 
period there is only a very minute chance that the coma will ever be 
'reversed'. Yet the judgement that 'total unawareness ... and 
complete unresponsiveness' are salient characteristics of death, or 
that a certain level of risk of error is acceptable, requires more than 
technical expertise and goes beyond medical authority, properly 
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understood. 

But whilst it is important to separate the sphere of the philosophical 
from the medical, it is equally important to stress that in any discus­
sion of death neither party can afford to ignore the contributions of the 
other. Medical judgements are informed by philosophical presupposi­
tions, whether or not the latter are explicitly formulated. The diagnosis 
of any illness may be clinical and empirical, but it would be lacking in 
significance if there were no underlying concepts of health and disease. 
Whether a patient is classified as dead or alive depends on our under­
standing of the relevant concept of death. According to Capron and 
Kass (1980) the departure from the traditional concept of death mani­
fest in the employment of brain-related criteria has brought these extra­
medical concepts to the forefront of concern. Whilst traditional criteria, 
based on the cessation of cardio-respiratory functions, remained con­
gruent with public conceptions of death, the phenomenon of death 
remained exclusi~ely a matter of medical concern. But once medicine 
appeared to depart from traditional criteria for determining death, clari­
fication of these extra-medical concepts of death became a matter of 
urgent concern for those responsible for the management of death. In 
view of the importance attached to a diagnosis of death in terms of the 
social, religious, political and ethical consequences, it is essential that 
this challenge be met and that the concept of death be made explicit. 
Furthermore, it is essential that criteria and tests for death should be 
logically derived from the appropriate concept of death. 

The concept of death involves a philosophical judgement that a 
significant change has taken place, which presupposes an idea of the 
necessary conditions of life. These may range from the faculties 
involved in social interaction to the capacity to maintain bodily integra­
tJ.un. Concepts of death may vary according to cultural patterns, 
religious traditions and scientific practice. (Pallis, 1983a) They may 
include such distinct formulations as 'the separation of soul and body', 
'destruction of all physical structures', 'loss of the capacity for social 
interaction', 'irreversible loss of consciousness', 'loss of bodily in te­
gration', and many others. Related to these concepts are appropriate 
criteria, and tests to ascertain that the criteria have been met. It follows 
that any shift in the concept of death will necessitate corresponding 
changes in the criteria and tests for death. However, it does not follow 
that new criteria and tests mean that a change of concept has taken 
place. They may indicate nothing more than refinements of previous 
criteria and tests. For example, the employment of stethoscopes and 
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cardiograms constituted technically better tests for death which did not 
entail any departure from the traditional cardio-respiratory-based con­
cept of death. 

Criteria for death only have meaning if they can be shown to be 
logically derived from the appropriate concept of death. It is therefore 
meaningless to use 'free-floating criteria' which are not derived from a 
clearly-determined concept of death. (Browne, 1983, and Pallis's 
critique, 1983b) Clarity concerning the concept of death provides a 
point of reference when deciding upon criteria, but some definitions of 
death are philosophically inadequate despite the fact that criteria can 
be logically derived from them. Consequently an investigation of the 
philosophical basis of any concept of death is important, as we can see 
from the following example: 

In the Middle Ages, if one entered certain monasteries one ceased to 
enjoy the limited rights and heavy duties of the outside world. One 
would be considered 'dead' by civil society. The appropriate criteria 
for such a concept of death would presumably be a certificate from 
the Father Superior of the monastery confirming that one had 
entered it. Esoteric concepts may be met by esoteric criteria. (Pallis, 
1983a, p. 2) 

In so far as these criteria fulfilled this admittedly esoteric concept of 
death, there are no problems. But as a definition of death 'entering 
certain monastic orders in the Middle Ages' is wholly inadequate. Pre­
suming that this definition is not held within the monastery, a person 
could be simultaneously dead and not dead, according to which con­
cept of death was being applied. On leaving the monastery and 
returning to the outside world he would be in an anomalous situation 
of ex~eriencing a resurrectio~, and moreover one not preceded by 
death m any physical sense. If anomalies such as this are to be avoided, 
then a minimum requirement for an adequate concept of death must 
~e th_at it entails physical destruction. Concepts of death, such as 
e~tenng a monastery' or exclusion from the family, tribe or clan, are 

wide!~ used and yield appropriate criteria. But they can refer to death 
only 111 a metaphorical sense. 

The essential point here is that some concepts are more relevant than 
0thers. The requirement for a definition of death is a demand for the 
selection of a concept that is superior to others. For this reason vaguely 
formulated and indeterminate concepts should be eschewed. Thus a 
concept of death as 'the loss of that which is essentially significant to 
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the nature of man' is unsatisfactory, since we can say that a patient has 
lost what is essentially significant but is still alive. This is because con­
cepts like 'essentially significant' are by their very nature undetermined. 
For if by 'the loss of what is essentially significant' is meant 'the loss of 
the capacity for social interaction' then various interpretations are 
possible, from loss of libido to blindness, from senility to dementia, 
which will provide appropriate criteria. But the question of which, if 
any, of these states might best fulfil the requirements of the definition 
cannot be answered without further conceptual guidelines. On what 
grounds can it be inferred that 'massive brain damage', or 'loss of repro­
ductive function' and so on amount to the 'loss of what is essentially 
significant'? Furthermore, all of the fore-mentioned criteria may be 
fulfilled when it is patently obvious that the patient is alive and, in 
some cases, that his situation is even reversible. If the 'loss of that 
which is essentially significant' is to have any meaning as a concept of 
death, then it must be framed so that it involves an irreversible state 
where the organism as a whole cannot function. Only a concept which 
specifies the irreversible loss of specified functions ( due to the destruc­
tion of their anatomical substratum) can avoid the anomalous situation 
where a patient is said to be alive according to one concept but dead 
according to another. The only wholly satisfactory concept of death is 
that which trumps other concepts of death in so far as it yields a diag­
nosis of death which is beyond dispute. It follows that any criterion 
which, when fulfilled, leaves it possible for someone to say that the 
patient is still alive, is unsatisfactory. For this reason concepts relating 
specifically to psychological functions or moral qualities are wholly 
inadequate. In fact any criterion which, when fulfilled, leaves it possible 
for the organism as a whole to continue to function is inadequate. It 
should not be possible to say that the person is still alive although the 
criterion has been met, nor to say that the person is dead although the 
criterion has not been met. 

Essential to any valid concept of death is the prediction of irrever­
sibility. Criteria and tests must be so devised that, once the require­
ments of the definition have been satisfied, there can be no return, with 
or without mechanical assistance, to the organism's previous state. This 
position is entirely compatible with religious theories regarding existence 
after death, none of which would conflict with established physio­
logical criteria and tests for death. One might adhere to a religious 
:oncept of death according to which death is characterised in terms of 
the separation of the soul from the body, but this does not entail any 
dispute with acceptable medical criteria for diagnosing the death of 
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the organism as a whole. Although most religions reject the idea of the 
finality of death and interpret death as a transitional stage, it is never­
theless held to be an irreversible change ( excepting miracles involving 
divine intervention), the onset of which is diagnosed by biologically 
based criteria. 

The concept of death that will be proposed and defended in this 
chapter is the 'irreversible loss of function of the organism as a whole'. 
There is confusion between this and 'death of the whole organism'. 
This is often p;esent - although unformulated - in arguments which 
maintain that the concept of death should be left undetermined, or that 
death is a process with no special point at which a non-arbitrary 
diagnosis can be factually ascertained. (Browne, I 983) Criteria for the 
'death of the whole organism' could only be met by tests for putre­
faction, since cellular life in certain tissues can continue long after it 
has ceased in others, and long past the point where the organism as a 
whole has ceased to function. However, putrefaction has never been 
seriously advanced as a definition of death by either physicians or 
philosophers. Consequently, the argument that the concept of death 
should remain undetermined has no place in a world where practical 
decisions regarding the criteria of death necessitate an acceptable con­
cept. In contrast criteria for 'irreversible loss of function of the 
organism as a whole' can be determined with precision, and appropriate 
~iagnostic tests are constantly being developed. (see Pallis, 1983a) ~he 
irreversible loss of function of the organism as a whole' is a biological 
concept which yields clinical criteria and tests. It presupposes the 
irreversible loss of the capacity for consciousness and the irreversible 
loss of the capacity to breathe, and hence sustain a spontaneous heart­
beat. It supersedes ethical and religious-based concepts and its appro­
priate criterion is the death of the critical system as measured by tests 
for the irreversible cessation of brainstem function. 

Failure to understand the relationship between the concept and 

criteria for death may lead to serious errors of judgement in practical 
matters. A patient in a vegetative state, it is argued, may meet a co~­
cept of death as 'a worthless existence' but, unless the individuals 
critical system is dead, it will not satisfy the concept of death formu­
lated above as the 'irreversible loss of function of the organism as a 
whole'. The latter concept is currently employed in medical practice, 
if not explicitly formulated. It explains why an anencephalic infant 
would not be regarded as dead as long as its brainstem remained intact. 
(Normally anencephalics only survive for a few hours, but a case has 
been reported of such a child, with no evidence of cognitive function, 



Death: Concept and Criteria 15 

surviving under the total care of its mother for 17 years.) (Korein, 
1978, p. 366) Confusion between the concept and criteria of death has 
been atrributed to the Harvard Committee's Report of 1968 (see 
Veatch, 1978a) which regarded 'irreversible coma' as equivalent to 
'brain death' and then conflated irreversible coma with death. Nowhere 
did the Committee indicate how it had moved from a discussion of 
clinical criteria for a diagnosis of irreversible coma to the philosophical 
judgement that irreversible coma was death. It is one thing, argues 
Veatch, to diagnose irreversible coma, but another thing entirely to 
conclude that a patient in such a state is dead, or that the criteria for 
this state meet the concept of death. The very first sentence of the 
Harvard Report (Harvard Medical School, 1968) revealed this con­
fusion. 'Our primary purpose', it stated, 'is to define irreversible coma 
as a new criterion of death,' which according to Veatch, (I 978b, 
p. 307) the Report failed to offer any arguments or evidence to show 
that irreversible coma was synonymous with the death of the person as 
a whole. Whilst the Committee offered what it considered as 
'empirically accurate predictors of irreversible coma', it did not 
as Veatch points out, 'deal at all with the more difficult question: "If 
a person is in irreversible coma, should he be treated as if he were 
dead?" ' 

For the above reasons it has become commonplace in the literature 
on brain death to describe the concept of death as a philosophical 
matter and the development of diagnostic criteria as a task for medical 
expertise and to warn against conflating definitions of what death is 
with the problem of when death occurs. The philosophical analysis of 
death is held to identify what it is that the diagnostic criteria are 
supposed to determine. (see Korein, 1978, Veatch, 1978a, 1978b) 

Whilst this distinction is important, it is nevertheless equally import­
ant that it should not be drawn too rigidly. Philosophical issues do not 
exist in complete isolation from technical and scientific issues; they 
interact and interpenetrate. For this reason a more flexible distinction 
has been formulated by Bernat, Culver and Gert (1981, p. 389) 

Providing a definition is primarily a philosophical task: the choice 
of the criteria is primarily medical: and the selection of tests to 
prove that the criterion is satisfied is solely a medical matter. 

This formulation can be illustrated as follows: suppose the concept of 
death were 'absence of fluid flow', then the criteria would be based on 
cessation of pulse, heartbeat and respiration, and could be determined 
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by relatively straightforward empirical tests. If, however, the cone~ 
were the 'integrated functioning of the organism as a whole', one wo1.t} 
have to decide which organ has decisive responsibility for this. If it is 
matter of general agreement that the brain has this responsibility, th~ I 
tests for measuring brain functions will be important. The fonnu1q 
tion proposed by Bernat et al. has the merit of maintaining tl1e distin~. 
tion between philosophical discourse regarding the concept ~f deat~ 
and medical discourse. Yet it recognises that, whilst philosopJucal an(! 
practical issues can be distinguished at one level, they mutually interact 
at another level. It is therefore important to be wary of attempts tCI 

settle - at the outset of any discussion - which kinds of proble.rns 
belong exclusively to philosophy and which belong exclusively to 
medicine. Whilst Veatch's and Korein's formulations correct]}' 
identify the concept of death as a philosophical issue an~ _the 
criteria for death as a practical matter, the three-level distmc, 
tion between concept, criteria and practical tests, which is pro~osed 
by Bernat et al., is preferable because it acknowledges _the_ 1~ter­
action between conceptual issues and the application of cntena m a 

practical context. 

Understanding Brain Death 

How can the concept of death be understood in terms of an int~r­
action between conceptual issues and practical criteria? What is bram 
death? Is it a concept of death for philosophers to investigate or a name 
for a set of criteria employed by physicians? Is it a technical concept 
used by medical scientists in contrast to the loosely formulated 
concepts of death employed by laypersons? Moreover, is it ~ ~e~ 
concept of death, or a refinement of the traditional concept? And if it is 
a new concept, can it coexist with the traditional concept? 

Is Brain Death a Concept of a Set of Criteria? 

~orein (1~78, p. 20) defines brain death as a concept of death accord­
~ng to _which there is a 'single critical vital system, the brain, whose 
~rrevers~ble. destruction is both a necessary and sufficient condition 
m cons1denng an individual as dead'. However this formulation is dis­
puted by Roelofs ( 1978, p. 40) who argues that the tenn brain death 
ref~rs ~o a se_t. of criteria, not a concept, since 'no description of a 
pati_ent s condition can be equivalent to the statement that he is dead'. 
Bram death and cerebral d th h ea , e argues, 'are not new concepts or 
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definitions of death; indeed, they are not even candidates for such 
roles. But although it is impossible to suppose that brain death an_d 
~erebral de~~ ~an functi~n as kinds or alternative concepts of ~ea~h•~} 
1s at least 1mtially plausible that they might function as cntena 
death'. (ibid.) Against Korein's view that brain death is synonym~us 
with the death of the individual, Roelofs maintains that, as a crit~non 
of death, the condition described as brain death amounts to criteria f~r 
recognising that the person is dead. On these terms a diagnosis of brain 
death at best supports 'the judgement that a person is dead even when 
degenerative change is being held at bay by mechanical perfusion and 
ventilation'. (ibid.) 

Is Brain Death a Technical Concept? 

One solution to the question of whether the term brain death refers to 
a concept or a set of criteria is to say that it is a very special type of 
concept which has a specific meaning to those acquainted with recent 
developments in medical science. This compromise has been suggested 
by Walton, ( 1980, p. 53) who argues that brain death is a concept of 
death 'over and above the particular sets of diagnostic criteria that are 
being proposed'. But, according to Walton, it is 'more of a concept of 
medical science than a concept of death simpliciter'. (ibid.) On these 
terms the problem of whether brain death refers to a concept or a set of 
criteria, says Walton, seems to originate in the fact that the expression 
'brain death' functions as 'a bridge between the concept of death and 
the diagnostic criteria for the determination of death'. (ibid.) Walton 
interprets brain death as a 'target concept' specific to medical science, 
which should not be strictly identified with the criteria themselves. 
(ibid., p. 52) The problem with this formulation is that, while it 
correctly recognises that the term brain death expresses a concept that 
has been necessitated by technological developments, it entails a sug­
gestion that a new form of death is being proposed, the knowledge of 
which is exclusive to medical science. Since it will be maintained 
throughout this text that the concept of death is singular, that there 
cannot be any sense in which there can be alternative or new ways of 
being dead, it is necessary to examine the claim that brain death 
amounts to a new concept of death. 

Is Brain Death a New Concept? 

Until the 1950s the cardio-respiratory concept of death was dominant, 
and cessation of pulse and respiration were in themselves valid criteria 
for death. Since then, thousands of patients who would formerly have 
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bt:en pronounced dead following cardiac arrest have been resuscitated 
and have completely recovered. Developments in resuscitative techno­
logy, open-heart surgery and the employment of life-support machines, 
made the traditional concept of death outdated. Within a short time, 
cardio-respiratory resuscitative teams had adopted criteria for not 
resuscitating, namely when respiratory and circulatory functions have 
been absent for long enough to cause brain death. From then onwards 
it was but a short conceptual step to regard the brain, rather than the 
heart, as the critical system. Experience taught that between five and 
ten minutes of absent circulation was more than sufficient to cause the 
death of the brain. But the precise definition of 'long enough' was not 
straightforward. Such variables as body temperature and the age of the 
patient were of considerable importance. This might suggest that, if 
brain death is a new concept of death, then it was one in which criteria 
had become a matter of sophisticated medical judgement, whereas pre­
viously the physician merely confirmed what was obvious to everyone. 
But, whilst the criteria for brain death differ from traditional criteria, 
there is, nevertheless, considerable justification for saying that brain 
death does not represent a new concept of death, but rather a situation 
demanding that different criteria be fulfilled. This view is held by 
Korein (1978) who argues that brain death does not represent a new 
concept, but rather the application of more stringent criteria for the 
existing concept of death. 

Can Brain Death Coexist With the Traditional Concept of Death? 

Quite clearly, the concept of brain death represents a departure from 
the traditional concept in some respects. But does it entail a new way 
of being dead? Does it even make sense to speak of a new way of being 
dea~, as opposed to a new way of dying? Objections to the very term 
brain death have been made, on the grounds that it could easily lead to 
misuse and confusion. Veatch ( 1978b) argues that terms like brain 
death should only be transitional. Either the patient is dead or he is 
no~, in an absolute sense. Being brain dead can suggest a special way of 
bemg dead, which like "virtually dead' is misleading. 
_ _In. the light of these problems in locating the meaning of brain death 
it is important to formulate a definition of brain death which corres­
ponds to ordinary concepts of death whilst, at the same time, acknow­
le~ging the inadequacy of other concepts of death. It will be main­
tamed here that brain death is a radical reformulation of traditional 
concepts of death rather than a new concept, since there is no new 
way of being dead, and that it marks an improvement on cardio-



Death: Concept and Criteria 19 

respiratory formulations since under certain circumstances the latter 
states may be reversible. It is in this sense that the term brain death can 
be used as a better formulation of the concept of death. When fully 
articulated it is not so much a new concept as the fonnulation of a 
definition of death where previously none existed. 

Conclusion 

The concept of death is necessarily linked to an irreversible physical 
change in the state of the organism as a whole. Given the potential 
reversibility of states associated with the traditional cardio-respiratory 
concept, it has been argued here that only a brain-related concept can 
provide a necessary and sufficient basis for the death of the organism as 
a whole. Although brain death is an expression that has emerged in the 
context of recent developments in medical science, it cannot be des­
cribed as an alternative form of death. However, towards the end of 
this chapter it was suggested that brain death is not so much a new 
concept but rather, when clearly articulated, it is both a definition and 
an explanation of death where previously none existed. That is to say, 
in a very important sense, the traditional cardio-respiratory concept 
never provided adequate criteria for death and, in the light of contem­
porary knowledge about the mechanics of brain death, irreversible 
cardio-respiratory arrest was merely an Jndication that brain death was 
imminent. In the following chapter greater precision regarding the 
definition of death will be sought in an examination of the three main 
formulations of brain death. 
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If we are aware of what indicates life, which everyone may be sup­
posed to know, though perhaps no one can say that he truly and 

clearly understands what constitutes it, we have at once arrived at 
the discrimination of death. It is the cessation of the phenomena 
with which we are so especially familiar - the phenomena of life. 

J .G. Smith, Principles of Forensic Medicine, 1821. 

Introduction 

One of the problems in providing a suitable definition of brain death is 
that in the literature on the subject three distinct, but related, formu­
lations of the concept can be discerned. The first maintains that there 
are two concepts of death tclassical death and brain death) and alterna­
tive sets of criteria. The second formulation maintains that there is but 
one concept of death, which is undetermined, and two alternative sets 
of criteria. The third formulation stresses that there is one concept of 
death and only one set of relevant criteria. 

Two Concepts and Two Sets of Criteria 

According to the first formulation, there are two types of death. Two 
sets of criteria are therefore employed in medical practice. They are (1) 
traditional criteria based on the cessation of heart and lung function, 
and (2) neurological criteria to be used where sophisticated technology 
renders traditional criteria inappropriate. This formulation has been 
incorporated into a number of US statutes on brain death, and is 
expressed clearly in the Kansas statute, enacted in 1970: 

20 

(I) A person will be considered medically and legally dead if, in the 
opinion of a physician, based on ordinary standards of medical 
practice, there is the absence of spontaneous respiratory and 
cardiac function and, because of the disease or condition which 
caused, directly or indirectly, these functions to cease, or 
because of the passage of time since these functions ceased, 
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attempts at resuscitation are considered hopeless; and, in this 
event, death will have occurred at the time these functions 
ceased; or 

(II) A person will be considered medically and legally dead if, in the 
opinion of a physician, based on ordinary standards of medical 
practice, there is the absence of spontaneous brain function; and 
if based on ordinary standards of medical practice, during 
reasonable attempts to either maintain or restore spontaneous 
circulatory or respiratory function in the absence of aforesaid 
brain function, it appears that further attempts at resuscitation 
or supportive maintenance will not succeed, death will have 
occurred at the time these conditions first coincide. Death is to 
be pronounced before artificial means of supporting respiratory 
and circulatory function are terminated and before any vital 
organ is removed for the purposes of transplantation. (Law of 
March 17, 1970, ch. 3 78 (1970) Kan. Laws 994.) 

Following Kansas, at least five states enacted statutes where brain 
death was referred to as an alternative definition of death. These 
included Maryland, who in 1972 passed an identical statute, and 
Virginia in 1972, New Mexico in 1973, Alaska in 1974 and Oregon 
in 1975. They all share the misconception that there are two types 
of death and the belief that there is a special and possibly premature 
death for organ donors, since the final sentence of the alternative 
definition appears to have been inspired by the need to provide a 
definition of death solely for organ donors. According to Ian 
Kennedy (1971) the Kansas statute suggests that death may occur at 
two distinct points during the process of dying. A patient 'X at a 
certain stage in the process of dying may be pronounced dead, whereas 
Y, having arrived at the same point, is not said to be dead'. This leads to 
the anomaly to which Capron and Kass ( 1980, p. 60) have drawn atten­
tion, namely that one can be simultaneously dead and not dead, 
depending on which alternative is chosen. For example, a patient may 
meet brain-death criteria and be declared dead under the statute's 
specific transplant definition. But if the potential recipient dies before 
transplantation has taken place and the heart and other organs are no 
longer required, what status does the patient then have? Do the doctors 
then have to use the alternative criteria based on the heart and respir­
atory system and if so, should the patient be subsequeptly redia_gnosed 
as alive? , · • 
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Suppose that Mr Smith, a dying patient in University Hospital, is 
found to be immunologically well-matched with Mr Jones a Univer­
sity Hospital patient awaiting a heart transplant. Under the special 
transplantation 'definition' Smith is then declared dead, but just 
as the surgeons are about to remove Smith's heart, Jones suddenly 
dies. The doctors then decide that Smith is no longer needed as an 
organ donor. His condition does not meet the standards for declaring 
death in non-donors. Is Smith 'dead' or 'alive'? 

Criticism of the Kansas statute has focused on its assumption of two 
separate concepts of death. However, its defenders point out that it 
need not be interpreted as offering two alternative concepts of death. 
Walton, (1980, p. 10) for example, argues that 'It could be interpreted 
as leaving the question of the concept of death open-ended while 
formulating two sets of criteria for death.' Nevertheless, it is hard to ste 
how this exonerates the Kansas statute from the charge of ambiguity• 
Walton's interpretation simply highlights the statute's conceptual 
vagueness: if the concept is open-ended, then there are no reliable con­
ceptual guidelines from which the criteria and tests may be derived. In 
its present formulation the Kansas statute is ambiguous. It places an 
intolerable burden on physicians who have to decide which set of 
criteria to apply. Apart from its inherent ambiguity, legislation based 
on a dual concept of death can lead into a medico-legal minefield, 
particularly when the choice of criteria may yield conflicting times of 
death. This becomes acute when disputes as to the time of death may 
have implications for inheritance claims. 

One Concept and Two Sets of Criteria 

The second formulation maintains that there is one concept of death 
but two alternative sets of criteria. As Korein (1978, p. 20) puts it: 

It should be made unmistakably clear that we are not dealing with a 
conceptual duality. Brain death is essential to any concept pertaining 
to the death of a person. What we are considering are dual criteria in 
deriving the diagnosis of death. That is, death may be diagnosed 
either by the 'classical' criteria, which relate to vital functions or, 
under highly circumscribed conditions, by the criteria for brain 
death. 
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In response to the anomalies inherent in the Kansas statute and sub­
sequent legislation, a similar formulation has been offered by Capron 
and Kass, and others. As with Korein's definition of brain death, the 
Capron-Kass (I 980, p. 64) proposal outlines a definition of death as a 
single phenomenon that can be determined by brain-related criteria, in 
contexts where vital functions are being artificially maintained, whilst 
still acknowledging the validity of traditional criteria for the vast 
majority of cases. Their proposal states: 

A person will be considered dead if in the announced opinion of a 
physician, based on ordinary standards of medical practice, he has 
experienced an irreversible cessation of spontaneous respiratory and 
circulatory functions. In the event that artificial means of support 
preclude a determination that these functions have ceased, a person 
will be considered dead if in the announced opinion of a physician, 
based on ordinary standards of medical practice, he has experienced 
an irreversible cessation of spontaneous brain functions. Death will 
have occurred at the time when the relevant functions ceased. 

This proposal has been well-received. Walton (1980, p. 11) points out 

how: 

it makes it quite clear that the two criteria for determination of 
death are being postulated and, thus, avoids the suspicion of con­
ceptual pluralism. In addition, it removes further uncertainties of 
application by specifying the circumstances under which the brain­
related criteria are to be used. 

The Capron-Kass proposal stresses the need for a statute which speaks 
of the death of a person, which concentrates on the death of the indi­
vidual as a whole. This would allow for residual life in certain organs 
after the death of the person. It concentrates on the single phenomenon 
of death and is to be applied uniformly, not left to the unguided discre­
tion of physicians. Unlike the Kansas statute it does not attempt to 
establish a special kind of death called 'brain death'. Instead it proposes 
'two standards gauged by different functions, for measuring different 
manifestations of the same phenomenon'. (Capron and Kass, 1980, 
p. 65) Thus 'if cardiac and pulmonary functions have ceased, brain 
functions cannot continue; if there is no brain activity and respiration 
has to be maintained artificially, the same state (i.e. death) exists'. 

The Capron-Kass proposal was adopted by Michigan and West 
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Virginia in 197 S, and by Louisiana and Iowa in 1976, a11d by ~ot;;: 
in 1977. This legislation reflects a unitary concept of deatl~ wit d 
sets of criteria: (1) irreversible cessation of spontaneous respirat~ry an 
circulatory function and, when this cannot be determined, (2) irrever· 

sible cessation of spontaneous brain functions. 1 t• was 
With minor amendments the substance of this formu a 10n . 

. p • d t's Comm1s-
incorporated into the recommendations of the _ _resi en . . al 
sion for the Study of Ethical Problems in Med1cme and Biomedic 
and Behavioural Research in a volume entitled Defining Deaflz (here· 
after DD, 1981) in July 1981. The Commission proposed a Un_iform 
Declaration of Death Act (ibid., p.2 hereafter UDDA), accordmg to 

which 

an individual who has sustained either (i) irreversible cessati?n °~ 
circulatory and respiratory functions, or (ii) irreversible cessation ° 
all functions of the entire brain, including the brainstem, is dead.~ 
determination of death must be made in accordance with accepte 
medical standards. 

This proposal is now statute law in at least eleven states. 
The dualistic criteria for death inherent in the Capron-Kass proposal 

and the UDDA formulation, has been criticised on a number of 
grounds. Criticisms of the Commission's requirement for the 'irreve_r· 
sible cessation of all functions of the entire brain' will be considered m 
Chapter 5, where 'whole' and 'part' brain formulations will be con· 
trasted. Our present concern is with the set of criteria based on 'irre· 
versible cessation of circulatory and respiratory functi,ons'. According 
to two critics of the President's Commission's report, Culver and Gert, 
(1982, p. 192) this formulation is highly ambiguous, lending itself to 
three interpretations, none of which can be regarded as an acceptable 
criterion of death. It can mean either (1) irreversible cessation of 
spontaneous c_irculatory and respiratory functions, which is the alter· 
native specified in the Capron-Kass proposal, or (2) irreversible 
cessation of artificially supported circulatory and respiratory functions. 
It might even refer to (3) a hybrid compromise referring to 'irreversible 
loss of both spontaneous and artificially supported circulatory and 

respiratory functions'. Culver and Gert point out that, the first inter· 
pretation cannot serve as a criterion of death since it would include 
patients receiving long-term artificial ventilation, or those fitted with 
pacemakers. As such, it is a necessary but not a sufficient component 
of the definition of death. The second interpretation, 'irreversible 
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cessation of artificially supported circulatory and respiratory func­
tions', does not fulfil requirements for a definition of death. This may 
be a sufficient condition for death but it is not a necessary one because, 
as the Commission acknowledges, someone whose circulation is being 
artificially maintained, but whose total brain functions have irreversibly 
ceased, is nevertheless dead. The third interpretation, which combines 
( 1) and (2), is equally unsatisfactory since it would entail that 'irrevers­
ible loss of artificially supported circulatory and respiratory functions 
is a necessary condition for death'. 

If, as the critics maintain, there is no acceptable interpretation of the 
phrase 'irreversible loss of circulatory and respiratory functions' that 
will provide an acceptable criterion of death, then why did the Capron­
Kass proposal and the President's Commission adopt two sets of criteria 
for death? Why retain criteria which are based on an outmoded concept 
of death? The answer is to be the Commission's expressed wish to avoid 
appearing as advocates of radical change. This outweighed demand for 
theoretical consistency. In a subsection headed 'Incremental (Not 
Radical) Change', the Commission points out that while 

most Americans still feel that they recognise the manifest signs of 
death ... [the] 'whole brain' signs of life and death are less well 
comprehended by non-specialists . . . The heart and lungs move 
when they work; the brain does not. Thus, since any incorporation 
of brain-oriented standards into the law necessarily changes some­
what the type of measures permitted, a statute will be more accept­
able the less it otherwise changes legal rules. (DD, 1981, pp. 58-9) 

The problem is that the change in the criteria for death necessitated 
by resuscitation technology, does require a radical reformation of con­
cepts of death and human life, and that contrary to the President's 
Commission such a redefinition cannot be viewed as a mere supple­
ment to the traditional concept. Such a reformulation must exclude all 
possibilities of reversibility which is why the traditional cardiorespira­
tory-based concept cannot serve as an alternative definition. However, 
if continuity is to be maintained, the new formulation must provide a 
satisfactory account of the status of the traditional definition. More­
over, the conceptual challenge initiated by brain-related criteria for 
death cannot be avoided by appeals to what the public may or may not 
immediately comprehend. In 1974 Fox and Swazey (p. 334), authors 
of The Courage to Fail, recognised that: 
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The introduction of the concept 'brain death' and its implications 
has only begun to be explored. But this at once symbolic and 
organic transposition of the primary site of death from the heart and 
lungs to the brain has already created new ambiguities about what 
constitutes life and humanness rather than mere existence. 

Brain death is an entity produced by modern technology. The prob­
lems and ambiguities it has raised have radical implications, which must 
be confronted. The President's Commission recogn"ised that mechanical 
ventilators and related therapy can now enable physicians to reverse the 
failure of respiration and circulation in cases of cardiac arrest. If blood­
flow to the brain is restored quickly enough, unassisted breathing may 
return. However, the brain cannot regenerate neurons to replace those 
that have permanently stopped functioning. Hence prolonged periods 
without oxygen (anoxia) may lead to the complete and irreversible 
loss of all brain functions. Given that life is essentially a matter of 
organisation, the moment of death is not the cessation of breathing and 
circulation but when breathing and circulation lack neurological inte­
gration. Drawing from evidence presented in July 1980, the Commis­
sion (DD, 1981, p. 6) concluded that proof of the irreversible absence 
of all functions in the entire brain, including the brainstem, provides a 
highly reliable means for declaring death for respirator-maintained 
patients. 

It is clear from the very nature and purpose of the Commission's 
report that it recognised the extent to which the advent of resuscitation 
technology had rendered traditional concepts and criteria theoretically 
and clinically anachronistic. But its concern in promoting a Uniform 
Declaration of Death Act was to establish legislation couched in a lan­
guag~ devised to convey the impression that no significant change was 
req~ired. This involved a compromise between politico-legal prag­
matism on the one hand, and philosophical rigour and clinical accuracy 
on the other. This compromise is manifested in the Commission's 
argument that their proposed legislation should supplement rather than 
su?pl~nt the existing legal concept on the grounds that brain-related 
cntena would only be applied in a limited number of cases: 

The conservative nature of the reform here proposed will be more 
apparent if the statute refers explicitly to the existing cardio­
pulmonary standard for determination of death. The brain-based 
standard is, after all, merely supplementary to the older standard, 
which will continue to be adequate in the overwhelming majority 
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of cases in the foreseeable future. Indeed, of all hospital deaths at 
four acute hospitals in the Commission's survey, only about 8 per 
cent could have been declared dead by neurological criteria prior to 
cardiac arrest. The study clearly illustrates that the use of cardio­
pulmonary criteria predominates. In the first place, the brain­
based criteria are relevant only to a limited patient population (i.e. 
comatose patients on respirators). Even among this population, only 
one-fourth of those who died at the four acute centres in the Com­
mission's study met the brain-based criteria before meeting the 
cardio-pulmonary standard. (DD, 1981, p. 59) 

In the foreseeable future, brain-related criteria will admittedly con­
tinue to be confined to a limited number of cases where mechanical 
support is employed. But, according to the President's Commission, the 
'older standard' is a definition of death, not a test for the prediction of 
the death of the organism as a whole. This contrasts sharply with its 
recognition that the 'older standard' was a test for prolonged absence of 
spontaneous circulatory and respiratory functions which, because of 
technological intervention, is no longer adequate. What the Commis­
sion presented as an alternative standard to the brain-related definition 
is really a test to show that, in certain circumstances, the permanent 
non-functioning of the organism as a whole can be predicted. 

The problem with the Commission's proposals for a Uniform 
Declaration of Death Act and with other proposals for dual criteria of 
death, is that an outmoded concept of death is promoted for legal prag­
matic purposes rather than out of a desire for conformity with theor­
etical and clinical requirements. It may be the case that a peasant 
community in the backwoods will not have access to mechanical 
ventilation and cardiac resuscitation facilities and that, for all practical 
purposes, death is inevitable with the onset of irreversible cardio­
respiratory arrest. But the death of the organism as a whole does not 
occur, either in the backwoods or in the most expensively equipped 
university hospital, un ti! the brain, the critical system, is no longer 
capable of integrating the vital subsystems. Anxious to avoid radical 
change, the Commission proposed a statutory definition of death which 
is theoretically inadequate. It has thereby arrived at the proposal for a 
statute with two independent sets of criteria for death which possesses 
all the flaws of previous statutes criticised in its own report. 
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One Concept and One Set of Criteria 

The third formulation is based on the idea that there is a single concept 
of death, which is brain death, and that concept and criteria comple­
ment each other. Accordingly, the crucial question in deciding whether 
someone is dead is whether or not brain functions persist. The criteria 
derived from this concept must ultimately refer to the state of the 
brain. One must note that this formulation for the concept and criteria 
for death is significantly different from the Kansas statute, the Capron­
Kass proposal and the formulation proposed by the President's Com­
mission. Whilst these formulations specify alternative sets of criteria, 
they leave the concept of death open-ended, and the philosophic _ques­
tion, regarding what shall count as the death of the individual, is left 
undetermined. This is not the case with the third formulation, which 
clearly identifies the death of the individual with the death of the 
brain. On these terms the fate of a single organ - the brain - is hel_d to 
be critical in the determination of death. This formulation was outlined 
in the proposals of the American Bar Association in 1974. These were 
approved by the House of Delegates of that organisation in 1975, which 
noted 'That for all legal purposes, a human body with irreversible cessa­
tion of total brain function, according to usual and cuStOmary 
standards of medical practice, shall be considered dead'. (De Mere an_d 
Alexander, 1975) This became the basis for legislation in Califor~ia 
(1974) and Geo~gia (19'.5), Tennessee (1976) and Idaho (1977)- Wh~;~ 
such a formulation avoids the ambiguities of the Kansas statute, 
Capron-Kass and the UDDA proposals it does not give an ade~uafte 

' ·1 na or 
account of the revised status of the traditional concept and cf! e 
death. It simply ignores them and does not state whether physicians ca; 
declare death in their customary fashion, using cardio-respiratory tes s 
for the overwhelming majority of deaths where the situation is not co;­
plicated by artificial ventilation. However, its defenders point out t at 
the practice is to declare death only if breathing and heartbeat hav_e 
ceased long enough for brain death to have occurred thus implicitly' if 
not explicitly, recognising traditional criteria, (see v:ith, Fein, Tendler, 
Veatch, Kleiman and Kalkines, 1977, p. 1748 and Walton, 1980, P· ll) 
To make explicit what is only implicit in this formulation it is necessary 
to point out that traditional criteria never adequately characterised the 
concept of death but were only an indirect way of determining the 
death of the organism as a whole. In other words, a diagnosis of death 
on the basis of the cessation of heart and lungs was in effect nothing 
more than a prediction that brain death would occur or had occurred. 
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(see Korein, 1978, p. 28) Given that brain death follows inevitably 
from the permanent cessation of heart and lungs, it can be argued that 
traditional criteria simply inform us that brain death is imminent when 
it is not possible to apply more sophisticated tests for brain functions. 
Under normal circumstances essential organs, such as the heart, lungs 
and brain, function so closely together that there is little point distin­
guishing them with regard to human death. However, as Puccetti (I 976, 
p. 250) argues, they cannot be given equal status in the maintenance of 
human life: 

Strictly speaking it is not true that men die of heart attacks or 
drowning or lung cancer. Rather these events cause paralysis or 
destruction of respiratory or cardiac functions, which causes anoxia 
in the brain; and it is this which in turn causes the death of the 
brain and the person. 

It is the failure of the heart and/or lungs that prevents oxygen from 
reaching the brain. Death is not death of the heart or lungs; cessation of 
cardio-respiratory functions is a cause, not a state, of death: 'A bullet 
through the heart kills within minutes, but a bullet through the upper 
brainstem kills instantaneously.' (ibid., p. 259) 

As a critical system the brain generates, integrates and controls 
complex bodily activities. Permanent loss of heartbeat on these terms, 
is not death itself but is only an indicator of a permanent loss of brain 
function as a whole, which is death. Perhaps unknowingly, the diag­
nosis of death has always been brain-related: 

Throughout history, whenever a physician was called to ascertain 
the occurrence of death, his examination included the following 
important signs indicative of permanent loss of functioning of the 
whole brain: unresponsivity; lack of spontaneous movements includ­
ing breathing; and absence of pupillary light response. Only one 
important sign, lack of heartbeat, was not directly indicative of 
whole brain destruction. But since the heartbeat stops within several 
minutes of apnoea, permanent absence of the vital signs is an impor­
tant sign of permanent loss of whole brain functioning. Thus, in an 
important sense, permanent loss of whole brain functioning has 
always been the underlying criterion of death. (Culver and Gert, 
1982, p. 187) 

This does not suggest an alternative concept of death. The traditional 
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tests of death, of heartbeat and respiration, still apply since their loss 
'always quickly produce permanent loss of functioning of the whole 
brain'. (Bernat et al., 1981, p. 392) 

As in the case of permanent cardio-respiratory arrest, a diagnosis of 
brain death does not require the absence of all functions of the central 
nervous system. For example, the persistence of various functions of 
the spinal cord is compatible with, and in fact characteristic of, a body 
with a dead brain. The preservation of spinal function after brain death 
is well illustrated by the fact that knee-jerks may persist for a while 
after decapitation. 

Of the three formulations of the concept and criteria for death, only 
the third - that there should only be one concept and one set of criteria 
- is theoretically sound. This formulation has the merit of avoiding the 
ambiguities inherent in dualistic criteria for death; it recognises that, 
owing to the possibility of reversibility, cardio-respiratory formulati_o~s 
have become anachronistic and self-contradictory. Consequently, it is 
unnecessary and confusing to insist on two sets of criteria for death • 
Nevertheless, it is important to arrive at a position which incorp?rat~s 
elements of the traditional criteria and their more refined application m 
the context of mechanical maintenance of cardio-respiratory functions. 
It is necessary to recognise (I) that the concept of brain dea th does not 
represent a new way of being dead; (2) that the concept of death does 
not lend itself to antithetical criteria, and (3) that there is only one way 
of being dead and that is when the brain is dead. Tests for spontaneous 
c~ssation of cardio-respiratory functions are consequently 0111;: _pre­
~zc~ive of death. They amount to a necessary, but not suff1c1ent, 
indicator of death. Were it not for resuscitation technology these teSts 
:"ould be satisfactory in so far as brain death would inevitably follow 
irreversible cessation of cardio-respiratory functions. In this_respect ~he 
context can be said to determine the criteria. In a university hospital 
equipped with resuscitative technology, the diagnostic teS tS might be 
neurologically based. In a farmhouse in the backwoods - where the 
patient_ would not be on a respirator - tests would be condu~ted to 
ascertain the irreversible loss of cardio-respiratory function. But m both 

cases death could not be said to have occurred until the organism as a 
whole had ceased to function, that is, until the brain was dead • 

. Once !t is grasped that the death of the organism as a wh~le is de_ter­
mmed with reference to the brain, then any reference to mevers1ble 
loss of cardio-respiratory functions should only be included as a test 
predicting death. For this reason Culver and Gert ( I 982, p. 194) have 
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proposed the incorporation of a distinction between the criterion of 
death and tests for death into the UDDA statute. This distinction, 
which has been recognised by the Law Reform Commission of Canada, 
reads: 

An individual who has sustained irreversible cessation of all vital 
functions of the entire brain, including the brainstem, is dead. 

1. In the absence of artificial means of cardio-pulmonary support, 
death ( the irreversible cessation of all brain functions) can be 
determined by the prolonged absence of all spontaneous circula­
tory and respiratory functions. 
2. In the presence of artificial means of cardio-pulmonary sup­
port, death (the irreversible cessation of all brain functions) must 
be determined by tests of brain function. 

In both situations, the determination of death must be made in 
accordance with accepted medical standards. 

This proposal echoes the definition of death proposed by Bernat et al. 
(1981, p. 393) which likewise maintains that traditional criteria are 
actually tests for death, not an alternative definition of death: 

A person will be considered dead if in the announced opinion of a 
physician, based on ordinary standards of medical practice, he has 
experienced an irreversible cessation of all brain functions. Irrever­
sible cessation of spontaneous respiratory and circulatory functions 
shall be considered sufficient proof for the irreversible cessation of 
brain functions in the absence of any medical evidence to the 
contrary. Death will have occurred at the time when brain functions 
have irreversibly ceased. 

Both proposals have the distinct advantage of greater theoretical 
clarity than the formulation of the President's Commission regarding 
the concept and criteria for death. They have but one standard of 
death: 'the irreversible cessation of all functions of the entire brain, 
including the brainstem'. Thus formulated, tests for spontaneous 
circulation and ventilation are recognised simply as tests to show 
whether parts of the brain are continuing to function. The absence of 
spontaneous respiration and circulation is not a sign of death, which is 
determined only when the physician is satisfied that the brain has 
ceased to function. 
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Conclusion 

Whilst the Culver and Gert proposal to downgrade traditional criteria 
to the level of a test for death has a theoretical advantage over the other 
proposals considered here, there are, however, serious unresolved prob­
lems regarding their requirements for the cessation of 'all functions of 
the entire brain, including the brainstem'. This formulation, which is 
identical to the UDDA proposal, is clumsy. If one is talking about the 
entire brain, it is unnecessary to make additional reference to the brain­
stem; the whole subsumes its parts. Moreover, it is impossible to devise 
tests that will demonstrate 'cessation of all functions of the entire 
brain', since 'there is no way of assessing such important functions as 
those of thalmus, basal ganglia, or cerebellum'. (Pall is, 1983a, p. 28) 
There is however a reason for the President's Commission and Culver 
and Gert's insistence upon the phrase 'including the brainstem '. This 
phrase is inserted to counter proposals for a definition of death based 
on the mere cessation of hemispheric function. This would entail 
criteria whereby a patient with persisting brainstem function could have 
been diagnosed as dead. This was unacceptable to the President's Com­
mission and is also totally unacceptable to medical authorities in the 
United Kingdom. 



4 THE BRAIN, THE BRAINSTEM AND THE 
CRITICAL SYSTEM 

Civilizations can die, yet many of the component societies live on. 
Societies disintegrate while the individuals involved survive. Indivi­
duals die politically, legally, spiritually, or physiologically, but many 
of their cells continue to metabolize. Cells are destroyed, but their 
enzymes still function. Which of these states are we to call death? 

H.K. Beecher, Round Table Conference, Geneva, I 974. 

In the previous chapter it was argued that, with the availability of resus­
citative technology, only a brain-related concept and criterion of death 
is theoretically sound, in so far as it meets the requirement of irreversi­
bility. But a concept of brain death must also entail the concept of a 
critical system, the loss of which is equivalent to the death of the 
organism as a whole. 

To seek a definition of death is necessarily asking for a definition 
of life. For life, in simplest terms, is that which is not dead. This is 
obviously tautologous, but the point is that an operational criterion of 
life must be included in any definition of death. At the biological level, 
life can be defined in terms of an organism exhibiting the characteristics 
of an open-system capable of interacting with the environment, but 
tending towards a steady state where entropy is kept to a minimum. 
Entropy can be defined as a state of disorganisation. Under normal 
conditions any decrease of entropy within the system is compensated 
by an increase in environmental entropy. If life can be defined as a 
steady state where entropy is kept to a minimum through an exchange 
with the environment, it is possible to comprehend a related concept of 
death as a failure to maintain a steady state. Thus various forms of non­
life, such as crystals or stones, are closed systems which do not interact 
with the environment. Accordingly they can be considered neither dead 
nor alive. There are, however, borderline cases involving physical states 
which have the capacity to interact with the environment under favour­
able circumstances. Thus, for example, a virus may be a complex mole­
cule which, in its crystalline state, is not alive but has the potential to 
become alive if its environment changes - for example, if the virus 
invades a host cell. A goldfish may be frozen in liquid nitrogen and 
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would then be neither dead nor alive. But it has the potential of 
becoming alive once it is placed in water. These states are referred to as 
'suspended animation', and clearly involve how the system functions at 
a given time, the nature of the environment, and the possibility of a 
transition from a static to a dynamic state. (See Bertalanffy, 1967; 
Korein, 1978, p. 23; Lamb, 1979, pp. 121-5) All living organisms have 
mechanisms that store and utilise information and material from the 
environment. The particular structures responsible for these functions 
are also responsible for the organism's goal-directed behaviour, that is, 
its future states. These features are known as 'control systems'. (Korein, 
1978, p. 24) In simple organisms all essential functions are carried out 
by the same system. Thus in a unicellular organism, or virus, the control 
system will consist of the entire organism. However, more complex 
organisms exhibit the phenomenon of 'progressive mechanisation' 
(Bertalanffy, 1967, p. 69) where specific structures are responsible for 
related functions. Higher forms of life have developed master control 
systems which perform the critical role of integrating subsidiary 
systems. In human beings, as in other advanced life forms, the critical 
system is the brain. According to the concept of death formulated as 
'the irreversible Joss of function of the organism as a whole', the human 
organism is dead when its critical system is destroyed. In this respect 
'death of the human organism may be equated with irreversible destruc­
tion of the critical system of that organism'. (Korein, 1978, p. 26) 
According to Korein, one of the essential characteristics of the critical 
system is its irreplaceability: 

Virtually all organisms are replaceable in man, with one exception, 
and that is the brain. The heart can be replaced by a pump, the 
kidneys by an appropriate dialysis unit, endocrine glands by hor­
monal replacement therapy, and so on. A limb may be artificial, but 
when it comes to the neuronal cells that comprise the central nervous 
system, an individual is born with a fixed number that do not repro­
duce. A neuron may grow by increasing its dendritic tree and inter­
connections, and the soma may support growth of a crushed axon, 
but if the soma is destroyed, this is an irreversible process. The brain 
depends on the neurons for its function, and the organism depends 
on the brain. If the brain is irreversibly destroyed the critical system 
is destroyed, and despite all other systems being maintained by any 
manner whatsoever, the organism as an individual functioning entity 
no longer exists. 
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Once the brain is destroyed the human organism is no longer in a state 
of minimum entropy production, no matter how well other systems 
may be functioning by artificial means. There are, however, a number 
of objections to the belief that the premise concerning the brain's irre­
placeability leads to the conclusion that brain death is synonymous 
with the death of the individual. For example, suppose it was acknow­
ledged that the brain is a critical and irreplaceable system yet it was not 
thought that any departure from traditional criteria for the diagnosis of 
death was necessary. Under these circumstances an individual would 
not be diagnosed as dead until the permanent cessation of heart and 
lung functions, despite mechanical support. Accordingly, the diagnosis 
of brain death would only indicate a moment in the process of dying 
where the recovery of spontaneous breathing and hence spontaneous 
circulation was impossible. 

One reply to this objection is that all the evidence so far collected 
has revealed that asystole usually develops within days, if not hours, of 
a diagnosis of brainstem death despite mechanical support. A Danish 
study in 1973 of 63 patients who were ventilated following a diagnosis 
of brain death revealed that 29 developed asystole within 12 hours, 10 
between 12 and 24 hours, 16 between 24 and 72 hours, and 8 between 
72 and 211 hours. (J¢,rgensen, 1973) Similar observations have been 
made in Britain and the USA. (Pallis, 1983a) If the patient is considered 
alive during the period between permanent loss of brainstem function 
and the time his heart stops his status during this period is nebulous. 
According to Culver and Gert (1982, p. 186) the criterion of death 
would not have been met but the patient would be dead. But would he? 
If death is envisaged as 'the permanent loss of spontaneous or artificial 
cardio-respiratory functions' the patient would still be alive. On these 
terms Culver and Gert's defence of brain-related criteria simply begs 
the question that the brain death formulation is the correct concept of 
death. One might still maintain the cardio-respiratory concept holding 
that death does not occur until the development of asystole despite 
mechanical support. This would mean that brain-dead patients should 
be maintained on ventilators until all cardio-respiratory function 
ceased, and should be regarded as alive until then. 

If a brain-related concept is to be advanced as the concept of death 
which trumps all others, then the foregoing objection must be met. 
Now the substance of this criticism of brain-related criteria for death is 
premised on the cardio-respiratory concept of death and the assump­
tion that a diagnosis of brainstem death is merely prognostic. This is 
essentially Becker's (1982, p. 42) case for rejecting the thesis that the 
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death of the brain is equivalent to the death of the person: 'though the 
loss of one vital function ... may inevitably bring about death, it does 
not constitute death by itself'. Echoing Becker, Green and Wikler 
(1982, p. 54) reject the view that human death is determined by the 
irreversible loss of the brain function. 'Brain death', they argue, 'por­
tends bodily death but it does not constitute it'. Consequently they 
reject the view that brain function is different from any other vital 
function, which can be replaced. To the objection that prolonged venti­
lation after brainstem death does not prevent asystole and eventual 
disintegration, (see Lamb, 1978) they reply that this is merely a tech­
nical problem that can be overcome in principle: 

The interval during which a brain-dead patient can be maintained by 
artificial life-supports is at present quite limited ... but surely it 
could be extended, perhaps indefinitely. It is difficult to see why the 
brevity of the interval should have any bearing on the definition of 
death. There are a host of medical conditions which, given the 
current power of medicine, also inevitably lead to death of the 
system as a whole, just as renal failure did only a few years ago. 

The immediate appeal of this argument lies in its reference to the 
patient being 'maintained on artificial life-supports', and in the under­
lying - although not explicitly stated - assumptions that a patient on 
a life-support system is alive, and that death does not occur until every 
system has failed despite artificial support. Of course it is never stated 
that such a criterion of death could only be derived from a concept of 
death which would identify it with the death of every cell in the body, 
i.e. with putrefaction - a concept which not even Green and Wikler are 
prepared to defend. Yet if they are not prepared explicitly to defend 
'putrefaction' as a concept of death, there is little sense in their refer­
ence to the employment of 'life-support' measures following a diagnosis 
of brain death. If a pair of lungs were removed from a patient and venti­
lated in a laboratory, would Green and Wikler insist that the patient 
was still alive because his lungs were functioning? 

The appeal to continued mechanical ventilation after brain death 
simply blurs the distinction between the unique and irreplaceable func­
tions of the brain and the non-unique and replaceable functions of 
other vital subsystems. Lacking a viable brainstem to perform the neces­
sary integrating functions, the 'organism as a whole' would not be func­
tioning despite mechanical assistance. 

When evidence is cited to show that, despite the most aggressive 
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support, the adult heart stops within a week of brainstem death and 
that of a child within two weeks, (Ingvar, Arne, Johansson and 
Samuelsson, 1978) one is not marshalling empirical support for a pre­
diction of death. What is being said is that a point has been reached 
where the various subsystems lack neurological integration and their 
continued (artificial) functioning only mimics integrated life. That 
structural disintegration follows brain death is not a contingent matter; 
it is a necessary consequence of the death of the critical system. The 
death of the brain is the point beyond which other systems cannot sur­
vive with, or without, mechanical support. 

There is, however, another level of criticism which is developed by 
opponents of brain-related criteria for death. It can be summarised by 
the question: 'Why should we single out the brain as the only organ 
whose non-functioning determines death?' Other organs are essential for 
life to continue, for example, without a viable liver or skin tissue, life 
would be impossible. Does this not suggest a degree of arbitrariness in 
assigning greater significance to brain functions? The answer is no. The 
centrality accorded to the brain is not due merely to its irreplaceability; 
it is bound up with its role as supreme regulator and co-ordinator. 
Nevertheless it might be argued that this function could be artificially 
reproduced. For example, in some adult patients lacking brain function 
might it not be possible by artificial means to achieve temperature regu­
lation, normal blood chemistry, elimination of waste products and 
other features of living systems? If one replies that even with extra­
ordinary care these functions can only be sustained for a limited period, 
it might still be argued that this merely shows that patients with non­
functioning brains are dying - not that they are dead. In such cases, the 
criticism goes, the respirator, drugs and other technical aids collectively 
substitute for the brainstem. 

This argument is advanced by Green and Wikler (1982, p. 57) who, 
notwithstanding their recognition that the brainstem is 'the command 
centre which maintains systematic integration', go on to argue that the 
brainstem is not irreplaceable and therefore its irreversible cessation is 
an inadequate criterion of death: 

A more careful assessment of the lower brain's role, however, does 
not support the conclusion that brain death constitutes the cessation 
of systemic functioning. The fact that the lower brain is the element 
in the system which keeps otl1er elements acting as a system does 
not make its continued functioning essential. It is still one among 
many organs, and, like other organs, could conceivably be replaced 
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by an artificial aid which performed its function. The respirators and 
other life-supports which maintain body functioning after lower 
brain death collectively constitute a sort of artificial lower brain, and 
development of a more perfect mechanical substitute is merely a 
technological problem. When the lower brain's job is performed by 
these substitutes, the body's life-system continues to function as a 
system. The non-essential character of brain death may be brought 
out by some mechanical analogies: the heating system of a home can 
continue to function even after its thermostat fails, so long as the 
furnace is turned on and off manually (or by a substitute machine); 
an airplane continues to fly even after the autopilot fails if human 
pilots are able to take control. The source of control is not impor­
tant; what matters is whether the job is done. The artificial life­
supports now in use perform the brain's work rather poorly, as 
shown by the rapidity with which the death of the body usually 
follows brain death; but not so poorly that the artificially-main­
tained system is no system at all. 

Despite the initial attractiveness of this argument, a closer examination 
of the analogies with the brainstem - the thermostat of a heating 
system and the autopilot of an airplane - reveal its theoretical inaccur­
acy· In the first place, the function of the heating system of a house is 
fundamentally distinct I from the homeostatic control of temperature in 
~ living body. Descriptions of living systems, which maintain themselves 
m a steady state, cannot be reduced to the level of descriptions of 
cybernetic feedback systems, including thermostatic systems, which ex­
!libit homeostatic tendencies. (Lamb, 1979) If the heating system of a 
house fails the worst that can happen will be that the inhabitants are 
exposed to the risks of burst waterpipes and physical discomfort, but 
the structure as a whole will remain intact. But if the loss of brainStem 
function results in a failure to maintain temperature control in a living 
organism, structural disintegration is inevitable. The centres for temper­
ature regulation are located in the hypothalamus and control is medi­
ated through the subjacent brainstem. It is Jost when the 'organism as a 
whole' has ceased to function. The airplane analogy is equally spurious. 
The autopilot of an airplane may be replaced by a human pilot or by 
mechanical aids, but there is no known way in which certain functions 
of_ the brainstem can be replaced either manually or by a machine. In 
this context, Green and Wikler's reference to 'a sort of artificial lower 
brain' is wholly misleading. Apart from the inherent woolliness of this 
terminology - what is 'a sort of artificial lower brain'? - this argument 
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rests on a mistaken assumption that the ventilator and other associated 
medical techniques actually substitute for the functions of the brain­
stem. But what they actually substitute for are the functions of 
the intercostal muscles and diaphragm, which without neuronal drive 
from the brainstem cannot function spontaneously: 'they cannot re­
place the myriad functions of the brainstem or of the rest of the brain'. 
(DD, 1981, p. 35) For example, the contrast between bodies lacking 
brainstem functions and patients with preserved brainstems (for in­
stance, following serious damage confined to the cerebral hemispheres) 
highlights this distinction. In cases of brainstem death - even where the 
lungs are artificially ventilated - the pupils are fixed and there are no 
movements of the eyes, face, throat or limbs. The only movements 
observed are the chest movements produced by the respirator. On the 
other hand, with an intact brainstem, despite very severe damage to the 
cerebral hemispheres, one may find an ability to breathe, maintain 
temperature and blood pressure, sigh, yawn, swallow, and even respond 
to visual stimuli by blinking, and grimace in response to pain. In short, 
with loss of brainstem functions, even with the ventilator, there is no 
possibility of an 'organism as a whole' surviving, albeit with the aid of 
mechanical techniques. What remains is not an integrated organism but 
'merely a group of artificial substitutes'., (DD, 1981, pp. 35-6, see note 
4) This is not to deny that an artificial substitute can help to restore the 
organism as a whole to a state of unified functioning. For example, 
kidney dialysis or positive pressure ventilation can restore integrated 
functioning of the whole, just as they can replace the loss of a part. But 
this is fundamentally different from situations where brainstem func­
tion has itself been lost. For here the analogy is not with an artificial 
kidney but rather with an artificial head. The corpus of a decapitated 
individual without a functioning brainstem would not be alive even if 
its blood-circulation and body temperature could be indefinitely pro­
longed by artificial means. On these terms the essential character­
istics of life reside in the brain. Even personal-identity theorists who 
base their arguments on continuity of mental states acknowledge this 
fact: hence the ( often ludicrous) speculations about brain transplants 
and consequental identity changes which abound in their texts. (Parfit, 
1971; Vesey, 1974) If brain death is synonymous with physiological 
decapitation, then brain death is the functional equivalent of systemic 
death of an individual. This point is graphically illustrated in Korein's 
(1978, pp. 27-8) suggestion that, if a dog's head is experimentally 
severed from its body and kept alive by mechanical aids and the same is 
done for the body, 'the essence of the animal's "personality" is in the 
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head not in the corpus'. 

The head in such an experiment will eat, salivate, blink, sleep and 
respond to stimuli to which it has previously been conditioned, such 
as its name being called. If a human is quadraplegic because of a 
cervical spinal cord transection, but has a normal brain, he may be 
kept alive by a life-support system; unquestionably he is a person 
who is aware and responds appropriately to external stimuli. 
However if a person's cerebral hemispheres were destroyed by a shot­
gun blast, with subsequent deterioration of the brainstem, the 
temporary maintenance of his body by modern scientific methods 
does not mean that a human life is being maintained. To press the 
analogy to an extreme, we may culture skin cells from a person and 
keep them growing in artificial media for months. If we stop growing 
these cultured cells, however this does not constitute the killing of 
a person, although we are destroying DNA molecules and tissues 
related to that person. 

The foregoing argument constitutes the case for designating the 
brain as the critical system of the human organism, and brain death as 
the irreversible destruction of that system. Nothing other than the 
destruction of the brain will meet the necessary and sufficient condi­
tions for a biological definition of death. Death is a limit to integration 
activity and consciousness, all of which are brain-dependent. 

This, however, raises a further problem: if the death of the brain 
constitutes the death of the person, then what constitutes death of the 
brain? Since any system is composed of smaller systems, what is the 
critical system of the critical system? The heart and lungs are no longer 
regarded as the critical system and have been subordinated to the 
central nervous system. But which part of the central nervous system is 
so essential 'that its loss would constitute the death of the nervous 
system as a whole? At this point proponents of brain-related criteria 
for death have opted for three different formulations of brain death. 
These can be categorised in terms of 'higher brain', 'whole brain' and 
brainstem (or 'lower brain') formulations respectively. These formula­
tions will be examined in the following chapter. 



5 HIGHER BRAIN, WHOLE BRAIN, AND LOWER 
BRAIN FORMULATIONS 

Long days and hours I've toiled with plaguey care, 
Still nagging questions asks How? When? and Where? 
Old Master Death is feeble grown and slow, 
And even loses grip on Whether or No; 
On rigid limbs I'd often feast my eyes, 
And all was sham, for they would stir and rise. 

Goethe, Faust, II. 

Introduction 

Several philosophers have argued that human death is signified by the 
death of the higher regions of the brain (the cerebrum and cortex) 
alone. However, the American Bar Association; the American Medical 
Association and the Report of the President's Commission (DD, 1981) 
have opted for a definition of brain death ('the irreversible cessation of 
all functions of the entire brain, including the brainstem') which insists 
on whole or total brain death. But the Conference of Medical Royal 
Colleges and Their Faculties in the United Kingdom (1976, 1979) has 
recommended criteria for the death of the person which are implicitly 
based on the death of the brainstem or lower brain. It is important, 
therefore, to assess the relative merits and weaknesses of formulations 
of death based on the higher brain, whole brain and the lower brain or 
brainstem. 

Higher Brain Formulations 

In most of the literature on brain death there are references to the 
higher and lower parts of the brain which are responsible for cognitive 
and integrative functions respectively. Nevertheless, terms like 'higher' 
and 'lower' do not have any precise physiological meaning and it is poss­
ible that such a sharp division is contrary to the facts; some parts of the 
brain may be involved in both cognitive and regulatory activity. Among 
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neuro-scientists there is general agreement 'that such "higher brain" 
functions as consciousness and cognition may not be mediated st~ictly 
by the cerebral cortex; rather, they probably result from complex inter­
relations between brainstem and cortex'. (DD, 1981, P· 15) However, 
for convenience and conformity with contemporary usage, the distinc· 
tion between higher and lower parts of the brain will be maintained 
throughout this chapter. 

The higher brain, or cerebrum control is concerned with movement 
and speech. It is concerned with the content of consciousness (thought, 
memory and feeling). The lower brain, or brainstem, is responsible for 
generating the capacity for consciousness, that is activating the cerebral 
hemispheres. It should be clear that in the absence of brain stem function 
there can be no capacity for certain functions associated with the higher 
brain. The brainstem is also responsible for respiration and spontaneous 
vegetative functions, such as swallowing, yawning and the initiation of 
sleep-wake cycles. It also contributes significantly to the maintenance of 
blood pressure. 

Those who argue that death should be equated with the loss of higher 
brain functions base their case on the fact that such loss strips a patient 
of his or her psychological capacities and attributes. It follows that 
arguments supporting higher brain formulations will be connected with 
criteria seeking to describe the minimum necessary qualities for person­
hood so defined in terms of psychological abilities. The associated 
concept of death will be in terms of the loss of that which is essential to 
being an individual person. Since the loss of higher brain functions 
entails loss of continuous mental processes, it is argued that brain­
related criteria for death may be employed to support a concept of 
death in terms of the loss ?f personal identity. However, such a concept 
of death would not relate m any way to the question of continuing bio­
logical activity elsewhere. 

Numerous objections have been made to such higher brain formula­
tions. It is by no means clear whether criteria for continuous personal 
identity reside in either conscious activity or in the structures of the 
higher brain. Criteria for personal identity are much disputed by philo­
sophers, theologians and lay persons and vary from culture to culture. 
The status of the brain in definitions of personal identity will be con­
sidered later (see Chapter 8), but it must be noted that arguments based 
on personal identity often assume an essence, the loss of which entails 
loss of identity• Whether there is such an essence is far from clear and 
physicians qua physicians would be ill advised to seek such criteria. 

Higher brain formulations run into difficulties with borderline 
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cases, such as mongolism and severe dementia. Moreover, there are 
clinical objections to a diagnosis of the death when there is persisting 
lower brain function. How does one classify patients with damage to 
neocortical or subcortical areas who retain spontaneous respiration and 
circulation? The case of Karen Quinlan is significant here. Ms Quinlan 
retained brainstem function and (when it was adequately tested for) an 
ability to breathe spontaneously. Yet according to arguments based on 
higher brain formulations she would have been just as dead as if she had 
been decapitated and just as fit for burial. The courts held that her 
parents, acting as guardians, might authorise cessation of life-supporting 
treatment if a physician and a hospital ethics committee agreed that 
there was no 'reasonable possibility of a return to a cognitive sapient 
state'. (Veith, 1972, p. 1745) This decision did not alter Ms Quinlan's 
fate. Respiratory 'support' was withdrawn whereupon she showed that 
she could breathe spontaneously. 

Neurologists are not certain whether the cessation of higher brain 
functions entails a total loss of consciousness and awareness. It is 
extremely difficult to prove that there is total absence of sentience 
when the brainstem is still functioning and some systems may still be 
functioning in deeper parts of the brain. Furthermore, what is meant by 
'loss of cognitive faculties'? Does this expression exclude any type of 
perception that may be mediated by the lower part of the brain? 
{Walton, 1980, p. 76) Here we run the risk of stepping on to a very 
slippery slope. How much neocortical damage would be necessary 
before we could declare a patient dead? Should patients in persistent 
vegetative states be considered dead? Although such patients do not 
satisfy tests for whole brain death and a fortiori for brainstem death, 
they may have irreversibly lost all cognitive faculties. Yet no physician 
would diagnose death in such cases. (Pallis, 1983b) 

Whilst the death of the brainstem is relatively easy to diagnose, the 
same cannot be said for a death conceived of in terms of the loss of 
higher functions. 'It is easier to test pupils than to be certain about sen­
tience.' (Pallis, 1983b) Although seemingly straightforward a diagnosis 
of neocortical death is (as distinct from widespread neocortical damage) 
can be extremely difficult. (see Beresford, 1978, pp. 342-3) What con­
stitutes a permanent loss of the content of consciousness requires care­
ful definition. The problem of how to handle a patient who has lost 
cognition but nevertheless has intact cardio-respiratory functions often 
has to be faced. (ibid., p. 343) Moreover, a determination of the precise 
time of death in such cases (if one ever accepted that they were dead) 
would be even more difficult than on criteria based on the whole brain 



44 Higher Brain, Whole Brain, and Lower Brain Formulations 

or on the brainstem. Veatch (1978b, p. 314) has stressed what appear 
to be insoluble problems in the determination of non-cognitive states 
and he concludes: 

We must come to grips with the possibility, indeed the probability, 
that we shall never be able to make precise physiologic measures of 
the irreversible loss of mental processes. In this case we shall have to 
follow safer-course policies of using measures to declare death only 
in cases in which we are convinced that some necessary physical 
basis for life is missing, even if that means that some dead patients 
will be treated as alive. 

Nevertheless, a number of philosophers have argued that death 
should be determined by reference to the irreversible loss of all cogni­
tive functions, regardless of the state of the lower brain. (Puccetti, 
1976) This is ethically unacceptable. The vision of a still-breathing 
corpse in a coffin is morally repugnant. How, for example, does one 
bury such a patient? Should someone take responsibility for suffocating 
him or her? Or should burial take place whilst breathing continues? 
And what would be the outcome if a distraught family member suffo­
cated :i patient who had been vegetative for six months? Would this be 
murder? Or would it be unacceptable treatment of a corpse? (Lynn, 
1983) As Lynn points out in her recent criticism of higher brain formu­
lations, society cannot afford the kind of ambiguity inherent in higher 
brain formulations. At best these require the advocacy of ben_ign 
neglect, at worst they imply active euthanasia. Between the two is a 
slippery slope with characteristic conceptual and moral uncertainty· 
As Pallis (1982b, p. 359) stresses: 

No culture has ever considered patients in the vegetative state as 
dead, or suitable subjects for organ donation. No physician would 
be authorised anywhere in the world, to use the bodies of suc~l 
patients for ... ' certain experimental or instructional purposes • 
No doctor would be prepared to perform an autopsy on such a case, 
or to 'initiate burial procedures'. 

The cognitive and effective components of consciousness may be 
essential for a meaningful and pleasant life, but they are not ~ecessary 
and sufficient conditions for the functioning of the organism as a 
whole. They are not, for example, required in lower forms of life. 

• I" slo e' Several physicians have advanced what are known as s ippery P 
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objections to higher brain formulations of death. We shall examine these 
arguments in Chapter 10, but their relevance can be seen immediately 
once we recognise that, if a diagnosis of death is based on permanent 
loss of the content of consciousness, then this category can be extended 
to include a wide range of disorders that should not be considered as 
death, or even close to death. 

How much neocortical damage is necessary before we declare a 
patient dead? Surely patients in a chronic vegetative state, although 
not totally satisfying the tests for neocortical destruction, have 
permanently lost their consciousness and cognition. Then what 
about the somewhat less severely brain-damaged patient? (Culver 
and Gert, 1982, p. 183.) 

The same point is made by Pallis (1983a, p. 2) in a defence of the con­
cept of brainstem death which is articulated in the UK criteria for 
death: 

I am opposed to 'higher brain' formulations of death because they 
are the first step along a slippery slope. If one starts equating the loss 
of higher functions with death, then, which higher functions? 
Damage to one hemisphere or to both? If to one hemisphere, to the 
'verbalising' dominant one, or to the 'attentive' non-dominant one? 
One soon starts arguing frontal versus parietal lobes. 

The final objection to formulations of death based on the loss of 
higher brain functions draws attention to the fact that total loss of the 
ability to cerebrate is only one aspect of the phenomenon of death. 
Loss of consciousness is a necessary but not a sufficient indicator of 
death in so far as relatives and friends may still react to the 'presence of 
life' in the patient when there is persistent lower brain activity. A Mem­
orandum on Organ Transplantation presented by the Executive Commi­
ttee of the Netherlands Red Cross Society, Third International Cong­
ress of the Transplantation Society, 1970, argues: 

Consciousness, it is true, is an exceedingly important feature of 
human existence as such, but not the only one. There are in addition 
other factors by which we recognise in certain patients a fellow man 
still alive. The deceased may be 'still present' in the eyes of others, 
for instance because of his posture of signs of organic life. This often 
unexpressed 'image' of human life is part of our culture and exerts 
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its influence, and one cannot put it aside as non-existent. The 
attending physicians should seriously take in to account these 
feelings about human life. 

These commonsense intuitions about death run counter to higher brain 
formulations. As such, any decision to terminate treatment and to 
authorise burial or cremation before irreversible loss of brainstem func­
tion and consequent loss of physical integration, will run counter to 
death as it is normally understood. Decisions whether to maintain 
comatose and noncognitive states must be seen to be wholly distinct 
from decisions concerning the presence or absence of life. 

The Whole Brain Formulation 

Despite the popularity of higher brain formulations with philosophers, 
very few, if any, physicians are willing to accept them as criteria for 
human death. Support for a whole brain formulation is presented by 
the President's Commission. (DD, 1981) Anxious to avoid any radical 
changes in the meaning of death, the Commission opposed proposals 
that criteria be advanced to cover only the Joss of the higher brain: 

Extending the 'definition' of death beyond those lacking all brain 
functions to include, for example, persons who have lost only cog­
nitive functions but are still able to breathe spontaneously would 

radically change the meaning of death. 

Such a change, it was argued, would run counter to exiSting religiou_s 
beliefs. However, the Commission did see an affinity between tradi­
tional religious concepts and criteria for whole brain de~th• F?r 
example, although Jewish writings do not deal directly with bram 
death, some passages were deemed to support whole brain formula­
tions. They identified the decapitated state with death, whatever 
might be happening to the body below the severed head. Complete 
cessation of all brain functions could, by analogy, be considered as 
'physiological decapitation', and could accordingly be accepted as a 
basis for declaring death. (DD, 1981, p. 11) Both Catholic and Pro­
testant theological doctrines maintain that the human essence or soul 
departs at the moment of death. This is not incompatible with diag­
nosing death on neurological grounds. For example, '[It] remains for 
the doctor to give a clear and precise definition of "death" and the 
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"moment of death" of a patient who passes away in the state of uncon­
sciousness'. (Pope Pius XII, 1957) 

Exponents of higher brain formulations have accused exponents of 
whole brain formulations of inconsistency and irrationality. In a recent 
criticism of the President's Commission Youngner and Bartlett (1983) 
accuse it of rejecting higher brain formulations, and of endorsing the 
whole brain formulation, on emotional grounds; namely, on the basis of 
an emotional reluctance to treat those with spontaneous respiration and 
heartbeat as corpses. The Commission is accused of equating 'an 
emotional reaction to the treatment of a breathing body with the 
rational determination of whether the patient is dead.' (ibid., p. 254) 
'Emotional forces', argue Youngner and Bartlett, 'are also influential 
partly because they are not rational.' (ibid., p. 254) Now this is a very 
suspect account of an 'emotional reaction' which cannot go unchall­
enged. An emotional response, like any other response, takes place 
within a context where it is perfectly acceptable to demand reasons for 
it. One can then decide whether the reasons offered provide justifica­
tion for the 'emotional response'. In the case in point there are very 
good reasons for an emotional objection to the preparation of a still­
breathing patient for burial or organ removal. According to the canons 
of contemporary practice such a course is recognised as homicide. The 
reason which justifies this reaction is that, according to both the tradi­
tional and whole brain formulation of death, the patient is still alive. 

Youngner and Bartlett also see an inconsistency in the way that the 
President's Commission does not give any significance to chest move­
ments, arterial pulsation and bodily warmth of patients meeting with 
whole-brain-death criteria, but then goes on to cite the very persistence 
of these functions as an objection to higher brain fomrnlations. (ibid., 
p. 254) However, this inconsistency is only apparent. Having met 
criteria for whole brain death, the ex-patient has no capacity for spon­
taneous respiration, heartbeat or temperature control. In so far as these 
functions persist they are performed by the technological apparatus, 
not by the patient. Once it has been shown that loss of these functions 
is irreversible, there should be no problem in recognising death. This is 
markedly different from the state of affairs in cases where brainstem 
function persists and where spontaneous respiration, heartbeat and the 
control of body temperature may continue for years if nursing atten­
tion is provided. 

The preference for the whole brain formulation over higher brain 
formulations is not simply based on emotional grounds, conservatism 
and appeals to tradition. Its strength lies in the contrast with higher 



48 Higher Brain, Whole Brain, and Lower Brain Formulations 

brain formulations where diagnostic uncertainty prevails and where 
dubious criteria for 'personhood' are rampant. As Joanne Lynn ( 1983, 
p. 266) points out: 

At most, with no blood flow studies and with barbiturates present, 
confirming death of the entire brain may take a week; however, 
confirming irreversible absence of consciousness and cognition may 
take years even if one can develop an adequate definition of what 
consciousness and cognition are. 

The Lower Brain Formulation 

Whilst extensive damage to the cortex, from trauma or anoxia may 
not cause permanent unconsciousness there is one structure without 
which consciousness cannot exist. This is the ascending reticular activat­
ing system, or ARAS, which is situated in the brainstem. Strategically 
situated lesions in the parts of the brainstem known as the mesenc­
ephalic and pontine tegmentum produce irreversible coma. Moreover, 
since respiration is controlled by the brainstem, the total destruction of 
the brainstem will necessarily entail the permanent cessation of the 
body's ability to breathe, which in turn deprives the heart and cerebral 
hemispheres of oxygen, causing them to cease functioning. Whole brain 
formulations of death recognise that survival of the brainstem is incom­
patible with a diagnosis of the death of the person as a whole. Survival 
of the brainstem is needed to generate a capacity for consciousness, 
:ind a capacity to breathe. One may survive in a vegetative state with an 
intact brainstem, but without brainstem function asystole is inevitable 
despite the most heroic resuscitative measures. In the United Kingdom, 
the Conference of Medical Royal Colleges and Their Faculties has 
focused on the brain.stem. Pallis (I 983a) has described brainstem death 
as the 'physiological kernel' of brain death. Destruction of the brain­
stem, it is held, precludes meaningful functioning of the brain as a 
whole. 

The b_r~inst_em's ability to generate the capacity for consciousness 
a_nd cognition IS often overlooked by exponents of higher brain formula­
tions - particularly by those who have not done their physiological 
homework! 

!he explicit lower brain formulation of death, here being argued, is 
radically new and has not yet met with universal acceptance. Some 
American physicians question the reliability of brainstem testing and 
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consequently advocate cerebral blood-flow studies (CBS) and electro­
encephalography to confirm the irreversible loss of 'all functions of the 
en tire brain'. According to the President's Commission, 'The prevailing 
British viewpoint on the neurological diagnosis of death is closer to a 
prognostic approach ( that a point of no return has been reached in the 
process of dying).' (DD, 1981, p. 28) In contrast the American ap­
proach is presented as being 'more diagnostic in seeking to determine 
that all functions of the brain have irreversibly ceased at the time of 
death'. (DD, 1981, p. 28) 

However, neurologists and neurophysiologists in the United 
Kingdom would reply that brainstem criteria are prognostic in relation 
to the heart, not in relation to the patient, who is deemed already dead 
when brainstem function has irreversibly ceased. Moreover, they would 
draw attention to the impossiblity of demonstrating 'cessation of all 
functions of the entire brain' which the UDDA supported by the Presi­
dent's Commission requires. The 'whole brain' formulation appears to 
believe that the functional disintegration of all the main intracranial 
systems can be demonstrated whereas the UK code, as outlined in the 
guidelines from the Conference of Medical Royal Colleges and Their 
Faculties, ( 1976, 1979) is more modest, but more realistic in its objec­
tives. It only requires the documentation of the loss of certain critical 
functions ; (namely those of the brainstem) which, as a matter of fact, 
are the only ones that can be clinically documented in the usual clinical 
context. The difference between the recommendations from the Presi­
dent's Commission and the UK code amounts to a distinction between 
'death of the whole brain' (DD, 1981) and 'death of the brain as a 
whole'. (Pallis and Prior, 1983) In so far as the brain cannot function as 
a whole without a functioning brainstem it follows that, once reliable 
criteria for loss of brainstem function have been met , the patient can 
be diagnosed dead. Transient residual signs of electrical activity in 
isolated neuronal aggregates in the higher regions of the brain do not 
indicate persistent functioning of the organism as a whole or even of 
the brain as a whole. The Commission's commitment to the 'whole 
brain' formulation appears to be an extra-cautious measure. But in this 
very caution it is seeking to achieve what cannot be achieved. There is 
strictly no way, in the clinical context of suspected brain death, that 
loss of cerebellar or thalamic function could be directly demonstrated. 
The caution itself may be an important defence against proposals in 
favour of higher brain formulations, but it has no relevance as a counter 
to the lower brain formulation. With an intact brainstem, as the Presi­
dent's Commission recognises, life may persist in the absence of higher 



50 Higher Brain, Whole Brain, and Lower Brain Formulations 

brain functions. But with the irreversible cessation of brainstem func­
tion the continuance of integrated life is impossible. Now th_e Presi­
dent's Commission recognised the centrality of brainstem function, but 
the apparent clumsiness of their whole brain formulation, which refers 
to the whole while needlessly specifying one of its parts, is an indica­
tion of theoretical uncertainty. No argument so far produced has shown 
that the intentions behind the Commission's proposed UDDA wo_uld be 
thwarted when adequate criteria for the irreversible loss of bramstem 
function were met. 

Conclusion 

In Chapter 4 it was argued that life must be defined in terms of organ­
isation and integration. Essential to this was a critical system which 
organised and integrated other vital systems and which cannot be 
replaced by an artefact. The location of the critical system is the brain, 
whose meaningful functioning depends on an intact brainstem. The aim 
of this chapter has been to examine various attempts to define the 
critical system. Three formulations had been proposed: 'higher brain' 
'whole brain' and 'lower brain' respectively. I have sought to show that 
the higher brain formulation is inadequate since it does not require the 
irreversible cessation of brainstem function. The whole brain fonnula­
tion meets this requirement but in doing so does not provide anything 
that is not covered by the lower brain formulation. In so far as the only 
acceptable formulation of death is one which requires a permanent 
non-functioning brainstem, the distinction between 'whole brain' and 
the 'lower brain' formulation has less significance than that between the 
higher and lower brain. 



6 CRITERIA FOR DEATH 

Who shall deliver me from the body of this death? 
Romans 7:24. 

Introduction 

We have so far focused on the conceptual issues underlying brain­
related formulations of death. The present chapter will concentrate on 
criteria which have been proposed in relation to the diagnosis of brain 
death. The first section examines the development of brain-related 
criteria, the second looks at the application of these criteria. In the 
third section theoretical objections to brain-related criteria will be exam­
ined and a reply to these objections will follow. Perhaps one of the 
most publicised objections to brain-related criteria for death has been 
that the United Kingdom guidelines for diagnosis death do not require 
mandatory EEG or angiographic tests. The final section of this chapter 
will examine the reasons for these omissions. 

The Development of Criteria 

Until the early 1960s, and the advent of techniques for taking over the 
functions of the lungs and heart, the public had shown nearly com­
plete acceptance of medical practice regarding the diagnosis of death. 
This had not always been the case. Distrust of the medical profession's 
competence had been evident in scores of pamphlets and tracts written 
in the eighteenth and nineteenth centuries. (see Arnold, Zimmerman 
and Martin, 1968) In 1740 it was suggested by Jean-Jacques Winslow 
that putrefaction was the only sure sign of death. Such a proposal 
expressed great scepticism and ignorance concerning criteria for death 
and consequently reflected a total loss of public confidence in the 
medical profession. Nevertheless, the prestige of physicians increased 
during the mid-nineteenth century as health care became more scien­
tific and professional. The employment of certain technological aids, 
such as the stethoscope, which enabled a more accurate detection of 
heartbeat and respiration, was an important factor in the growth of 
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public confidence in medicine's ability to diagnose death. In the twen­
tieth century scepticism has returned in some areas with regard to 
diagnosis of death. In what follows it will be argued that this scepticism 
is without foundation, and that improvements in diagnostic criteria 
have reached the point where public acceptance is justified. 

The earliest reference in the neurological literature to a state 
approaching brain death was in 1902, when Harvey Cushing described a 
patient whose spontaneous respiration ceased as a result of an intra­
cranial tumour, but whose heart was kept beating for 23 hours with 
artificial respiration. (Black, 1978, p. 395) The contemporary discus­
sion of brain death began in a paper by two French neuro-physiologists, 
Mollaret and Goulon, in 1959, who described a condition of complete 
unresponsiveness, flaccidity, altered thermal regulation, absence of 
mesencephalic reflexes, lack of spontaneous respiration and progressive 
circulatory collapse. They called it 'coma depasse' (literally, 'a state 
beyond coma') but did not equate it with death. During the latter half 
of the 1950s increased use of resuscitative procedures provided the 
background to a Proclamation by Pope Pius XII, The Prolongation of 
Life (1958). This was a direct response to the problem of maintaining 
patients on life-support systems when there was no evidence of brain 
viability. The Pope argued (1) that the pronouncement of death was not 
a matter for the church, but for the physician, and (2) that there comes 
a time in a patient's disease where the situation is hopeless and when 
death should not be opposed by extraordinary means. The terms 'hope­
less' and 'extraordinary' were not precisely defined, but it was clear 
that in certain cases there was no imperative to continue further treat­
ment. The statement was very radical, although today some confusion 
in the Papal statement can be detected. From the standpoint of the 
whole brain concept of death, one is not prolonging life when one 
resorts to extraordinary means to resuscitate brain-dead patients. How­
ever, if we interpret the statement in the light of the traditional cardio­
respiratory concept of death, the suggestion that death should not be 
opposed by extraordinary means simply refers to the continued ventila­
tion of patients in whom all brain function has ceased. 

The need for greater clarity in the definition of death and of states 
approaching death was given urgency by improvements in the manage­
ment of patients in coma. Before such techniques as intravenous hydra­
tion, nasogastric feeding, and artificial ventilation, few survived long in a 
state of deep coma. Such patients either rapidly improved or died. 
Improved techniques of life support mean that such patients can now 
be kept alive longer. These improvements occurred at the same time as 
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improvements in organ-transplantation techniques which had led to an 
increased demand for cadaver donors. So by 1968, an increasing rate of 
organ transplants provided a background to the intensification of 
research into the phenomenon of brain death, leading in turn t? 
attempts to provide greater precision in the criteria for diagnosing this 
condition. Although the terminology was in a state of flux, the con­
struct brain death did in fact achieve a degree of precision that allowed 
a pragmatic use of the term. (Korein, 1978, p. 29) 

In 1968, the Report by the Ad Hoc Committee of the Harvard 
Medical School (hereafter Harvard Report) was a landmark in the devel­
opment of brain-related criteria for death. Its requirements were four­
fold: (I) absence of cerebral responsiveness; (2) absence of induced or 
spontaneous movement; (3) absence of spontaneous respiration -
requiring the use of the respirator; ( 4) absence of brainstem and deep 
tendon reflexes. The Harvard Report also recommended the presence of 
a flat EEG, but acknowledged that it was not mandatory. It specified 
two conditions which were to be excluded: hypothermia and drug 
intoxication, which were capable of mimicking the state of brain death. 
Finally, the Report recommended tests over a period of 24 hours 
to reveal the persistence of the condition. 

The first country to accept brain-related criteria for death was Fin­
land. A study of patients observed following a diagnosis of brain death 
revealed that, despite continuous respiratory and cardio-vascular 
support, their hearts stopped on average 25 hours after diagnosis of 
brain death. The Finnish diagnostic criteria, published by the National 
Board of Health, on 24 March 1971, are as follows: 

The patient is dead when the brain tissue is damaged to such an 
extent that the vital brain functions have irreversibly stopped, 
regardless of whether the heart is beating. The basic cause of brain 
death must be fully established. 

(I) If the damage of the brain tissue is caused by increased intra­
cranial pressure (contusion, haemorrhage, tumour, etc.) irrevers­
ible termination of brain function must be verified with the 
following tests: (a) the pupils are permanently dilated and do not 
respond to light (b) there is no spontaneous respiration and it 
cannot be restored with a respirator or other effective artificial 
respiration after 30 minutes to one hour (c) there are no reac­
tions in other cranial nerves. 
(2) In other cases and in cases in which doubt remains about 
brain death further examination (electroencephalography, cere-
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bral angiography, etc.) must be carried out. Absence of electrical 
activity in an electroencephalogram is not, as such, a reliable sign 
of death in children and in cases of hypothem1ia and acute intox­
ication. (Cited by Kaste, Hillbom and Palo, 1979) 

With minor variations, relating to the EEG and angiographic tests, the 
Finnish criteria were similar to the Harvard proposals. The Harvard 
criteria have proved reliable. No case has been found where the criteria 
have been met and asystole had failed to develop, or where brain 
function returned while the patient was on a ventilator. Nevetheless, a 
number of criticisms have been made, which indicated a need for 
further refinement and clarification. 

One of the initial problems with the term brain death lay in its radic­
ally different meanings. On the one hand it referred to empirical criteria 
for diagnosing a dead brain. On the other hand it referred to the philo­
sophical criteria for the death of the person as a whole, as reflected by 
the function of the brain. The Harvard Report confused these notions. 
It gave no reason for saying that brain death was equivalent to the 
death of the person. 

Critics have drawn attention to the arbitrariness of the Harvard 
Report's 24-hour observation period. There are many individuals who 
may be brain dead but who do not maintain a circulation for 24 hours. 
Moreover, unreceptivity cannot easily be determined in an unresponsive 
body without consciousness. (see DD, 1981, p. 25) And while the 
Report recognised that drug and metabolic intoxication can mimic 
death, the need to test adequately for their presence was not made 
explicit or precise. Finally, the Report offered no discussion of the 
interaction of drugs with other factors causing the coma. (see Korein, 
1978, p. 30) 

Despite these criticisms, the Harvard Report provided the essential 
framework within which further improvements in brain-related criteria 
would emerge. It is now regarded essential to any diagnosis of brain 
death that the following rules are applied. 

1. The Cause of the Coma Should be Known. A diagnosis of brain 
death should not be considered unless the factors contributing to the 
patient's coma are clear and unequivocal. Certain drugs and a low body 
temperature can place the neurons in 'suspended animation'. Under 
these conditions they may survive deprivation of oxygen or glucose for 
some time without sustaining irreversible damage. It follows that in a 
coma of unknown aetiology, extreme caution is advised to ensure that 
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there are no reversible components in the situation. According to the 
Finnish Study (Kaste et al., 1971, p. 527) 'if the code gives no instruc­
tion on how the arrest of spontaneous respiration should be verified an 
anaesthetist should be consulted in all cases of suspected brain death.' 
According to Kaste et al. (I 971, p. 527) 'the greatest risk seems to be in 
differentiating between intoxication and brain death'. 

2. Diagnosis Slwuld Involve More Than One Test. The assessment of the 
tests of brainstem function in suspected brainstem death, is never based 
on a single test. The brainstem reflexes are elicited one-by-one, thereby 
systematically assessing the viability of different parts of the brainstem. 
No other area is as amenable to clinical testing as the brainstem. All 
testable functions of the brainstem have to be looked for - and found 
absent - before the individual can be diagnosed as having a dead brain­
stem. 

Application of Criteria and Termination of Treatment 

In the UK, the decision whether to apply tests for brain-death is left to 
the attendant physician. The law is not involved: a patient is dead when 
doctors say he is dead. Medical practice is not however arbitrary. It is 
based on 'guidelines' issued by professional bodies. These provide very 
considerable moral and practical - although no legal - support. In the 
USA things are different and several legislatures have passed laws facil­
itating brain-death diagnosis. They have done so in order to remove the 
ambiguities in the definition of death to be found in Black's Law 
Dictionary where death is defined in terms of the cessation of cardio­
respiratory functions, and to avoid exposing the physician to charges of 
homicide based on criteria which wrongly assume the heart to be the 
critical organ. 

There are two schools of thought regarding legal directives on 
brain-death criteria. One school favours case law whilst the other argues 
for a legal statute. Case law has the advantage of being able to respond 
to future scientific developments. But it has certain disadvantages. 
First, its fluidity renders it subject to constant fluctuation and endless 
appeals for further judicial action. This may be beneficial in some 
branches of law but the determination of death requires something that 
is beyond controversies arising out of specific issues. Secondly, there is 
the objection that court decisions may relate to special circumstances, 
such as transplantation; a statute which recognises the reality of brain 
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death in itself would avoid any confusion between criteria for death 
and other considerations. Thirdly, a clearly defined statute would 
counter the false hope that while the heart still beats there is a chance 
of recovery. This latter point requires emphasis. The media often 
reflects popular confusions of thought and expressions. References to 
'giving up' and 'letting him or her go' imply that life is still present, as 
long as the heart is beating, despite the diagnosis of brain death. Some 
of this confusion originates in misleading accounts of brain-dead 
patients surviving on 'life-support machines'. In such cases the expres­
sion 'life support' is wholly misleading. Brain-dead ex-patients may be 
connected to ventilators but this does not imply that life is still present. 
Talk of 'giving up' in the context of brain death is both dangerous and 
misleading in so far as it prepares the public mind for 'giving up' in cases 
involving passive euthanasia. It is important that criteria for diagnosing 
brain death be appreciated as something totally different from criteria 
for passive euthanasia, and, for that reason, it is essential that rigorous 
distinctions will always be maintained between situations where death 
has occurred and situations where death is allowed to occur. 

Confusion of this kind is still to be found in the report of the 
Finnish study, (Kaste et al., 1979, p. 527) which clearly and correctly 
d~mons~rated that none of the patients was likely to recover after a 
diagnosis of brain death. Its terminology, however, suggested that brain­
~eath criteria were prognostic indicators of death, rather than death 
itself: 

These patients died within a day, and the relatives might have been 
spared from further emotional distress if support had been with­
drawn when the diagnosis was established. As soon as it is obvious 
that the r . . 

pa 1ent cannot recover life-supporting measures should 
perhaps be withdrawn, since continued support may increase reluct­
~nce. to, embark on resuscitative measures generally. Moreover, the 

ospital s capacity to give active treatment to patients with a better 
prognosis is redu d . . .- . . ce , especially when only a few beds are available 
1or mtens1ve care. 

This passage runs together 'is dead' with 'obvious that the patient 
canno_t reco~er'. The authors say that the patients 'died within a day' of 
;11~ diagnosis of brain death. Presumably this means that a progressive 
1ailure of other vital b . . su systems followed the death of the bram. But 1f 
they were brain dead then talk of eventual death creates unnecessary 
confusion. Taken with remarks about cost effectiveness and talk about 
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the 'hospital's capacity to give active treatment to patients with a better 
prognosis', it suggests a plea for the termination of treatment before 
death, in short 'allowing to die'. To avoid this position it is essential 
that the neurological criteria for the death of a human being must be 
clearly enunciated. Acknowledgement of brain-related criteria for death 
implies that the patient 'is dead', not that he or she is 'about to die', 
'certain to die' or 'won't recover'. 

An example of how easy it is to confuse these categories can be 
seen in the criticism that the guidelines issued by The Medical Royal 
Colleges and Their Faculties ( 1979) wrongly equated 'properly tested 
and found certain to die' with 'dead'. (see Wainwright-Evans and 
Lum, 1980, p. 1022) The confusion has roots going deep into the past. 
A report by the American Academy of Sciences in February 1968, 
(which in the field is 'deep in the past') based its criteria for organ 
removal on 'evidence of crucial and irreversible bodily damage and 
imminent death'. (cited by the British Medical Journal (Anon., 1968, 
p. 762)) This implied that the heart could be removed before death, 
which in practice would be tantamount to 'medical murder'. The source 
of this confusion lies in an underlying concept of death still based on 
the functions of the heart and respiratory system, although in many 
cases the concept is not explicit. Clarification can only be restored with 
an adequately defined concept of brain death. 

Objections to Brain-related Criteria 

Any acceptable criterion for death must specify the loss of brain func­
tion and meet tests which demonstrate that total stoppage of the brain 
is irreversible. In a Status Report Veith et al. (1977, p. 1748) assume 
the irreversible loss of brain function to be synonymous with the death 
of the person: 

In practice death is only pronounced when the functions of circula­
tion and respiration have ceased long enough to cause destruction of 
the brain and produce other signs of lifelessness. In these instances, 
cessation of circulation and respiration represent the specific criteria 
by which irreversible cessation of brain function is determined. 

This argument is rejected by Byrne, O'Reilly and Quay (1979) 
who argue that 'Cessation of total brain function, whether irreversible 
or not, is not necessarily linked to total destruction of the brain or to 
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the death of the person.' They also argue that the removal of organs on 
the basis of current brain-related criteria is morally unacceptable to 
most religious and ethical belief systems. (ibid., p. 1986) Their objec­
tion can be summarised as follows: first, it is argued that the concen­
tration on the brain as the essential organ in the determination of life 
and death manifests a reductionism that is incompatible with the 
dualist mind-body distinction expressed in the major religions. Brain 
death, they argue, (p. 1986) reflects a strictly materialistic position 
which 'reduces the life of the human person to a putative organic 
function of the material brain'. This they hold to be incompatible with 
the dualist beliefs of Jews, Moslems, Hindus, Christians and others. 

A simple reply to this objection would be to suggest that the major 
religions could all be wrong in holding dualist notions. Religious move­
ments have been fundamentally mistaken in the past with regard to the 
living organism, and there is no reason why they should be regarded as 
immune from further errors or as the ultimate tribunal in such matters. 
In this case, however, it is not necessary to engage in conflict with the 
major religious movements. Brain-related criteria for death are only 
crudely reductionist if it is insisted that the person is nothing more than 
his brain. Obviously there is more to a person than a brain. But to say 
that a person will not be unless endowed with a brain is not to say that 
a person is his brain. A person will not be without a head, but we do 
not say that a person is a head. There is nothing in brain-related criteria 
for diagnosing death that commits one to reductionism. One might even 
point out that traditional criteria for death never reduced a person to 
his or her lungs or heart. 

Byrne et al.'s second objection to brain-related criteria involves the 
diStinction between 'loss of function' and 'destruction' of the brain. 
Loss of function, they argue, is not synonymous with destruction, and 
irreversible loss of function cannot therefore provide criteria for death. 
They define destruction in terms of damage to the neurons such that 
they disintegrate physically, both individually and collectively. (ibid., 
p. 1987) Destruction is irreversible but loss of function, they maintain 
is reversible in many cases: 

There is no evident contradiction in supposing the existence of 
pennanent synaptic barriers, permanent analogs of botulinus toxin 
or morphine, or yet other mechanisms that would block all brain­
functioning while leaving the brain's neuronal structure intact and 
ready for action (at least until such time as the effects of this non­
function on the rest of the body might react back on the brain in a 
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destructive manner). Therefore there is no reason to think that 
cessation of function, whether reversible or irreversible, necessarily 
implies total or even partial destruction of the brain; still less death 
of the person. 

This argument rests on the knowledge that other functions, once con­
sidered irreversible and final, are now known to be reversible. For 
example, loss of breathing was once considered irreversible. Similarly, 
asystole was formerly held to be equivalent to death, since loss of heart 
function was assumed to be irreversible. But once physicians came to 
see that in such cases arrest was not synonymous with destruction, 
cardiac resuscitation became possible. With reference to research on 
brain resuscitation, Byrne et al. suggest that it is the existence of the 
organism, not its functioning, that is of significance for a diagnosis of 
death. Non-function belongs to a different category from extinction or 
destruction. Irreversible cessation of function is permanent idleness, not 
extinction. (ibid., p. 1978) This is not to say that, without vigorous 
therapeutic action, destruction will not become inevitable. But with 
proper supportive action, they argue, there could be a considerable time 
lapse before the destruction of brain tissue. 'So long as we are dealing 
solely with cessation of function we are dealing with a living patient.' 
(ibid., p. 1987) Since criteria for irreversible loss of function allegedly 
confuse what functions with functioning (ibid., p. 1988), it is argued 
that the moment of death must be determined by criteria that are based 
on the destruction of the brain. In support of this distinction Byrne et 
al. argue that 'irreversibility' is not an empirical concept and therefore 
is not capable of being determined by observation. This is not to say 
that victims of a nuclear explosion, or a patient whose head is crushed 
under a heavy truck, cannot be said to be in an irreversible condition. 
The point is that the observed irreversibility of their condition is not 
primarily the irreversibility of function but the irreversible destruction 
of the brain. In cases where there is a lack of observable proof of com­
plete destruction, Byrne et al. conclude that 'any declaration that a 
cessation of function is absolutely irreversible is a presumption, even if 
well-grounded, which is contingent upon the current state of medical 
knowledge and on the availability of adequate life-support systems in 
the concrete circumstances'. (ibid., p. 1988) 

Byrne et al.'s position is that irreversibility of function is concept­
ually distinct from total destruction, and that as long as destruction has 
not occurred the possibility of reversal, however remote, should not be 
excluded. In the past, hypothermia and drug overdose had brought 



60 Criteria for Death 

about states that were thought to be irreversible, but they are no longer 
held to be so. The practical corollary is that one must distinguish 
beween tests which indicate that the whole brain has been destroyed 
from tests that indicate that it soon will be, and that only if the fom1er 
tests are positive should physicians declare death and authorise donors 
for transplantation purposes. (ibid., p. 1988) Byrne et al. have raised 
serious objections to brain-related criteria for death. We shall examine 
them in the following section. 

Reply to Objections 

If the foregoing criticisms are correct, it would mean that tests for irre­
versible loss of brain function are merely predictive of death and that 
termination of treatment under these circumstances would be passive 
euthanasia. However, the underlying concept of death, 'total destruc­
tion of all brain tissue' would entail tests for autolysis (self-digestion) of 
the brain, which no physician or legal system has ever demanded. 
Nevertheless, it might be argued that it is better to err on the cautious 
side, and that the demand for autolysis places the moment of death well 
beyond any point where controversy can occur. Yet despite difference 
in emphasis over the significance of the brainstem in a diagnosis of 
death, exponents of both UK and USA criteria agree that death is estab­
lished when 'all functions of the brain have permanently and 
irreversibly ceased'. (DD. 1981, p. 28) But when they speak of deter­
mining functions, physicians are not concerned with the measurement 
of electrical and enzymatic activity in cells or groups of cells. What 
matters is whether this activity is significant for the integration of the 
organism as a whole. It is recognised that groups of cells may continue 
to function long after death has been diagnosed by either neurological 
or conventional standards. It is therefore unnecessary to conduct tests to 
ascertain whether the whole brain has been destroyed if it has already 
been demonstrated that its vital integrative functioning has perman­
ently ceased. This is the point underlying Korein's (1978, p. 20) equa­
tion of total destruction of the brain and irreversible dysfunction of the 
critical system: 

Although the concept of brain death would imply the destruction of 
every neuron in the brain, in utilizing criteria it is sufficient to 
obtain evidence that the critical mass of neurons is destroyed and 
the remainder irreversibly dysfunctional, thus reaching a singularity 



Criteria for Death 61 

or step-function involving a state of the entire brain from which 
there is no return. In this sense, there is a virtual identity between 
destruction and irreversible dysfunction of neurons. 

There are also fundamental objections to Byrne et al.'s suggestion 
that brain resuscitation is logically equivalent to heart resuscitation. 
According to Byrne et al., just as cessation of the heartbeat was once 
considered irreversible until sufficient technological developments 
made it possible to restore it, so cessation of brain function will only 
remain irreversible until there are sufficient technological developments 
to restore the brain to its original state. However, the weakness of this 
analogy can be exposed once it is pointed out that loss of heart-beat 
can be reversed if and only if there is viable brainstem function. And 
while the heart-function can be replaced by either pacemaker, trans­
plant, or even a complete artefact, the same cannot be said for the 
brainstem function. The idea of a brainstem transplant is both a 
conceptual and practical impossibility. It would require a level of 
expertise far beyond the reach of the most skilled surgeon, and a radical 
alteration of an established biological fact: the poor regenerative ability 
of central neurons. A brain transplant would require the artificial 
replacement of those mechanisms which operate the central nervous 
system and all other vital systems. With the best technology in the 
world this apparatus is nowhere in sight. For this reason Sir Peter 
Medawar (Medawar and Medawar, 1978, p. 103) has argued that 'the 
transplantation of brains belongs strictly to science fiction: it is not 
possible today, and there is no serious possibility of it becoming poss­
ible in the future'. At the current level of scientific thinking, brain 
transplantation does not even amount to a logical possibility since its 
very plausibility would entail a radical departure from accepted canons 
of plausibility and possibility. 

Despite the fact that brain transplantation and mechanical substi­
tutes for the brain are as far removed from the reality of contemporary 
science as they were when Mary Shelley wrote Frankenstein, the re­
placeability of the brain still holds a fascination for several philosophers 
and psychiatrists. Green and Wilder (1982, p. 57) for example, appeal to 
the logical possibility of a mechanical substitute for the brain and argue 
that the development of a more perfect mechanical substitute is merely a 
technological problem. But what is meant by 'merely a technological 
problem'? In a sense all problems are 'merely technological' as long as 
they are not expressed in self-contradictory terms. The point is that, 
given existing concepts of living organisms, skills, theories and 
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resources, this is one technological problem for which no solution can 
be imagined in the foreseeable future. To use an expression of Wittgen­
stein's: if that were possible then anything could happen. We would be 
playing a totally different game requiring different rules and canons of 
plausibility. As Pallis (1980b) says: 'No technical substitute for the 
function of the brainstem is currently in sight. Should this ever come 
about our criteria - which deal explicitly with the clinical assessment 
of brainstem function - will need radical revision.' 

Philosophers may be permitted a degree of licence in their specula­
tions about the possibility of brain transplants and the attendant pro~­
lems of personal identity, and so on. But the fact that the idea of brain 
transplants is not logically self-contradictory should not lead one into 
thinking that it is 'simply' an empirical problem. It is both a path0-
physiological and a conceptual absurdity. Nevertheless, philosophers ar~ 
often prone to rush in where pathologists fear to tread and see the possi­
bility of successful brain transplants as a purely technical matter· Tl~ey 
then confine themselves to the residual philosophical question, wl~ch 
they see as one of determining the continuity of personal iden:ity • 
(Vesey, 1974, pp. 54-64) My criticism is not of their speculatwns 
regarding personal identity, but of their assumption that there are no 
serious objections to the idea of continuing human life following a 
severed brainstem. 

What further evidence can be mustered by those seeking to show 
that irreversible loss of brain function is inferior to total destruction as 
a criterion for death? Presumably, evidence of the removal of what was 
once deemed an irreversible loss of function and is no longer so consid­
ered would suffice. Thus Byrne et al. cite research by Peter Safar 
(l 977) as evidence of the reversal of loss of brain function. However, 
Safar's work does not reveal any facts which will invalidate the claim 
that currently accepted criteria for irreversible loss of brainstem func­
tion are genuinely equivalent to total destruction; that no recovery has 
ever been observed following a correct diagnosis of brainstem death. 
M?reover Safar (1977, p. 177) clearly accepts brain-death criteria as 
laid down by the Harvard Committee of 1968 as 'the most meaningful 
indicators of death in the human sense'. In a report on his post-1960 
work Safar (ibid., p. 178) says: 

As soon as criteria for brain death were established we developed at 
the community level (starting in 1968) an effective mechanism for 
brain death determination and certification and discontinuation of 
all life support efforts. 
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The accounts of successful reversals and resuscitation which are cited 
by Byrne et al., and by Green and Wikler and other critics of brain­
related criteria, refer strictly to those cases where the cerebral hemi­
spheres had been affected, not the brainstem. Once tests have diag­
nosed a loss of brainstem function, and have eliminated hypothermia 
and drug intoxication, no patient has ever shown signs of reversal, with 
or without a respirator. 

The irreversibility of brainstem death has been revealed in numerous 
studies. Ouaknine, Kosary, Braham, Czerniak and Hillel (I 973) con­
ducted a study of 30 patients diagnosed as brain dead where cardiac 
standstill took place between one and seven days despite resuscitative 
measures. In 1971 Korein and Maccario examined 20 patients who were 
unresponsive to painful and auditory stimuli, had no spontaneous 
movements or respiration; showed no response to ice-water calorics, to 
the intravenous administration of central nervous system stimulants, 
or to photic stimulation and also had isolectric electroencephalograms. 
Of these, 17 patients suffered irreversible cardiac arrest, within 24 
hours of fulfilling these criteria, despite all efforts to maintain circula­
tion. All 20 patients had somatic death (circulatory arrests) within 48 
hours. (Korein and Maccario, 1971) That year ibe reported that 72 out 
of 72 patients developed cardiac standstill within a week of a diagnosis 
of brain death. Becker, Robert and Nelson (1970) found a maximum 
time to somatic death of SO hours for 1 S patients and Plum and Posner 
reported on nine cardiac arrests within SO hours, whilst a Swedish series 
reported 26 out of 26 cases of somatic death within 14 days of brain 
deatl1. In most of these studies there were minor variations in the 
clinical tests, but all nevertheless demonstrated the inevitability of 
somatic death following brain death. In 1977 the NINCDS Collabora­
tive Study of Cerebral Death arrived at criteria for the prediction of 
inevitable somatic death after brain death. 

Alleged reversals of brain death prove to be without exception, cases 
where proper criteria for brainstem death have not been met. For 
example, the following case would appear to be a recovery from brain 
death until it is looked at critically. In the Lancet, 6 March 1976, there 
was a report on a patient 'who showed clinical signs suggesting brain 
death 12 hours after acute cerebral anoxia but recovered completely 
during the next ten days'. (Bolton, 1976) This 60-year-old asthmatic 
had been taking digoxin, deltacortisone, diazepam, frusemide and a 
theophylline-ephendrine-phenobarbitone. 'Then he took six puffs on an 
aerosol device containing salbutamol and then smoked a cigarette. 
There was no immediate effect, but six minutes later he fell uncon-
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scious and quickly became unresponsive.' (ibid.) Twelve hours later: 

There was no spontaneous respiration after stopping the respirator 
for one minute. The pupils were semi-dilated and fixed. The eyes 
were in the mid-position and unresponsive to the doll's head mano­
euvre and vestibular stimulation using 200 ml ice water in each ear. 
All other brainstem reflexes, including corneal and gag reflexes 
were absent the limbs were flaccid and unresponsive to painful 
stimuli. (ibid.) 

Within 72 hours after admission the patient was almost back to noi:m~· 
All that remained was a mild mental confusion which disappeared witlun 
a week. Quite clearly, this case does not falsify brain-death criteria; 
rather it demonstrates the importance of the two preconditions stre~sed 
in the UK Code: 1) the need for a positive diagnosis of irreversible, 
structural brain damage (which the patient did not have) and 2) the 
need to exclude drug-intoxication as contributing to the depressio~ of 
brainstem function. Two of the drugs this patient was receiving (diaze­
pan and phenobarbitone) were respiratory depressants. This oft-quot~d 
case in fact provides a standard example of how not to diagnose bram 
death . 

. I~ fact, most of the clinical signs of brain death can in isolati~n- be 
mmucked. This highlights the importance of the overall clmical 
conte~t, and the need to interpret the signs with care. For exam~le: 
(~) Fixed pupils may be due to pre-existing ocular or neurologi~al 
disease. Following cardiac arrest, if atropine has been injected durmg 
~e resuscitation process, it may cause the pupils to dilate widely· The 
dilated pupils would then not be the result of brainstem death but of 
~ttempts at resuscitation. (2) Absence of motor activities need not, in 
itself, imply a loss of brainstem function if neuromuscular blockers 
have been given to assist artificial respiration. 

The Relevance of EEG and Angiographic Evidence 

Ci~culatory standstill is an inevitable sequel of brainstem death. Despite 
this fact, there has been much criticism of the concept of brainstem 
deat~, centring on the fact that EEG is not necessary to its diagnosis. 
Despite the popular view that a flat EEG provides an objective indicator 
of death, the trend in both UK and USA hospitals has been away from 
the employment of the EEG as a test for death. This shift itself probably 
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reflects the ( often unconscious) drift away from the concept of 'whole 
brain' death and towards the concept of 'brainstem' death. The Harvard 
Committee ( 1968) spoke of a flat EEG as being of 'confirmatory value' 
and within a year they were unanimous in their opinion that it was not 
essential to a diagnosis of death. In 1978 the American Neurological 
Association, in the report of their Committee on Irreversible Coma and 
Brain Death (1978, pp. 320-1) downgraded the role of EEG evidence in 
the determination of death from a requirement to a 'confirming indi­
cator'. 

There is a similar drift away from criteria based on cerebral blood­
flow (CBF) - the absence of which over 10-15 minutes is uniformly 
associated with subsequent necrosis and liquefaction of the brain. (see 
Veith et al., 1977, p. 1652) These tests, which are widely used in 
Scandinavian hospitals, involve what is known as angiography, a tech­
nique employing X-rays to determine whether blood is circulating 
through the brain. A dye is injected into the major arteries that come 
off the aorta and go to the brain and its progress is observed. Objec­
tions to these tests are based on the grounds that they might - in some 
circumstances - be deleterious to the critically ill patient. (Earl, 1974) 
For example, four-vessel angiography, involving complicated radio­
logical techniques, is clearly invasive. It is often impractical and indeed 
dangerous if applied to the moribund - i.e. those whose condition 
allegedly necessitates such tests. However, greater refinements in testing 
CBF, including bolus techniques, have been advocated, but unfortu­
nately they cannot assess the circulation to the brainstem. (Braunstein, 
Korein, Kricheff, and Lieberman, 1978) 

The role of EEG and angiographic tests figured prominently in the 
controversy surrounding the BBC Panorama broadcast on Monday, 13 
October 1980. The film centred on four US patients said to have 
been diagnosed as brain dead who had subsequently recovered. The 
advance publicity was most alarming. In the words of the Radio Times 
of October 11: 'transplant surgeons have got their colleagues into a fix, 
because they've put them under pressure to diagnose death in the 
potential donor sooner than they want to, perhaps sooner sometimes 
than it is safe to do so'. The first patient was described as being 'purple' 
and 'thrashing about', when pronounced dead and was apparently 
breathing spontaneously when seen by transplant surgeons. The second 
patient had muscle-relaxant apnoea and paralysis induced by muscJe­
relaxants; the third was a premature neonate, in whom no diagnosis of 
structural brain damage had been established, and the fourth had taken 
a massive drug overdose and had been diagnosed as dead by an ambu-
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lance driver. Nowhere were the criteria outlined by the Conference of 
Royal Medical Colleges and Their Faculties (1976, 1979) satisfied, or 
even referred to during the programme. Little, if anything, was said of 
the safeguards built into the British system of certifying brain death. 
Yet the Panorama Report concluded that, without mandatory EEG 
tests, British criteria were in some way inferior to those in use in the 
USA. 

The effect of the programme was dramatic. Bitter recrimination 
followed with the BBC being held responsible for deaths caused by a 
decline in the number of kidney donors. An editorial in the British 
Medical Journal (1980, p. I 028) stated that: 'By the end of the year 
the transplant surgeons will be able to count the patients denied treat­
ment for endstage renal failure. When, as is inevitable, patients die the 
BBC will have those deaths on its conscience.' The Panorama reporters 
were, stressing the relevance of the EEG, without having mentioned to 
which concept of death they thought it was relevant. To do justice to 
their irresponsibility they may not even have realized that there were 
several competing concepts. 

As we have pointed out, the employment of the EEG in UK 
hospitals is not mandatory, and its employment for diagnosing death in 
US hospitals is decreasing. But reluctance to resort to the EEG in the 
UK is not based on the non-availability of the necessary equipment. 
This could be easily remedied by setting up regional teams of skilled 
physicians who could operate portable equipment. (see Poole, 1980, 
P· 1213) The reluctance to employ EEG-based criteria is bound up with 
sound philosophical wisdom and clinical experience. The identification 
of life with electricity is crudely reductionist and is full of practical 
problems, for example the high proportion of false negative and false 
positive indicators. Isoelectric1 EEGs have been recorded among patients 
s~rviving cerebral anoxia, trauma, streptococcal meningitis and herpes 
simple~ _encephalitis. (Pallis and MacGillivray, 1980, p. 1086) Whereas 
the clrmcal signs of brain stem death are unambiguous to a trained 
doctor, the same cannot be said for EEG criteria: 

The intensive care unit is not a friendly environment for the electro­
e~ceph~ographer or EEG recordist ... Cerebral signals recorded at 
h~gh ~arns have to compete with others generated from respirator, 
dialysis machine, heart-beat, ballistrocardiogram, intravenous drips, 

1.. The term 'is_oelec~ri~ EEG' is a technical term meaning a linear EEG with no 
evi~ence of bram activity over 2µv between electrode pairs 10cm or more apart. 
(Ag1ch, 1976, p. 98) 
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people walking into the ward, blood trickling into a bucket - and 
even from technicians wearing nylon underwear. (ibid.) 

The possibilities of a tragic 'false positive' diagnosis of brain death 
due to over-reliance on EEG was manifest in 1976 after a survey of 
drugs whose presence, even in low levels, was associated with isoelectric 
periods. These included 'barbiturates, methaqualone, diazepam, meclo­
qualone, meprobamate, and trichloroethylene' (Powner, 1976, p.1123). 
The return of electrical activity was also noted in cases of encephalitis, 
metabolic encephalopathy, profound hypothermia and circulatory 
arrest in cardiac surgery and also after isochemical insults. (ibid.) 

According to the NINCDS Collaborative Study, (1977) cardio­
vascular shock will give false clues which may be misleading if one relies 
exclusively on EEG and the absence of CBF. When the brainstem and 
hypothalmic centres are damaged, there may be impairment of vaso­
meter control, which takes the form of a shock. This will depress CBF 
severely and cause temporary suppression of EEG activity. The same 
study also noted (p. 984) that the interpretation of EEG's could be 
complicated by technical inadequacies, and the possibility of observer 
error, misinterpretations, when reading the record. It questioned the 
validity of reports based on a single record in the diagnosis of death. 

The EEG is generated by the cortex cf the cerebral hemispheres, 
although it may be modulated by deeper structures. An EEG may help 
in the diagnosis of the cause of the coma (and no one in the UK would 
deny this) It may also help document the evolution of the coma (which 
can also be done clinically). But it is of no help in the \diagnosis of 
brainstem death. A flat or isolated EEG may not be a reliable indicator 
of death. Patients have survived for months with isoelectric EEGs. The 
EEG can show activity when parts of the brain have liquified. Anen­
cephalics can have isoelectric EEG 's. Isoelectric tracings, sometimes 
lasting for weeks, may be seen in adults with severe brain damage but 
functioning brainstems. Reversible isoelectric EEGs may also be seen, 
as has been mentioned, in several forms of drug intoxication. As Agich, 
(1976, p. 98) notes: 'Even in the absence of these complicated circum­
stances there is still insufficient evidence to say that isoelectric EEG 
readings are a sure indication of cerebral death.' There is no uniform 
measuring technique for achieving a truly isoelectric trace and there is 
even doubt as to whether the achievement of such a trace is even tech­
nically possible. (J¢ngensen, 1974) 

Only one-tenth of UK hospitals have access to EEG facilities, but the 
reluctance of the Royal College to promote EEG tests as a determinant 
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of death is based upon conviction rather than expediency. In addition 
to physiological considerations ( the irrelevance of EEG tests in relation 
to the concept of brainstem death) the attitude of the Colleges may 
also be seen as a refusal to pass on responsibility regarding matters of 
life and death to a machine. Pallis and MacGillivray (I 980) have 
described the popularity of the EEG amongst American doctors as a 
'cultural addiction' lacking any scientific basis: a naive faith in the 
supremacy of the machine. Physicians prepared to carry out EEG tests 
simply to satisfy the relatives and allay public fears regarding the 
certainty of death would be guilty of deception. If EEG tests were ever 
to be made mandatory it should be because of their value, not as a 
public relations exercise. However, this does raise an interesting ethical 
point: should this deception be practised on a public addicted to 
machines could it be seen as a commendable means of saving the lives 
of organ recipients? Let us suppose that relatives of a potential donor 
(mistakenly) believed that only an EEG test will guarantee that the 
potential donor is dead and a suitable subject for organ donation. Even 
if all clinical criteria had been fulfilled, there would be no justification 
f~r resorting to EEGs. For what might be saved in the short term by 
tnckery will be lost in the long term once the deception is unmasked. 
The Panorama criticism and the public disquiet it raised, suggest that 
the media, and to a degree the public, are dissatisfied with the exalted 
position of the physician. However, underlying the Panorama fears is a 
metaphysical belief in the invention of or employment of some piece of 
m~chinery or technological development that would settle, in an 
ob r . ~ec Ive fashion, our concern over death. A meeting of the Conference 
of Medical Royal Colleges and Their Faculties (180, p. 1023) noted 
that 

the public and indeed television producers would like something 
more technical; some machine that would replace a doctor's know­
led~e, skill and experience and which would mechanically indicate 
~am death. This does not exist, but if such claims were ever made in 

e future, the profession and the Conference would be very pleased 
to examine them. 

. The irrelevance of EEG as an indicator of death lies in the fact that 
it does not monitor brainstem function. This is not to say that there is 
no ?lace for EEG tests, but that their role is not in the confirmation of 
bram death but in the early stages of the 'clinical management of coma­
tose patients to help identify those capable of survival or full recovery'. 
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(Prior, 1980,p.1142) 

Conclusion 

The past twenty years have witnessed the development of brain-related 
criteria for death and the steady refinements of such criteria. There is 
every reason to believe that refinements will continue and that the 
public has nothing to fear from the adoption of a brain-related standard 
for the diagnosis of death. None of the theoretical objections, outlined 
in this chapter, need give rise to a loss of confidence in the medical pro­
fession's ability to diagnose death. According to the Harvard recom­
mendations and the guidelines provided by the Conference of Medical 
Royal Colleges and Their Faculties ( 1976, 1979) tests for the death of 
the brainstem are relatively simple and fall within the expertise of 
competent medical staff. They require no special ~eliance upon the 
EEG or other pieces of sophisticated equipment. 



7 DEATH: PROCESS OR EVENT? 

All three were silent, there was death among them, anonymous and 
sacred. It was not an event, it was an enveloping, yeasty substance 
through which Mathieu saw his cup of tea, the marble-topped table, 
and Ivich's delicate, malicious face. 

J.P. Sartre, The Age of Reason. 

Introduction 

According to a tradition supported by commonsense, the death of a 
human being is an event. It is normally considered, with reference to 
the organism, as an all-or-nothing matter: the patient is either dead or 
alive. Established practice demands a specific moment of death, and 
various legal requirements depend on it. In contrast, dying has been 
seen as a process that may take several days, even weeks, especially 
when stretched out by intensive care. Traditionally the terms 'death' and 
'dying' refer to two distinct situations. Whereas death is seen as an 
event, dying is said to refer to a process in which various parts of the 
body or various organ systems deteriorate progressively at different 
rates. Confusion has recently been allowed to arise between death and 
dying because the same technology can not only be utilised to main­
tain heart and lung functions in some who are brain dead, and also 
sustain other less severely injured patients. This has led several philo­
sophers and physicians to the view that death is a process, with no 
sharp boundaries, and to the belief that the pronouncement of death is 
a matter of convention rather than a biological fact. This argument often 
takes the form of appeals to as yet unknown methods of indefinitely 
prolonging life-sustaining functions. (Ladd, 1979) 

Throughout this chapter the thesis that death is an event will be out­
~ined and defended against sceptical theories which maintain that death 
Is a process which is vague and undetermined. The first section will 
outline the distinction between clinical death and biological death. It 
will be argued that scepticism regarding the moment of death arises out 
of a failure to appreciate the forementioned distinction. In the next 
section legal and pragmatic grounds for regarding death as an event will 
be presented. These will be supported in the final section by a presenta-

70 
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tion of theoretical grounds for regarding death as an event. 

Clinical Death and Biological Death 

Scepticism regarding the event of death is often attributable to a failure 
to articulate clearly which concept of death is being employed in a 
given discussion or proposal. In fact, most of the confusion under­
lying the 'event' versus 'process' debate is generated by a failure to dis­
tinguish between clinical death - death of the organism as a whole -
and biological death - death of the whole organism. Clinical death can 
be defined as an event which marks 'the cessati9n of integrative action 
between all organ systems of the body'. (Collins, 1980, p. 3) Con­
versely, life has been said to entail the integrated function of at least 
nine organ systems. According to Angrist: (1958, p. 2150) 

Death may be defined as the cessation of integrated life functions. 
Life depends on integration of the following physiological functions: 
ingestion, digestion, absorption, respiration, distribution (circula­
tion), integration (nervous system and endocrines), metabolism, 
excretion, and egestion (elimination). Death occurs if any one of 
these functions is much impaired or arrested. A long period of 
symptoms usually precedes death whilst impairment occurs in the 
three first and three last listed functions. 

Biological death, on the other hand, involves the irreversible loss of 
function of all the body's organs. This undoubtedly involves a process 
which continues long after the most important organs have ceased to 
function. One of the basic problems in contemporary medicine is that 
technological developments have made it possible to prolong the 
threatened life of certain vital organs for an indefinite period. This has 
given rise to uncertainty with regard to the question: Which organs are 
so essential that their loss is equivalent to the death of the organism as 
a whole? This problem can be described as 'the dilemma of death': At 
what moment is it right to pronounce a patient dead and without hope 
of reanimation to a full human life with a meaningful existence, and yet 
at the same time recognise that certain individual organs are biologically 
still functional and potentially useful for transplantation? (See Collins, 
1980,p.4) 

Uncertainty regarding the moment of death gives rise to the related 
ethical question: When is it morally right and scientifically correct to 



72 Death: Process or Event? 

remove organs for transplantation to sustain the life of another? The 
answer to this question necessitates a meaningful definition of death 
from which criteria can be logically derived, that can be applied at a 
point in time before the biological death of the relevant organs. More­
over, such a definition must be in accord with the ethical imperative of 
avoiding criteria which advance the moment of death to facilitate organ 
removal. Since various biological functions may persist long after the 
destruction of the organism as a whole, it follows that this moment 
should be located in relation to the loss of overall integration. This 
moment, we argued earlier, is when the brain as a whole no longer 
functions. In this respect, integration must be seen as the crucial deter­
minant of life and death. Life is not merely the continuous functioning 
of organic systems, for some of them can be maintained in vitro. As 
Hegel once observed: 'The single members of the body are what they 
are only by and in relation to their unity. A hand, for example, when 
hewn from the body is, as Aristotle has observed, a hand in name only, 
not in fact.' (Hegel, 1904, Paragraph 216) Any definition of life must 
refer to the whole organism represented by its structured parts all func­
~ioning in an integrated way. Conversely, death represents a loss of 
mtegration which is then followed by the biological disintegration of 
the component systems. Under normal circumstances the cessation of 
circulation and breathing, is followed almost immediately by death of 
the brain. But with technological intervention the cessation of com­
ponent functions can occur at widely different times. This should not 
create any problems for a clearly formulated brain-related concept of 
d~ath. _Uncertainty surrounding the concept and criteria for death has 
given nse to the sceptical thesis that it is meaningless to speak of death 
: 0 an. event. Thus Morison, appealing to an implicit concept of 

~ogical death, asks whether the stating of the moment of death is a 
~;hon w~ich sh~uld be abandoned in the light of more refined criteria 

1; 7~e ~iagno~is o~ death. Should physicians persist, asks Morison, 
( ) with the notion of death as an event despite its meaninglessness 
for_ t~em as physicians? A similar form of scepticism is found in Phillipe 
Anes_ study of changing attitudes towards death in the West. According 
to Anes: (1976, pp. 88-9) 

~eath _h~s been_ dissected, cut to bits by a series of little steps, which 
_ ake i_t impossible to know which step was the real death, the one 
111 which consciousness was lost, or the one in which breathing 
stopped. All these little silent deaths have replaced or erased the 
great dramatic act of death, and no one any longer has the strength 
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or patience to wait over a period of weeks for a moment which has 
lost part of its meaning. 

As attractive as these remarks may appear, it will be argued that 
both Morison's and Aries's scepticism are ultimately unacceptable on 
both legal-pragmatic grounds and on requirements for theoretical 
accuracy. Moreover, scepticism regarding the moment of death rests on 
a tendency to equate biological death (cessation of function in all 
component systems) with clinical death (cessation of integrated 
function of the organism as a whole). If this is avoided the scepticism 
should disappear. 

Legal-pragmatic Grounds for Regarding Death as an Event 

It may be true that death has been robbed of some of its grandeur and 
meaning in the sense that in a modern hospital what Aries sees as the 
'great dramatic event' is less likely to occur. But the practical need for 
a specific moment has not lessened despite changes in attitudes to the 
drama of it all. If medical evidence of the moment of death were as 
unreliable as the sceptics assert the legal requirement for a moment of 
death would nevertheless persist. In fact the courts have always insisted 
on a moment of death, and have often established it without resort to 
medical criteria. Often a jury will determine the 'time' of death to 
achieve a desired result in line with concepts of justice rather than 
medical fact. Friloux ( I 980, p. 33) describes the dispersal of the Estate 
of Rowley where the question of fact was 

which one of two persons survived the other in a simultaneous death 
circumstance. The jury's unbelievable finding that one survived the 
other by 1/500,000 of a second is a graphic example of this objec­
tive. Obviously the finding was based, not on medical facts, but on 
the jury's desire to allow the inheritance to go the way they felt it 
should go. 

Examples of this kind indicate that the concept of death as an event 
has pragmatic value. It is certainly grounded in a tradition which con­
trasts death as an event with the process of dying, which can last as long 
as an individual's life. Thus, for example, Tolstoy's The Death of Ivan 
lllich treats Ivan's death as an event, but the process of dying occupies 
the whole narrative. Belief in a precise moment of death might be 
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described as a necessary convention. Even animals, it is said, recognise 
death and immediately respond to the newly-dead as objects. In the 
face of scepticism regarding the moment of death, few legalists would 
disagree with Veatch's suggestion (1978a, p. 29) that 'a point must be 
established at which the individual is no longer treated as living'. But 
how does one detennine this point? 

When trying to time an event such as death there are two limits 
where no uncertainty lies. At one extreme there are no problems in 
recognising a putrefying body as dead. At the other extreme a mentally 
retarded infant is clearly alive. Yet if we advance from either extreme 
we encounter considerable uncertainty. Traditionally this has been 
resolved by reference to the function of heartbeat and respiration. The 
extent to which cardio-respiratory criteria coincided with concepts of 
death in the public mind can be seen in Black's Law Dictionary. Death 
there is defined as follows: 

Death: the cessation of life; the ceasing to exist; defined by physi­
cians as a total stoppage of the circulation of the blood, and a cessa­
tion of the animal and vital functions consequent thereon, such as 
respiration, pulsation, etc. 

This definition has become anachronistic in an age of heart transplants 
~nd extensive use of life-support technology. However, it was upheld 
m the case of Thomas v. Anderson (1950) when a California District 
Cou~t cited Black's Law Dictionary and ruled that 'death occurs 
precisely when life ceases and does not occur until the heart stops 
beating and respiration ends. Death is not a continuous event and is an 
event that takes place at a precise time.' (Veith et al 1977, p. 1745) 

At h ., 
t at time there were numerous cases where the courts upheld 

the • h ~re~ise t at death has not occurred until cessation of heartbeat and 
respiration ' • • 

, even m circumstances where the courts have noted the 
complete destruction of the brain'. (Veith et al. 1977, p. 1745) In 
these cases a dete • 1- f ' · · h J . rmma 10n o death was sought in connect10n wit t 1e 
time of death required for testamentary documents. Obviously' the 
concept of death as an event was dominant but the event in question 
was th r ' 

. e _cessa ion of the heartbeat and respiration. The advent of 
resusc1tat10n technol d . . 

ogy an brain-related criteria for death necessi-
tated • • f · · 

a rev1S1on ° traditional criteria. This was made obvious by a 
;u~~~ of court decisions which involved conflicting criteria for death. 
n ifornia in 1974 a particular turning-point occurred when a 

defence lawyer, John Cruikshank, offered as defence of his client, 
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Andrew D. Lyons, who had shot a man in the head, that the cause of 
the victim's deah was not the bullet, but the removal of the heart by 
the transplant surgeon, Dr Norman Shumway. Despite Cruikshank's 
advocacy, the jury found Lyons guilty of voluntary manslaughter. In 
the course of the trial, Dr Shumway"( cited by Gaylin, 1974, p. 24) 
said: 

I'm saying anyone whose brain is dead is dead. It is the one deter­
minant that would be universally applicable, because the brain is the 
one organ that can't be transplanted. 

In the light of refinements to brain-related criteria for death it has 
now been largely accepted that the moment of death, in cases where 
ventilators are employed, should be when a responsible physician 
declares that criteria for brain death have been met. In an overview of 
the New York Academy of Science Conference on Brain Death in 1978, 
Stickel ( 1979, p. 194) concluded that 'the moment of death is the time 
when a responsible physician declares that death has occurred, which is 
when brain death is a medical certainty'. There is, then, a pressing need 
to establish recognition of a moment of death in a legal statute. Failure 
to establish hard and fast legal criteria, based on a sound definition of 
death, could encourage a situation where death is diagnosed on an ad 
hoc basis. Indeed, the possibility of an arbitrary approach to the diag­
nosis of death was implicit in Morison's suggestion (1977, p. 62) that 
the idea of death as an event should be discarded in favour of a point at 
which life had reached such a state that 'there is no longer an ethical 
imperative to preserve it'. But this does not constitute a standard for 
determining death; rather it is a proposal for allowing death to occur. 
When clear-cut distinctions between life and death are abandoned, 
there is nothing to prevent a step on a slippery slope where ethical 
imperatives to preserve life may cease to apply with the onset of any 
serious illness or permanent handicap. Moreover, without clear-cut 
criteria for death there would be no point at which organ removal would 
be free from accusations of dissecting the living. 

Further problems occur when arguments that death is a process fuse 
with appeals to discontinue treatment based on a cost-benefit analysis 
of the value of residual life. Thus Morison, ( 1977, p. 68) having rejected 
the idea that death is an event, goes on to say: 

Any dying patient whose life is unduly prolonged imposes serious 
costs on those immediately around him, and, in many cases, on a 
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larger, less clearly defined 'society'. It seems probable that, as these 
complex interrelationships are increasingly recognized, society will 
develop procedures for sharing the necessary decisions more widely, 
following the examples of the committee structure now being devel­
oped to deal with the dramatic cases. 

Morison has here put forward a proposal for 'allowing to die'. He has 
not given anything approaching an answer to the scientific problem of 
determining the fact of death. It may be that medical science has 
encountered very serious difficulties in formulating criteria for death, 
but the answer lies, as it does for any other scientific problem, in more 
research, more analysis and better science, not in scepticism and 
attempts to 'pass the buck' to welfare agencies and committees. 

Despite the possible divergence of scientific opinion with regard to 
the fact of death, it is important to maintain a distinction between scien­
tific and ethical questions. From the ethical standpoint the question 
may be: 'When is a person's life no longer worth preserving?' From the 
scientific standpoint the question is: 'When is it correct to describe this 
person as dead?' The first question may be raised when one is deciding 
whether it is permissible to discontinue treatment. The second queSti0 n 
is asked when one is considering when to pronounce the ex-patient 
ready for burial. In both cases the immediate course of action may 
inv~lve switching off the respirator and discontinuing treatment. But 
their _meani~g and significance are radically different. An appeal to 
~eo~es of death as a process' must not be allowed to obscure the dis­
tmc_tion between a patient's rights on the one hand and the physician's 
d_uties towards the newly-deceased on the other. At, stake here are ques­
tions of ho • ·d • h • . mici e, m entance and civil rights. Today the courts accept 
bram-related cri·t • f d ena or death and it is acknowledged that, un er 
carefully defm· d • . e circumstances, the moment of death is the moment 
when brain function has irreversibly ceased. 

Defence of the c f d t oncept o eath as an event cannot, however, res 
solely on legal-pragmatic appeals to tradition The history of science is 
full of developm t h • . . en s t at have overturned tradition and played havoc 
with practical cons· d 1-i era ions. For this reason a defence of death as an 
event must ultimat 1 1: • • e Y reier to chmcal fact and theoretical accuracy· 

Theoretical Grounds for Regarding Death as an Event 

How much weight should be given to the thesis that death is a process 
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rather than an event? According to Morison, ( 1977, p. 57) life and 
death is a continuum with no sharp edge between them. Thus 'dying is 
... a long-drawn-out process that begins when life itself begins and is 
not completed in any given organism until the last cell ceases to convert 
energy'. Evidently not even advanced stages of putrefaction would con­
vince Morison {ibid., pp. 59-60) that a patient was dead, as we can see 
from the following example: 

There is no magic moment at which everything disappears. Death is 
no more a single, clearly delimited, momentary phenomenon than is 
infancy, adolescence, or middle age. The gradualness of the process 
of dying is even clearer than it was in Shakespeare's time, for we 
now know thafvarious parts of the body can go on living for months 
after its central organization has disintegrated. Some cell lines, in 
fact, can be continued indefinitely. 

Morison's concept of death, resting on an appeal to the total destruc­
tion of every cell, has never found acceptance in any medical com­
munity. It is unlikely that it ever will. Moreover, there are serious con­
ceptual flaws in his argument. As Kass {1977) points out in his reply to 
Morison, the argument rests on a failure to recognise the distinction 
between 'ageing', 'dying' and 'being dead'. Morison's account of dying 
as a 'process that begins when life itself begins', if true, says Kass, 
{p. 71) 'would render dying synonymous with living'. Nevertheless, 
Morison's argument is persuasive and deserves attention. The claim that 
death is a process rests on evidence that the series of destructive and 
degenerative stages may occur in an organism sometimes independently 
of, and sometimes before, irreversible cessation of cardio-respiratory 
functions. These changes may involve necrosis of brain cells and cells in 
other vital organs, which continue throughout the major part of organic 
existence and continue after death has been recognised in the fonn of 
rigor mortis and putrefaction. Since vital organs do not cease func­
tioning simultaneously, argues Morison, it is impossible to state with 
absolute clarity when the patient is dead. The logic of all this is to 
suggest that the detennination of the moment of death has a degree of 
arbitrariness about it. Consequently, philosophers have felt obliged to 
put forward various ingenious attempts to demonstrate the most signif­
icant moment in the process, thus avoiding Morison's appeal to cost­
benefit criteria for the termination of artificial resuscitation. 

Agich (1976, pp. 100-1) offers a highly original, but ultimately 
problematic solution, according to which there is a distinction between 
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'alive bodies', 'persons' and 'corpses'. Depending on the stage in the 
process of disintegration, there could be alive bodies that contain 
persons, and alive bodies (mechanically ventilated, after a diagnosis of 
brain death) which do not contain persons, yet fail to meet criteria for 
being identified as corpses. Hence 

a corpse is a body which is not a person since it is dead, even though 
there are physiological grounds for saying that there is life in such a 
body. Similarly, a body which appears alive to clinical observation 
and perhaps to common sense, i.e. the body of a comatose patient, 
may not be alive in the sense of being the embodiment of a person. 

Nevertheless, since 'the brain is the essential condition for embodi­
ment', (ibid., p. 102) criteria for a dead brain are sufficient proof that 
the person is dead. VJ'he person is dead, because the condition necessary 
for life, a functioning brain, is no longer present. Thus embodied exiSt-
ence ends and the live-body becomes a corpse or mere body.' (ibid., 
P· l03) In this sense the significant moment in the process of dying is 
determined with reference to the point where the brain and central 
nervous system are irreversibly dysfunctional. 

Objections to Agich's proposals have been raised with reference 
t? _the difficulties entailed in devising criteria for distinguishing between 
hvmg b?dies without persons, from living bodies inhabited by persons. 
~cc?rd1~g to Walton, (1980) Agich's account seems to involve a contra­
diction m P0stulating 'brain dead live bodies', but, as Walton ( l 980, 
p. 42) also recognises, 'we have to remember that according to the 
proposal, "alive" or "dead" mean something different when applied to 
persons than they do when applied to bodies. Thus "X is a live body" 
does not imply "X • 1· l • ll . IS a Ive person".' Agich's argument is thus ogica Y 
cons1ste~t but its complex distinction between bodies with and without 
persons is extreme! 1·k I . . al t·ce H Y un 1 e Y to provide guidelines for clime prac 1 • 

o~ever' these complexities can be avoided if it is recognised that any 
residual function in · • · f b . particular organs or cells following a diagnosis o 

drams!em death, has no more significance ilian the twitching of a 
ecap1tated corpse o - - h t . • nee it is accepted that the brain not the ear 

~d lungs, is the critical system, mechanical ventilation :hould not give 
nse to problems of this sort. Continued ventilation following brain-
stem death provides n . • 

0 more evidence of residual life than is found m 
malcabre pra_ctical jokes where a corpse or skeleton is electrically mani­
pu ated to give a semblance of life. 

If, as we have argued, the moment of death is defined as at the 
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point where the overall integration of the organism's vital system is no 
longer possible, then it is hard to see why the legal demand for death 
as an event cannot be maintained. Morison's scepticism regarding the 
moment of death rests on a given concept of biological death - the 
death of all component parts. But as we have repeatedly stressed 
criteria for this concept can only be met by tests for total putrefaction. 
The only function of such a concept appears to lie in providing a form 
of illicit support for sceptical attitudes towards criteria aimed at ascer­
taining a precise moment of death. Against the argument that life per­
sists until the last cell has ceased to function, it is necessary to point 
out that it is the death of the human being with which physicians and 
relatives are concerned not the death of component parts. As such, an 
appeal to death as a process cannot rest on evidence of the survival of 
parts or cells. No one has ever equated these with the person who is 
dead. In order to establish death as a process one would have to 
produce evidence that the organism as a whole died progressively and 
continuously, which is a conceptual absurdity. It may be that resuscita­
tion techniques have made it difficult to determine the event of death. 
But this is a confusion produced by technology, not nature. Merely 
because medicine has encountered a difficulty in resolving a factual 
matter is no ground for the inference that a factual solution is imposs­
ible. If indeterminancy regarding the moment of death is a product of 
sophisticated technology this does not mean that efforts to define the 
event of death should be abandoned; it calls for even greater efforts to 
define death and produce clear-cut empirical criteria which will pin­
point this event. If technology has blurred the traditional distinction 
between a man alive and a man dead then there is an urgent and 
pressing reason to restore clarity. To fail to do so is to run the horr­
endous risk of declaring a man dead when he is still alive. This is 
the practical consequence of scepticism. In any given philosophical 
context the question 'Is he dead?' is still, and always will be, a factual 
matter. 

It is sometimes argued that a diagnosis of human death in terms of 
brain-related criteria constitutes an arbitrary decision regarding the 
significant moment in the process of dying, since artificial supports 
may enable certain vital functions to continue. As we have seen this 
argument rests on confusion between clinical death and biological 
death, with the resulting sceptical conclusion regarding the moment of 
death. The following argument by Alister Browne (1983, p. 30) is 
representative of the sceptical thesis that death cannot be determined as 
a biological fact: 



80 Death: Process or Event? 

Judgements of death seem to be cold, hard, scientific facts. That, no 
doubt, is why they are easier to accept than their alternative, the 
making of fallible value-judgements about the worth of lives. But it 
is not a biological fact that one who has suffered whole-brain death 
is dead. One can say that it is a biological fact that if such a person 
is not on a respirator - if blood is not circulating, food metaboliz­
ing, wastes being eliminated, etc., - then that person is dead. But if 
he is on a respirator, and these processes are occurring - albeit 
artificially supported - then, while one may want to say the person 
is dead, one cannot claim this to be a biological fact. 

This argument is subsequently reinforced by the statement that there 
are no significant boundaries between cerebral death (loss of hemi­
spheric function) and 'whole brain' death. 

But if one cannot argue that there is a relevant difference between 
spontaneous and artificially supported respiration and heartbeat, 
then any behaviour deemed appropriate at the time of whole-brain 
death will also be appropriate at the time of cerebral death. (ibid., 
p.31) 

The answer should be straightforward. Criteria for the 'death of the 
brain as a whole' can be established with precision once it is recognised 
that the irreversible loss of brainstem function the critical system, is 
the point at which death can be objectively d~termined. Moreover, a 
clear-cut distinction between death of the brain as a whole (brainstem 
death) and cerebral death (the vegetative state) is not difficult. (see 
Pallis, 1983a, 1983b) 

A definition which recognises that death is an event must be separ­
ated_ from much of the nonsense that has been employed to support it. 
Monson is correct, when he warns that there are serious pitfalls in 
speaking of death as an event, if the event in question is departure of 
so ·t 1 
, ~e ; 1. a substance or 'entelechy'. When it is postulated that one vital 
th10? is lacking in a corpse that is possessed by a living being, we run 
the nsk of co ·tt· h Th" ~mi mg t e fallacy of misplaced concreteness. 1s was 
one of the misleading assumptions of vitalism - the belief in a sub­
stance corresponding to the word 'life'. Consequently it was thought 
that there must be some specific thing common to all living matter. 
;hus hyp,othetical entities were postulated, such as 'anima' or 
entele~~y, that were possessed by living things. This inevitably yielded 
absurdities such as 'to be animate you need to possess anima'. Once a 
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concept has been reified it is but a short step towards speaking of its 
arrival and departure as one would of the arrival and departure of a 
train. Thus nonsensical locutions such as 'If life goes then you will die' 
become enshrined in commonsense. We speak of 'hanging on to life by 
a thread' or 'letting his life slip away', thereby lending support to the 
reification of the concept. Just as life is reified into a substance, so 
death is considered in equally concrete terms. Hence references to the 
'jaws of death' and the 'arms of death' which suggest that death is 
something we fall into. Death is even given a degree of autonomy: 'Who 
will it claim next?' 'Death struck in the afternoon,' He has an appoint­
ment with death'. In these cases death is personified as a grim reaper 
who cannot be cheated. Of course these are metaphors whose role is 
primarily aesthetic but, as the history of vitalism shows, such meta­
phors have a profound influence on scientific understanding. 

Notwithstanding the fact that certain concepts of death as an event 
rest on misleading metaphors, there is sufficient clinical evidence to 
indicate the moment when irreversible cessation of brainstem function 
is certain. Developments in resuscitation technology have made it diffi­
cult to locate the precise moment of death in terms of traditional 
cardio-respiratory criteria, but clearly defined criteria for brain death 
draw attention to an empirically determinable moment which marks 
the end of the process of dying. 

Conclusion 

Scepticism regarding the moment of death has policy consequences 
which run counter to pressing medical, social, legal and religious needs, 
such as making decisions regarding the withdrawal of ventilation, 
announcing burial and mourning times, interpreting of wills, etc. As 
long as social agencies require a moment of death then this moment 
should be determined with reference to biological criteria. There are 
significant events which indicate the beginning, the point of no return, 
and the end of the process of dying. As such, a definition stipulating 
that death occurs at a specific time is preferable to one which makes a 
vague reference to this process of dying. If it were the case that death is 
a process then, as Culver and Gert (1982, p. 180) point out, it either 
starts when the person is clearly alive, which confuses the 'process of 
death' with the 'process of dying', or the process of death starts when 
the person is no longer alive, which confuses death with the process of 
disintegration. If we regard death as a process, then either (i) the process 
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starts when the person is still living, which confuses the process of 
death with the process of dying, for we all regard someone who is dying 
as not yet dead, or (ii) the process of death starts when the person is no 
longer alive, which confuses the process of death with the process of 
disintegration. But there is a process of dying and there is a process of 
disintegration, and death is the event which indicates the moment when 
the process of dying ceases and the process of disintegration begins. 
This moment, we have argued, is the moment when the brain as a whole 
ceases to function, when the brainstem, its critical system, has become 
irreversibly dysfunctional. Medicine must formulate criteria which 
enable this moment of death to be precisely determined. 



8 BRAIN DEATH AND PERSONAL IDENTITY 

She was dead. Her consciousness was destroyed. But not her life ... 
that delicate life had merely stopped, it floated, filled with unechoed 
cries and ineffective hopes with sombre splendours, antiquated faces 
and perfumes, it floated at the outer edge of the world, between 
parentheses, unforgettable and self-subsistent, more indestructible 
than a mineral, and nothing could prevent it from having been, it 
had just undergone its ultimate metamorphosis. 'A life', thought 
Mathieu, 'is formed from the future just as bodies are compounded 
from the void'. 

J.P. Sartre, The Age of Reason. 

Introduction 

This chapter will examine various philosophical accounts of personal 
identity in the context of brain-related criteria for diagnosing death. It 
will be argued that only a brainstem concept of death provides satis­
factory criteria for the death of a human being. This is a biological 
concept. Expressions like 'death of a person' or 'loss of personal 
identity', which appear in philosophical literature and sometimes are 
given a psychological significance, are unsatisfactory candidates for a 
definition of death. In what follows, the death of a human being, so 
defined as the 'irreversible loss of function of the organism as a whole', 
will be defended against various attempts to equate death with loss of 
personal identity. 

Death of a Human Being and Loss of Personal Identity 

The concept of a living human being' involves a distinction between a 
person whose organs are controlled by the central nervous system and a 
corpse where this control is lacking and the organs are in a process of 
disintegration. Without a functioning brainstem the body is merely a 
mass of inert matter in which entropy increases as residual functions 
decline and organs decay. At this stage, certain residual functions such 
as continued growth of hair and so on, do not confer an iota of human 
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life or personality. When the brainstem is dead, neither the human body 
nor the person exists in any meaningful sense. Although heart and 
respiratory-system criteria have been generally supplanted by brain­
related criteria, it has been recognised that the absence of heartbeat or 
pulse -:vere never considered the sole significant factor in ascertaining 
~eath _ m early religious beliefs. (see Veith et al., 1977, p. 1653) Thus, 
m an unportant sense, brain death has always been an implicit, although 
un~or~ulated, concept of the death of the human being. In earlier 
societies th t - hi . 
• e witc ng of a hzard 's tail or the death throes of a decap-itated man . -r 
b . were never considered as examples of residual human hie, ut simply a .fi . . 

• s mani estations of cellular life - recognised as events that persisted aft th . . . 
r er e death of the organism as a whole. (ibid.) In tlus espect br • 
Of amstem death must be seen as the physiological equivalent anatomi I d . . 
sou ca ecapitahon which in both early and contemporary rces clear! . . h 
brai t Y signified the death of the organism as a whole. T e 

ns em concept f d · • • · ff · f the b • 0 eath unphes that irreversible loss o unct10n o 
ram as a wh I . . . I 

the death O e, not merely its hemisphere regions, is essentia to 
the pe of_a human being. At this point it can be safely inferred that 

rson is d d A . . I 
personalit ea • !though many characteristics associated wit 1 
before c Y, ~uch as consciousness, cognition and speech, may cease 

essation of b . "d 
necessary ramstem function their loss does not provi e 

anct suff • ' · · advanced d icient conditions for death. Like what is seen m 
diseased t ementia these losses are simply manifestations of tl1e 
h sate of th 

urnan bei e person. Certainty regarding the death of the 
only this rnlg can be obtained if and only if the brainstem is dead, for 
f e ates to 

0 function f a concept of death so defined as the permanent loss 
It has b o the organism as a whole. 

1• een arg d h 
Inked to crit . ue t at a diagnosis of death of the person could be 

b h • ena for I f d e aviouraI p ass o certain characteristics (such as memory an 
l.fi A atterns) . 
i e. ccordin _associated with psychological aspects of human 

patient has log t to. this view, if the cortex is totally destroyed, the 
technology ca~ ~s or her personal identity. Nowadays resuscitative 
• assist SU h . "f 
m a permanent} c patients to maintain life at a steady, even i 
identity theorist; 0 ;e:etati"'.e, state. The question posed by personal­
ality in these c eath is whether we should regard loss of person-ontexts a b . 
being. According t s emg equivalent to the death of the human 
• 0 the con • d fl d th ureversible loss f fi . cept of bramstem death, so e me as e 
psychological tt ~b unc~ion of the organism as a whole, the loss of 

a n utes 1s a ne ff" • t d" · f death Psy h 1 • 1 cessary but not a su icien con 1t1on o • c o og1ca as t 
continue as 1 . pees may be absent but human life may 

ong as integrated funct1·on· . t 
mg pers1s s. 
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At this point an advocate of the personal-identity concept of death 
may object that too much is being required. If psychological features 
are lost, it might be argued, then the patient cannot suffer any harm if 
treatment is terminated and events allowed to follow their natural 
course. According to Agich: (1976, p. 103) 'If no person is present, i.e. 
if the essential condition for the embodiment of higher level functions 
of mind is permanently absent, then no harm or injury can be inflicted 
upon the patient as a person.' Here the 'person' is visualised with 
reference to 'higher level functions of mind'. These functions are 
notoriously difficult to define and 'appropriate criteria' lacks diagnostic 
certainty. This uncertainty can only be avoided by accepting the 
proposal that the point where loss of personhood is certain is when the 
brain as a whole, and hence the organism as a whole, no longer 
functions. That moment is when the brainstem dies. 

There is, nevertheless, considerable support for arguments which 
base criteria for death on loss of psychological attributes. In so far as 
Green and Wikler endorse brain-related criteria for death their yardstick 
is death of the person. They see this as determined by loss of hemi­
spheric functions. Residual life in the body, they argue, has little signif­
icance if psychological life has effectively ceased: a person ceases to 
exist when the causal processes that normally underlie that person's 
continuity are destroyed. On these terms, they argue, brain-death 
criteria do not define the death of the organism, but may provide guide­
lines for allowing the death of the organism to occur. Hence a brain­
death statute, they argue, need not be based on a definition of death of 
the organism as a whole, but could provide grounds for the suspension 
of treatment, and hence, 'letting die' patients in vegetative or various 
anencephalic states. Objections that this might lead to the termination 
of treatment for the mentally ill, tl1e senile and others, are met by the 
proposal to limit the licensing of 'letting die by brain death statute' 
to the 'permanently comatose and no one else'. (Green and Wikler, 
1982,p. 74) 

The problem with this proposal is that it rests on a controversial 
theory of what it is for a person to cease to exist. Personal-identity 
theories of death are unacceptable to British physicians, and the Report 
of the President's Commission (DD, 198 I) rejects them for reasons that 
are worth enumerating. These are {I) Despite much philosophical 
scholarship over centuries, the problem of personal identity remains 
unresolved. The abstract terminology of personal-identity theory 
renders it less useful for public policy than biologically based concepts 
of death of the organism as a whole. (2) The practical application of 
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personal-identity theories would give rise to many borderline problems. 
Senile or retarded patients might fail to meet criteria for personhood. 
Yet any argument which classified such individuals as dead would not 
meet with either medical or public acceptance. (3) As the Karen 
Quinlan case has amply demonstrated, patients in whom the neocortex 
and subcortical areas have borne the brunt of the damage may retain 
or regain spontaneous respiration. Yet the implications of the personal­
identity argument would be that Karen Quinlan, who retained brain­
stem function and continued to breathe spontaneously, was a corpse 
and fit for burial. (4) Diagnosis in cases of lost personal identity is 
fraught with difficulties. It is nothing like as easy as the diagnosis of 
the death of the organism as a whole. According to the President's 
Commission: (DD, 1981, p. 40) 

It is not known which portions of the brain are responsible for cog­
nition and consciousness; what little is known points to substantial 
interconnections among the brainstem, subcortical structures and 
the neocortex. Thus the 'higher brain' may well exist only as a meta­
phorical concept, not in reality. Second, even when the sites of 
certain aspects of consciousness can be found, their cessation often 
cannot be assessed with the certainty that would be required in 
applying a statutory definition. 

Unlike the biologically based concept of death as a loss of function of 
the organism as a whole, the concept of loss of personal identity is of 
philosophical and psychological origin and lacks clear empirical criteria. 
It is defined in terms of certain kinds of abilities and qualities of 
awareness. As Culver and Gert (1982, p. 183) point out, 'it is inherently 
vague' . 

. _The concept of a person belongs to a different logical space to that of 
hvm~ human beings. In some cases personal identity may transcend the 
spatio-temporal existence of bodies. Thus in an important sense the 
kinds of things we can attribute to persons cannot be said about the 
organism as a whole. Thus harm and injury to persons can be inde­
pendent of harm and injury done to their bodies. A person can be an 
object of misfortune, betrayal and ridicule, long after the termination 
of his or her bodily existence. Cromwell was humiliated and disgraced 
when his body was gibbeted at Tyburn long after putrefaction had set 
in. The benefits and harms that may befall a person are not necess­
arily dependent upon that person's experiential state. This is largely 
because personhood is bound up with moral predicates which transcend 
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those which can be attributed to physical states. If, then, a person can 
be harmed long after the point where the harm can be experienced, it 
would appear that, contrary to Agich and others, there is no point at 
which a person cannot be harmed. Consequently, this harm could be 
inflicted in cases where the organs of the deceased have been removed 
without prior consent, or if life-sustaining therapy was discontinued 
before the death of the brain as a whole - even if the patient was 
deemed to be incapable of experiencing the effects. In such cases, the 
patient's inability to experience harm does not justify its infliction. 

Life refers to the biological processes which maintain the human 
being. In this respect the term 'death', when applied to persons, has 
only a metaphorical meaning. In a literal sense it is human beings that 
die; personal identity may in some sense survive death and in some 
senses it may be said to be lost prior to the death of the human being. 
In the biological sense, however, the concept of death only applies to 
organisms. As Culver and Gert (1982, p. 183) argue: 

Thus in a literal sense, death can be applied directly only to bio­
logical organisms and not to persons. We do not object to the phrase 
'death of a person', but the phrase in common usage actually means 
the death of the organism which was the person. 

Philosophers who speak of the death of the person, whilst the organism 
as a whole survives, appeal to nothing more than an abstract metaphor. 
Loss of personhood is hard to define and is bound up with factors as 
diverse as the moral stature of the person, the surrounding culture and 
the relationship between the observer and the person in question. In 
this respect, despite Culver's and Gert's excellent argument against a 
psychologically based definition of death, their own account ( 1982, 
p. 183) of loss of personhood -as the absence of psychological capac­
ities, such as consciousness and cognition - is open to criticism: 'We are 
immediately aware of the loss of personhood in these patients and are 
repulsed by the idea of continuing to treat them as if they were 
persons.' This is highly questionable. There is no necessary reason why 
loss of consciousness or cognition should be perceived as loss of person­
hood. (The last years of Churchill's (or Lenin's) life, in which their 
mental capacities were probably impaired, detracts nothing from their 
historical 'personhoods'.) The idea of still accepting them as persons is 
not inherently repulsive. They can be objects of the same devotion or 
hatred as normal human beings, even if they cannot respond like other 
human beings. Opposition to brain-related criteria for the death of a 
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human being sometimes relies upon speculations regarding either brain 
transplants or artificial brains. It is hypothesised that these might 
perpetuate personal identity after the cessation of natural brain 
activity. On these terms, personhood would persist, and the residual 
philosophical problem would be whether it was the same personal 
identity which persisted. In a dialogue on personal identity Vesey and 
Parfit (1974, p. 58) consider the following possibility: 

When I die in a normal way, scientists are going to map the states of 
all the cells in my brain and after a few months they will have con­
structed a perfect duplicate of me out of organic matter. And this 
duplicate will wake up fully psychologically continuous with me, 
seeming to remember my life with my character, etc. 

They describe this as a 'secular vision of the Resurrection'. But if it 
were to happen, it would entail the same degree of the miraculous as 
the traditional version. Unless it can be shown that a viable brains tern 
persists throughout these changes, then no credence can be given to 
speculations about psychological continuity in residual life. If we are 
talking about genuine resurrection, religious or secular - whatever the 
latter might mean - then we have moved into that spurious arena of 
logical possibility where almost anything can be said, providing it is not 
self-contradictory, even if none of it can happen. 

Philosophers who have to resort to science fiction usually have an 
unstable case. Science fiction examples emphasise the transitional 
nature of personal identity to the point where it readily destroys our 
present conceptions. This may be a useful task. The ordinary or every­
day conceptions of personal identity may be ill-founded, or in need of 
clarification. They are certainly not, and should not, be regarded as 
self-justified. But they are the only notions available and examples 
drawn from science fiction which radically depart from them offer little 
help in dealing with the very real and fundamental problems of self. 

So far the minimum characteristics required for human life have 
been outlined. It has been concluded that a human being requires a 
functioning brainstem, capable of integrating all organ systems. How­
ever, criteria for the 'death of a human being' must be distinguished 
from criteria for the loss of 'personal identity.' Confusion between 
these categories has produced much nonsense in philosophical discus­
sions concerning criteria for death. The properties associated with 
personal identity are those concerned with purposive action, affective 
qualities, and moral qualities and active intelligence. Quite obviously 
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these qualities cannot be observed in patients with a non-functioning 
cortex. But they do not have to be observed in order to conclude that 
he or she is alive. 

The attributes associated with personal identity are logically distinct 
from characteristics associated with living persons. Individuals may die, 
the human being may no longer be a human being, but aspects of their 
personality, their identity, may survive their bodies. We can see this in 
the distinction between 'being dead' and 'being deceased'. Whilst things, 
like engines, batteries or planets, may be dead, only persons can be 
deceased. This is because there is a sense in which a deceased person 
may be absent, but that very absence be present. Thus to say that a 
person is deceased is to refer to the persistence of personal identity 
beyond the stage of physical disintegration: 'being deceased means 
being absent in such a way that one's absence can still be present, even 
though the absence that constitutes one's death may itself be absent'. 
(Johnstone, 1978, p. 14) While personal identity may, in some senses, 
survive physical destruction, personal life clearly does not. Death 
involves a sharp contrast in attitudes and reactions towards the body 
that once manifested human life. One cannot feel pity for a body, as 
one can for the person that once inhabited it. 

There are, however, further distinctions between criteria for personal 
identity and the continuance of life. Criteria for personal identity, 
unlike criteria for life, can be based on either fictional or real concepts 
of bodily image and organic continuity. Whilst the continuous function 
of the brain as a whole is a necessary and sufficient condition for 
human life, there can be no clear-cut guidelines for the loss of personal 
identity. Criteria for personal identity might be based on psychological 
or spiritual qualities or morally relevant characteristics. Whilst brain­
related criteria for the death of the human being have replaced cardiac 
or respiratory criteria, loss of personal identity is still conceived of by 
many people in terms of the loss of heart-function. Thus for many the 
heart is still regarded as the essential organ with regard to personal 
identity. The heart is symbolic of love, loyalty and strong emotions. 
People speak of 'heart-breaking' experiences, and being 'all heart' or 
'big-hearted' as a commendable moral attribute. Phrases like 'my heart 
is not in it' depict feelings about our work. The meaning of 'I left my 
heart in San Francisco' could never be replaced by references to 
kidneys, lungs, brains or other organs essential to a living person. That 
the heart is associated, rightly or wrongly, with personality is a fact 
which cannot be ignored. 

In a study of psychiatric complications following heart transplants 
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Lunde (1969, p. 372) notes how: 

Some patients have felt that by receiving the heart of an~tl~er person 
they might take on some of the personality charactenstics of the 
donor. One man literally decided that the day of his transplant was 
his new birthday, which he planned to celebrate from then °~- He 
felt that he had been born again and was twenty years old. This was 
a forty-two-year-old man who had received the heart of a twenty-

year-old. 

Another patient claimed that it made him feel good to receive the heart 
of a prominent local citizen renowned for his good work, and conse­
quently the patient 'felt an obligation to live up to the standards set by 
the man whose heart he had received'. (ibid., p. 373) . 

Sometimes (ibid., p. 373) the family of the donor may estabhs~l a~ 
intense emotional relationship with the recipient of their relatives 

heart. 

In one case, the spouse of the donor called the hospital regularly 
to inquire how the recipient was doing, and when the patient finally 
died the family seemed to experience a delayed grief reaction. The 
death of the heart seemed to finalize the death of the donor for the 
family . 

. As _these example show, personal identity need not depend upon 
b1olog1cally relevant facts, but on a 'body image'. Which part of the 
body is most relevant appears to be a matter of contingency' affected 
by custom and tradition, rather than by clinical evidence. 

Opponents of brain-related criteria for the death of the living person 
sometimes point out that the person cannot be reduced to the com­
ponents of the brain. But, once the distinction between criteria for the 
death o~ a pers~~ an_d c_riteria for loss of personal identity is ap?reci­
ated'. th~s oppos1t10~ 1s dissolved. One can attribute personal identity to 
a bemg many_ physical state, ranging from senility, irreversible com~,. to 
skeletal remains or even ghostly manifestations. Criteria for a hvmg 
person, however, require as a minimum the continuous integration of 
the organism as a whole. This is met by a brainstem definition of death. 

Insistence upon the integrative function of the brainstem in any 
account of the death of the person avoids any accusation of a dualism 
between brain and body, which illicitly favours the brain. This objec­
tion can be seen in Hans Jonas's awareness that a new formulation of 
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soul-body dualism sometimes lurks behind brain-related definitions of 
death. On these terms it would appear that the brain represents the 
person or soul, and the body its extension or tool. 'Thus when the brain 
dies, it is as when the soul departed: what is left are "mortal remains".' 
(Jonas, 1974, p. 139) Against this Jonas rightly points out that the 
body is equally important. 

But it is no less an exaggeration of the cerebral aspect as it was of 
the conscious soul, to deny the extracerebral body its essential share 
in the identity of the person. The body is as uniquely the body of 
this brain and no other, as the brain is uniquely the brain of this 
body and no other. What is under the brain's central control, the 
bodily total, is as individual, as much 'myself, as singular to my 
identity (fingerprints!), as noninterchangeable, as the controlling 
(and reciprocally controlled) brain itself. My identity is the identity 
of the whole organism, even if the higher functions of personhood 
are seated in the brain. How else could a man love a woman and not 
merely her brains? How else could we lose ourselves in the aspect of 
a face? Be touched by the delicacy of a frame? It's this person's, and 
no one elses. Therefore, the body of the comatose, as long as - even 
with the help of art - it still breathes, pulses, and functions other­
wise, must still be considered a residual continuance of the subject 
that loved and was loved, and as such is still entitled to some of the 
sacrosanctity accorded to such a subject by the laws of God and 
men. 

Jonas is correct in so far as his remarks are directed against higher 
brain formulations, which see death as the loss of certain characteristics 
associated with personal identity while the continuing function of the 
brainstem maintains the integration of the organism as a whole. Human 
life depends on more than continuing function of the cerebral hemi­
spheres. But, according to the brainstem definition, death does not 
occur until both the brain as a whole and the body as a whole are irre­
versibly dysfunctional, since the deatl1 of the brainstem entails both 
physical as well as psychological disintegration. In short, only a defini­
tion of death of the person which includes the death of the brainstem 
will meet Jonas's valid demand. 

The concept of death which emphasises the death of the brainstem 
avoids the dualistic ambiguities inherent in formulations based on loss 
of hemispheric functions. Any valid criteria for death must consider the 
function of the body as a whole, not just the part of the brain with 
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alleged responsibility for psychological responses. Death can only be 
determined in terms of a concept that specifies irreversiblt:! loss of 
bodily integration combined with the loss of any capacity for con­
sciousness and cognition. Contemporary dualists, who see the cerebral 
hemispheres as synonymous with the soul or its psychological 
equivalent, are just as mistaken as their traditional predecessors. Against 
all forms of dualism it is necessary to reiterate Wittgenstein's objection 
to the conception of the human soul as a substance. 'The human body 
is the best picture of the human soul', wrote Wittgenstein in his 
Philosophical Investigations (II, iv) by which he meant that a human 
being is only human in the context of a capacity for physical function­
ing, however limited that might be. Brain cells growing in tissue culture 
have as little relation to human life as the various forms of disembodied 
consciousness that are cited by dualists. Philosophers' tales, and science 
fiction examples of Jones's and Smith's identity changes, ultimately 
require that if these beings are deemed to be alive their respective iden­
tities are located in bodies with human form and function. Further­
more there are no accounts of what Jones is, or where he is, or what he 
feels like, when he is transiting between bodies. Mental events require 
location in a human body, not in parts of a brain or soul. 

At an elementary level it might be said that a person is dead when 
the possibility for having experience ceases. Taking the broadest defin­
ition of experience it would appear that this is when brainstem activity 
has permanently ceased. This is the point when the critical system has 
ceased to function and the body has entered the process of dissolu­
tion. Nevertheless, while death involves the permanent loss of experi­
ence, it does not follow that 'cessation of conscious experience' is an 
adequate criterion for a diagnosis of death. Life without conscious 
experience may be meaningless, possibly futile, but it does not amount 
to death. 

These propositions would be disputed by philosophers who employ 
a concept of death based exclusively on the cessation of conscious 
experience. Thus Johnstone (1976, p. 220) argues that the relation 
between 'bodily dissolution' and 'death' is synthetic rather than 
analytic. 

When the experiences of a person whose body has not yet dissolved 
have nonetheless permanently ceased it is not wholly metaphysical, 
I think, to speak of such a person undergoing a 'living death'. The 
fact that this phrase is not an outright contradiction shows, I think, 
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that the relation between the dissolution of the body and the 
permanent cessation of experience is not one of strict equival­
ence. 

The problem with Johnstone's argument is that to advance death to a 
point prior to that of loss of bodily integration is arbitrary and 
ambiguous. How, except through the loss of bodily integration, can we 
be certain that experience has permanently ceased? It may not be 
'wholly metaphysical' to speak of a 'living death', but the boundaries 
of this concept are extremely hard to define and inevitably in­
volve contentious theological and philosophical assumptions. More­
over, in some cases 'living deaths' can be reversed. This is why, if 
a clear and unambiguous criterion of death is required, it must 
involve concepts and criteria related to irreversible bodily disinte­
gration. 

The strictly biological concept of death, which has been advocated 
throughout this text, sees loss of personal identity, cognition and other 
properties associated with the hemispheric regions as concomitant of 
death, but not death itself. Diagnosing death is a biological, not a 
psychological, moral or a social task. 

Conclusion 

Death, so defined as the irreversible loss of function of the organism as 
a whole, is a singular concept. It does not make sense to speak of one 
kind of death for humans and another kind for other life forms. It may 
be the case that humans are the only species with a sense of personal 
identity, but the loss of this sense should not imply a different form of 
death for humans. A human being without identity is just as alive as 
any other living being. 

Criteria for death based on an alleged loss of personal identity are 
unhelpful. They could imply support for proposals to diagnose death 
prior to loss of bodily integration. There are a number of states pre­
ceding death where it could be said that personal identity has been lost. 
A patient on a respirator, in a coma, may have lost his or her personal 
identity but still be alive. Loss of consciousness, loss of personal 
identity, do not necessarily involve strictly biological concepts, but 
death does. For ultimately the concept of 'death' can only be applied 
to organisms, not persons. Research in artificial intelligence may result 
in the creation of a person, (see Sloman, 1979) but the construction of 
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an artificial corpse is an absurdity. As Culver and Gert ( 1982, p. 183) 
point out: The person in room 612 died last night' is only an indirect 
way of referring to the death of the organism that was that person. A 
person in a persistent vegetative state is just that: alive in the most basic 
biological sense. 



9 ETHICS AND BRAIN DEATH 

There is nothing beyond his power. His subtlety meeteth all chance, 
all danger conquereth. For every ill he hath found its remedy, save 
only death. 

Sophocles, Antigone. 

Introduction 

The moral dilemmas related to sophisticated health-care technology 
have not actually been caused by scientific advances in this area. 
Instead, it might be said that the technology itself was a response to a 
deeper and prior moral concern. Death is being increasingly seen in 
terms of a disease to be conquered, and physicians have taken up the 
challenge. To this extent the ethical problems of high technology can 
be seen to arise, not merely as a by-product of that technology but as 
consequences of a deeper moral problem regarding the meaning of 
death. In the West, life has been given an intrinsic value, and a fatal­
istic acceptance of a predestined death has only a metaphorical 
meaning. In this respect Dylan Thomas's poem entitled 'Do not go 
gently into that good night' with its imperative to 'rage against the 
dying of the light' epitomises contemporary medicine's obligation to 
expand the boundaries of life. In response to this challenge medical 
scientists seek wonder drugs, speak of immortality, and hint at eternal 
youth. Developments in medical technology, and intensive care, stem 
from a morally based desire to extend the span of human life. They 
have generated further questions regarding the physician's ethical duties 
and the patient's rights. 

The possibility of ex tensive resuscitation has raised four distinct 
questions which have been notoriously confused in medical literature: 
(1) Is the patient dead? (2) Should the patient be allowed to die? (3) 
When should resuscitation be discontinued? ( 4) When, and under what 
circumstances, should decisions be taken with regard to the authorisa­
tion of the removal of organs? It is of the utmost importance to 
recognise that these questions are fundamentally different in kind. 

95 
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Is the Patient Dead? 

Once the concept and criteria for human death have been clearly estab­
lished this question becomes one of medical diagnosis. According to the 
concept of death so defined as the irreversible loss of integrated 
function of the organism as a whole, the patient is dead when tests have 
demonstrated that the brainstem has irreversibly ceased to function. 
Anything short of brainstem death, for example destruction of the 
hemispheric regions of the brain alone, is unacceptable. Damage 
confined to these regions does not satisfy the necessary and sufficient 
conditions for the death of a human being. Those who advocate the 
identification of the vegetative state ( death of the cerebral hemispheres) 
with death are, whether they know it or not, asking for a change in the 
current homicide laws and could be seen to be 'asking for the introduc­
tion of euthanasia'. (see Horan, 1978, p. 365) 

Should the Patient be Allowed to Die? 

This question is bound up with the problem of prognosis and of the 
planning it implies. It calls for a comparison of alternatives. Whereas 
the scope of the first question is limited to objective clinical evidence, 
and draws upon established medical facts, this second question may 
involve ethical, religious and economic considerations, and may involve 
answers which reflect different moral attitudes towards the quality of 
r~sidual life. Questions concerning whether the patient is alive or dead, 
hke questions concerning pregnancy, or meningitis, demand a yes-no 
answer. But answers to the question 'Should the patient be allowed to 
di~?' are not immediately clear-cut. They entail a consideration of a 
wide range of possibilities, ranging from the continuance of intensive 
life-support to the Vvithdrawal of some, but not all, forms of treatment. 
When deciding if the patient is dead, deference to the expertise of the 
physician is needed. When deciding whether the patient should be 
allo_""'.ed to die, one may have to refer to legal, ethical, economic and 
political matters, and one must take into consideration the known 
wishes of the patient, relatives and others. When the first question (is 
the patient dead?) has been answered affirmatively, the second question 
is obviously meaningless. 

Distinctions between the two questions have not always been 
maintained. The Harvard Report of 1968 implicitly confused ventila­
tion after brain death with the prolongation oflife. The Report invoked 
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the statement of Pope Pius XII to the effect that there was no obliga­
tion on the part of the physician to employ extraordinary measures to 
prolong life. But as the Task Force on Death and Dying of the Institute 
of Society, Ethics and the Life Sciences (1972) pointed out, this con­
fused the factual question of the determination of death with the ethical 
question of when, if ever, a patient should be allowed to die. 

A source of potential confusion between the two questions 
stems from the fact that 'switching off the ventilator may appropriately 
follow an affirmative answer to either question. Nevertheless, the 
meaning of the action would differ in each situation. In the first situa­
tion the ventilator would be 'switched off' by the physician after an 
affirmative diagnosis of death. In the second situation 'switching off' 
would be an act of euthanasia and the onus of justification would rest 
with the physician concerned. In cases where brainstem function per­
sists, 'switching off' is both unethical and possibly illegal. 

The possibility of prolonged attempts at resuscitation raises the 
question of death with dignity. Must the patient be subjected to a hope­
less and futile regin1e of intravenous alimentation or nasogastric tubes, 
dialysis, repeated sternal thumping, or electric shock to the chest, in 
order to survive for another day or week? Are a few statutory hours on 
the ventilator to become the last rite of modern medicine? Giving up 
when the prognosis is hopeless cannot be interpreted as a form of 
passive euthanasia. It cannot be a case of just 'allowing to die' since, if 
all treatment is 'hopeless', the physician is not in a position to allow the 
patient to die. All he can do is cease to apply a useless treatment. In 
such cases the choice facing the doctor is not whether to allow the 
patient to die, but how the patient shall die: either over a prolonged 
period in institutional isolation wired up to a mass of electronic gad­
getry, or in relative dignity, possibly within a few hours or a day or two 
earlier. To discontinue treatment in hopeless cases is not 'letting die' 
but letting die in a more acceptable manner. The statement 'I let him 
die' only has meaning if it was ever possible at some stage to specify 
alternatives for maintaining life. 

When Should Resuscitation be Discontinued? 

Criteria for brain death are ethically necessary because it is possible to 
maintain organs alive in a cadaver when integrated life has ceased to be 
possible. Thus the moment when the brain has been determined to 
be dead is the moment when further resuscitation becomes pointless. 
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Korein (1978, p. 33) says that: 'To maintain the function of a brain­
dead patient only because the technical means exist is a moral and 
economic atrocity that has evolved through a perversion of modern 
science.' Korein is obviously in favour of discontinuing ventilation or 
cardio-vascular support after brain death. But how a corpse is to be 
treated after death is a problem which affects relatives and social 
agencies as well as the physician. The physician has a primary duty to 
maintain life. Once he is satisfied beyond doubt that the patient is 
dead, he has no moral duty to ventilate a cadaver. If he is responsible 
for the mechanical respiratory system under his control, his duty is to 
disconnect and either save electricity or utilise the machine for another 
patient. To do so in this context is neither active nor passive euthan­
asia: 'Disconnecting the respirator should seem no more significant than 
drawing the sheet over a body once all the conditions for declaring 
brainstem death have been met.' (Pallis, 1980a) 

Could problems arise if the relatives or responsible social agencies 
are willing to provide alternative means of ventilation, despite an assur­
ance that the patient is dead? Should they be free to do so? Obviously 
this is not the kind of service that should be provided in a hospital, 
at the taxpayers' expense where those with responsibility for the care 
of patients have an ethical duty to ensure that facilities are kept avail­
ab_le for the living and that hospital wards are not treated as mortu­
~ies. Under these circumstances a decision by the relatives to con­
tinue ventilation would be a personal decision (with all the implications 
that entails) akin to a decision as to where to bury the body. A venti­
lated cadaver would not be alive, but 'treated as alive'. This might 
~uggest immaturity among those responsible for the request, but poss­
ibly no more than embalming or mummification. It would, however, 
be c~nsiderably more expensive, and it is doubtful if the relatives in 
questwn could persuade physicians to undertake such a grisly task for 
long. When ventilation of the dead is carried out as it still is in some 
cases, it is simply as a gesture to the relatives. Needless to say, none 
have ever recovered. (Jennett, 1980) 

To what extent should a physician take into consideration concepts 
of death pertaining to another culture? In February 1983, the death of 
the Korean boxer Duk Koo Kim, was discussed in the Hastings Center 
Report. The young man had died of injuries sustained in the ring at 
Las Vegas in November 1983: 

Nevada has a brain death statute, and the diagnosis was made 
shortly after the fight ended. Nevertheless, Duk Koo Kim was not 
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immediately removed from the respirator. Instead efforts were made 
to determine the identity of his wife, and to have him treated by a 
Korean physician, who said, 'in the culture of the Korean people, 
Kim is still alive'. His attending physician is quoted as having said he 
would make a decision to disconnect the respirator consistent with 
'the law, medical ethics, and the wishes of the family'. Later he 
called in a judge to 'protect' himself, and it was only when the 
patient was actually declared dead with the concurrence of the judge 
and the patient's family that the ventilator was finally removed. 
Public attention obviously was a more important determiner of 
action than Nevada's brain death statute. (Annas, 1983, p. 21) 

Annas reported these facts to show that a brain-death statute has less 
importance for the attendant physician than public feelings and the 
wishes of the relatives. There is much to be said for this argument. The 
mere existence of a brain-death statute, however well defined, is not, of 
itself, a necessary or sufficient reason for the termination of resuscita­
tive procedures. Certain cultural traditions may insist on the continua­
tion of ventilation beyond the diagnosis of brain death. Provided that it 
is clearly indicated that the patient is dead, further ventilation should 
be seen in terms of procedures for dealing with corpses and equivalent 
to funeral rites, embalming and so on. If respect for the relatives' wishes, 
involves ventilation beyond brainstem death, this should not, under 
any circumstances be presented as a mode of life extension. Although 
ventilation to asystole (following brainstem death) may correspond with 
the wishes of the relatives, it is essential that the physician recognises 
and communicates the biological fact that death has occurred when 
tests have demonstrated that the brainstem is dead. A death certificate 
should be issued at this point to mak~ things as explicit as possible. It is 
one thing to continue ventilation to asystole out of respect for a 
different cultural tradition, but an entirely different matter to rein­
force ignorance and the beliefs that life is being maintained or 
extended. 

Ventilation Following Maternal Brain Death 

Some ethical confusion has been created by reports of maternal brain 
death occurring where brain death has occurred during pregnancy, with 
foetal survival depending on continued maternal circulation. In a report 
on foetal survival after maternal brain death, Dillon, Lee, Tronolone, 
Buckwald and Foote ( I 982) described a 26-week-old infant delivered 
by Caesarean section four days after its mother had been diagnosed as 
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brain dead. The authors (p. 1091) outline the advantages of ventilation 
beyond death in terms of enhanced prospects of foetal survival: 'A 
foetus delivered at 25 weeks gestation has a 38% chance of survival that 
increases to 61% at 26 weeks and 76% at 27 weeks' gestation.' Given 
that maternal asystole may be delayed for two or three weeks after 
brain death, Dillon et al. suggested that vigorous management of the 
brain-dead mother prior to Caesarean section could substantially 
increase the prospects of foetal survival. The prognosis for pregnancies 
when the mother was in a vegetative state was even better. 

The immediate consequence of proposals for maternal ventilation 
after brain death was the calling into question of what has been a 
matter of general agreement in medical literature 'that postmortem 
Caesarean section will not be successful and, therefore, is not justified 
if the pregnancy has not progressed beyond 28 weeks'. (Dillon et al., 
1982, p. 1090) The time that a foetus can be maintained in a brain­
dead mother, despite vigorous management, is limited. On the most 
optimistic cardiac prognosis for the mother, one would be talking about 
days, rather than weeks. Of course this is not the case with the main­
tenance of a foetus whose mother is in a vegetative state. For example, 
Dillon et al. report on a case seen in 1977 involving a successful birth 
outcome in a case of prolonged post-traumatic coma, where 'the preg­
nancy was maintained from the sixth to the thirty-fourth. week with the 
mother in a vegetative state'. (ibid. p. 1091) Brain dead mothers could 
not be maintained for such long periods. Nevertheless, Dillon et al. 
suggests that, if a patient is diagnosed brain dead ( with a potentially 
viable foetus) between 24 and 27 weeks of gestation, then 'vigorous 
maternal support and foetal monitoring (should) be instituted'. (ibid.) 

A clear-cut distinction between brain death and the vegetative state 
is extremely important when reaching decisions regarding the viability 
of the foetus. As Dillon et al. (ibid) conclude: 

Careful application of the definition of 'brain death' will allow the 
clinician an opportunity to preserve a favourable pregnancy out­
come in the midst of some tragedies and to avoid futile, expensive 
attempts to preserve maternal life in others. 

Maternal brain death highlights the significance of a clearly formul­
ated definition of death as an event to be distinguished from the vege­
tative state, often referred to by philosophers and lay-persons as a 
'lingering death'. Pregnancy in a vegetative state involves a situation 
where the mother is capable, with assistance, of sustaining the foetus to 
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term; whereas foetal survival in a ventilated cadaver following maternal 
brain death, is simply a situation where physici;ns are utilising the 
uterus of an ex-patient to enhance the probability of a favourable preg-
nancy outcome. . 

Nevertheless, foetal survival following maternal brain death has rein­
forced scepticism concerning the whole brain concept of death among 
some philosophers and physicians. In an editorial accompanying the 
report by Dillon et al. in the Sept. 3, 1982 issue of Journal of the 
American Medical Association, Siegler and Wikler suggest that foetal 
survival after brain death calls into question the claim that brain death 

provides a necessary and sufficient condition for diagnosing the death 

of the person as a whole. 

Now we are told that a brain-dead patient can nurture a child i? 
the womb, which permits live birth several weeks 'postmortem • 
Perhaps this is the straw which breaks the conceptual camel's _b~ck 
... The death of the brain seems not to serve as a boundary; it is a 
tragic, ultimately fatal loss, but not death itself. Bodily death occurs 
later, when integrated functioning ceases. (Siegler and Wikler, 1982 , 
p. 1101) 

The objection is wholly misleading. According to the brainstem con­
cept of death, integrated functioning ceases with the irreversible cessa­
tion of brainstem function. If physicians continue to speak of 'brai~­
dead' patients being equivalent to 'terminally ill' patients, or as still 
possessing 'bodily life', or, as Dillon et al. do, of 'prolonging maternal 
life in the face of brain death', it means they have not yet fully grasped 
the concept of brainstem death. It does not indicate a problem with the 
definition of death itself, nor does it suggest shortcomings in the criteria 
by which brainstem death is diagnosed. Foetal survival following brain­
stem death of the mother is nothing more than foetal survival in a venti­
lated cadaver. It signifies no more 'life' in the ex-patient than embry­
onic survival in a test-tube would suggest that test-tubes or associated 
laboratory equipment were endowed with vital properties. In the case 
of maternal brain death reported by Dillon et al., the artificial main­
tenance of certain organs (the womb) to support the foetus was nothing 
more than another form of mechanical support, equivalent to an 
incubator. The mother was not supporting the foetus anymore than one 
who, having bequeathed her organs, can be said to support the recipient 
after her death. The mother's organs were manipulated with the aid of 
sophisticated equipment, to maintain the life of the foetus. In this 
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respect there is nothing different in this case from any other use of 
cadaver organs to sustain another life. Why should the uterus have 
greater significance than the heart or the kidneys of a cadaver? Given 
the possibility of more extensive means of salvaging corpses, one 
should remember that what is being managed in these cases is not 
patients but organs (the remnants of patients). 

The issues raised in the discussion of maternal ventilation after 
brain death do not call into question the brainstem concept of death, 
nor do they introduce any new ethical problems concerning the manage­
ment of patients. The ethical problems here belong to discussions con­
cerning the disposal of organs after death or of the corpses themselves. 
According to USA legal procedures, if the patient had, under the pro­
visions of The Uniform Anatomical Gift Act (UAGA), signed an 
anatomical donation card, then physicians could freely use her body as 
an incubator. If she had not, permission would have to be obtained 
from her next of kin. This raises the kind of ethical problem discussed 
by Veatch (1982, p. 1103) in response to Dillon's report. Suppose the 
next of kin does not want the organs of the pregnant brain-dead female 
maintained after her death. If she did not possess a UAGA card, then her 
organs cannot be used. But a complicating factor here might turn on 
the relationship of the woman to the father of the foetus. Legally, her 
marital spouse, as next of kin, would be decisively responsible for what 
happened to her organs and hence for the possible survival of the 
foetus. But an unmarried father of the foetus would have no such legal 
rights. And, as Veatch points out, to give him the authority to insist on 
the ~se of the woman's body against the wishes of her next of kin would 
re~un~ setting a precedent. Obviously this is an area where new ethical 
guide_hnes will have to be drawn. As Veatch points out, it is only by 
opening these discussions to many different disciplines that the rich­
~~ss 0 ~ t_he issues will be fully appreciated. Hearing the views of clin­
lC!ans is important, but clinical expertise cannot establish how a society 
should classify an ex-patient, or how he or she should be treated in 
terms of ethics or the law. 

Neomorts and Organ Banks 

The possibility of maintaining the circulation for a while after brain 
deatb has given rise to ethical concern regarding the employment of 
cad~vers as organ banks. Gaylin, (1974) for example, expresses a strong 
e~hical resistance to the view that the newly-dead could be used as a 
kind of resource. He points out that, whilst a diagnosis of brain death 
may enable a physician to terminate treatment without the accusation 
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of euthanasia, it nevertheless creates other problems. If one grants ~e 
right to 'pull the plug', one also grants the privilege not to do so. Gaylm 
raises the spectre of cadavers having the legal status of being dead but 
having some of the qualities associated with life: they would be W8:1"111• 
pulsating and urinating. To be useful they would require nursm~, 
and provided that was of a high quality they could be maintained ~ 
tlrnt state for some time. Gaylin describes these cadavers as 'neomorts 
- newly deceased bodies which are maintained in a state of cellular 
viability for the purpose of organ transplantation. Gaylin (1974 , 
p. 30) sees this as a form of moral corruption, for he writes: 'Sustain­
ing life is an urgent argument for any measure, but not if that measure 
destroys those very qualities that make life wort11 sustaining.' 

Gaylin is concerned that the employment of brain-related criteria 
for diagnosing deat11 may lead down the slippery slope to other surgical 
assaults on the newly dead. His argument can be presented as follows. 
(1) With brain-related criteria for death one is obliged to maintain the 
patient on a respirator until a diagnosis of death has been made. (2) It 
is acceptable to keep the respirator going until the organs are removed 
for transplantation purposes. These two steps are relatively innocuous. 
But why, he asks, is it necessary to turn the respirator off, in a brain 
dead patient if there are no immediate demands for transplant organs? 
At this point moral objections are expressed. Walton (1980, p. 37) 
summarises them: 

The ventilated cadaver could be used as a bank for other organs or 
a plant for manufacturing biochemical compounds. It could be used 
as a self-replenishing blood-bank or for surgical and grafting research. 
Even further, it could be used for immunological research or testing 
new drugs. Finally, even medical instruction is included as a possi­
bility. 

Like Gaylin, Walton presents the above account as the hypothetical 
endstage of an ethical slippery slope. He maintains that these possi­
bilities need not become actualities: there is no necessary rule which 
says that every possibility must become an actuality. The proponent of 
the slippery slope argument must provide additional evidence to show 
how the feasible could become fact. This is relatively easy. The use of 
ventilated cadavers does not involve any radical departure from exiSt-
ing practices. Frozen organs have been employed ever since techniques 
of freezing and preservation of organs were developed. People who freely 
donate their bodies for research do so in that knowledge. It is a short 
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and logical step from there to the employment of more refined tech­
niques of preservation, including ventilators. Admittedly, the idea of 
vaults of 'neomorts', as presented by Gaylin, is a rather grisly extension 
of this. And if it were feasible it might lead down a slope on which it 
would be hard to maintain one's grip. But any steps in that direction 
are not the result of an acceptance of brain-related criteria for death. 
The possibilities only arise because of the availability of respirator tech­
nology, which can maintain cadaver organs for a limited period more 
efficiently than techniques of freezing. Criteria for death are one 
matter; the slope begins at the point where attitudes towards the newly­
dead begin to change. Techniques for mummification and embalming 
have been available for centuries. In a climate of changing attitudes 
towards the newly-dead, there might be the possibility of a gradual 
shift of attitudes from the acceptance of ventilated cadavers as organ 
banks to acceptance of public displays of animated cadavers, resembling 
a macabre exhibition of animated dolls. But this would not be due to 
the evolution of technology. It would be due to a sinister evolution of 
cultural attitudes. Ventilators and other associated techniques of 
organ preservation are a response to a moral need. They do not generate 
this need. There may develop a measure of public acceptability for the 
display of animated corpses just as it is today acceptable to display a 
resting Lenin in Red Square, or Jeremy Bentham in Bedford College. 
The fact that a machine can ventilate corpses does open up macabre 
possibilities, but these are not generated in any way by neurological 
criteria for diagnosing death. 

There are, however, very strong ethical imperatives concerning the 
newly-dead. To be declared dead is to be beyond the scope of ethical 
imperatives regarding treatment. But after a diagnosis of death, the ex­
p~tient still has a number of rights and moral obligations, including the 
nght to proper interment, to the distribution of his or her property 
according• to known wishes and to a whole network of manifestations 
of respect for the corpse. Even laboratory cadavers in a mortuary or 
P0st mortem room are not supposed to be treated as lumps of flesh, 
an~ ethical imperatives governing their disposal are as strict as any 
which apply to the living. Ethical attitudes of respect for the body of 
th~ d~ceased may change, but this change will be independent of any 
shift m the criteria for determining whether the persoR is dead. A 
corpse is entitled to certain rights which are independent of whether 
parts of the body are maintained in a state of cellular life on a venti­
lator, or of whether the deceased is a skeleton or just the ashes left by 
an explosion which has destroyed its human form. In none of the latter 
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cases can we be said to be given a living person rights; we are simply 
acknowledging what is due to an ex-person. The fact that a brain-dead 
ex-patient resembles a living person is not a reason for blurring the dis­
tinction between life and death. The resemblance to a living person 
should not imply ( or demand) the same status as that person. We can 
see this if we consider whether it would be worse to mutilate the corpse 
or a lifelike wax replica of the person. Apart from those instances 
where the destruction of a statue or picture is a way of attacking the 
power of a dead person, it would generally be considered more 
unacceptable to mutilate the corpse. This applies even in cases where the 
remains bear no resemblance to the ex-person, as in an air crash, explo­
sion or fire. 

When, and Under What Circumstances, Should Decisions be Taken With 
Regard to the Authorisation of the Removal of Organs? 

Tremendous pressure exists for more transplant donors, and these 
pressures will grow. A physician can be subjected to conflicting moral 
obligations when the organs in one patient can be used to save the life 
of another. To avoid potential conflicts between the attending 
physician and the requirements of the transplant team, practices have 
been evolved which ensure that the donor's physician should have no 
role in the transplantation procedure itself. For this reason the Judicial 
Council of the American Medical Association requires that the donor's 
death be determined by someone other than the recipient's physician. 
Similarly, the Committee on Morals and Ethics of the Transplantation 
Society of the USA says that 'acceptance of death should be made and 
declared by at least two physicians whose primary responsibility is care 
of the potential donor and is independent of the transplant team'. 
(Black, 1978, p. 397) 

Since artificially maintained bodies present a new entity for the law 
and society, the President's Commission was mandated to 'study and 
recommend ways in which the traditional legal standards can be 
updated in order to provide clear and principled guidance for deter­
mining whether such bodies are alive or dead'. (DD, 1981, p. 3) Essen­
tial to the mandate was the premiss that any statutory definition of 
death should be kept separate and distinct from provisions governing the 
donation of cadaver organs, and from any legal rules about decisions to 
terminate life-sustaining treatment. Despite criticism of the facts, the 
majority of patients diagnosed as brain dead do not become organ 
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donors. The President's Commission referred to 36 comatose patients 
who were declared dead on the basis of irreversible loss of brain 
function, but of these only six became organ donors. According to the 
report: (DD, 1981,p. 24) 

medical concern over the determination of death ... rests much less 
with any wish to facilitate organ transplantation than with the need 
both to render appropriate care to patients and to replace artificial 
support with more fitting and respectful behaviour when a patient 
has become a dead body. 

Having clearly outlined the legal and moral status of criteria for 
brain death, one can then, and only then, justify decisions regarding the 
re-use of cadaver organs. According to Veith et al., (1977, p. 1745) a 
clearly defined statute on brain death would permit the physician 'to 
cooperate in efforts to procure cadaver organs in optimal conditions for 
transplantation into other patients'. It is, however, important that 
proposals for statutes on brain death should avoid the very serious risk 
of running together criteria for brain death with legislation for the 
removal of organs. For example, in 1976 the European Committee on 
Legal Cooperation fell into exactly this trap when it supported the 
following two positions: 

(1) 

(2) 

It should be possible for the removal of cadaver organs to be 
effected from the moment when it was established that the 
donor had irreversibly lost all his cerebral functions even 
though the function of other organs might have been preserved. 
Legislation should move towards the adoption of presumed 
consent for the removal of cadaver organs if circumstances give 
reason to believe that the family of the donor do not or would 
not have objected. (Cited by Walton, 1980, p. 13) 

T~ese_ two statements illicitly bring together proposals for brain-relate_d 
cntena of death and legislation permitting the removal of cadavenc 
organs. The P:0 posals are then linked with the particularly dangerous 
attempt_ to shift the burden for permission regarding the removal of 
cadavenc organs. 

Confusion of this sort stems from earlier attempts to assimilate the 
phenomenon of brain death. The reasons why a definition of brain 
death was necessary were presented in terms of factors extraneous to 
the patient's welfare. The Harvard Report (1968), for example, gave 
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two practical reasons for a redefinition of death: 

(1) Relief of the patient, kin, and medical resources from the 
burden of indefinitely prolonged coma. 

(2) Removal of controversy with regard to the obtaining of organs 
for transplantation. 

In so far as the primary rationale behind the redefinition of death 
was to enable a physician to terminate treatment when it was no longer 
of any value to the patient there is nothing objectionable. There is, 
clearly, a strong ethical imperative to reduce the period of anxiety for 
relatives. There have been cases of relatives paying over $2000 a day to 
keep a corpse ventilated. (DD, 1981,p. 24) 

However, objections to the second reason given in the Harvard Report 
have been raised by Hans Jonas who argues (1974, p. 133) that freedom 
for organ use is not covered by the primary rationale, that is, the 
interests of the patient. J onas's point is that the theoretical requirement 
to define death is one thing, and it is essential if the patient's interests 
are uppermost. But the requirement for organ transplants - even to 
save lives - is another interest, one which must not be allowed to 
intrude upon the former. Commenting on the Harvard interest in organ 
transplants, Jonas (p. 133) says: 

I contend that, pure as this interest, viz, to save other lives, is in 
itself, its intrusion into the theoretical attempt to define death 
makes the attempt impure; the Harvard Committee should never 
have allowed itself to adulterate the purity of its scientific case by 
baiting it with the prospect of this extraneous - though extremely 
appealing gain. 

Jonas's concern is not with theoretical purity for its own sake. He is 
worried about the policy consequences of this impurity, once a need 
for the harvesting of organs is built into the definition of death. Stories 
about 'human vegetables' lingering on for months, when their organs 
could be used to save other lives, must never be allowed to influence 
criteria for determining death. Wherever such arguments occur they 
must be seen as advocacy for euthanasia or dissection of the living and 
their pros and cons evaluated. The fact that other humans might be 
capable of benefiting from organs extracted from patients in persistent 
vegetative states is no reason for assimilating these states with death. 
Discussions regarding the worth of a life should not replace discussions 
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about the existence of a life. The term 'vegetative state' refers to the 
condition of a living being; there is no way in which it can be seen as 
anything other than an instance of life. It is clearly important to define 
death precisely in order to indicate when it may be possible to seek 
authorisation to harvest cadaver organs. But this is intrinsically diff­
erent from a situation where the need for cadaver organs is allowed to 
interfere with judgements concerning the moment of death. 



10 BRAIN DEATH AND THE SLIPPERY SLOPE 

If the physician presumes to take into consideration in his work 
whether a life has value or not, the consequences are boundless and 
the physician becomes the most dangerous man in the state. 

Dr Christoph Hufeland ( 1762-1836). 

Brain Death and States Approaching Death 

Throughout the preceding chapters it has been argued that the concept 
of brain death, with its heavy emphasis on the brainstem, is theoret­
ically and practically superior to any other concept of death. It has 
been argued that 'higher brain' formulations provide necessary but not 
sufficient grounds for the diagnosis of death. From the ethical stand­
point a failure to retain the distinction between a concept which 
specifies irreversible loss of brainstem function and 'higher brain' 
formulations can be seen to lead down a slippery slope where factual 
uncertainty regarding the moment of death may let in decisions to 
terminate treatment according to cost-benefit criteria and/or other 
utilitarian or extraneous considerations. 

It has also been argued that human death is nothing less than the 
death of the organism as a whole, which can be established by tests for 
a permanently non-functioning brainstem. States approaching this 
condition may indicate imminent death, but not death itself. Never­
theless it is very easy to confuse the prediction of death with a diagnosis 
of death, as the following extract {Walton, 1980, p. 51) reveals: 

Because the case for whole brain death admits of well-established, 
and widely corroborated criteria, with a clear clinical picture of 
pathological destruction that irreversibly and inevitably leads to 
death in a short time, we can see how it is much less open to the 
slippery slope refutations than the case for cerebral death. 

Walton is correct in pointing out that the 'whole brain' formulation 
avoids the slippery slope charge. But he has inadvertently reintroduced 
the slope by depicting 'whole brain' death as a state which 'inevitably 
leads to death'. This must mean that whole brain death is not death, 
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but a state prior to death. Drinking a litre of suphuric acid will lead 
inevitably to death. So will leaping out of an aeroplane without a para­
chute. These are not states of death; they are preludes to death. The 
point of whole brain formulations is that they are intended to deter­
mine the state, not the imminence of death. For this reason the 
slippery-slope argument is highly relevant when applied to the slip­
shod equating of 'going to die' with 'not going to recover', and 'virtu­
ally dead' with 'is dead'. Patients suffering permanent damage to the 
cerebral hemispheres may not recover, and from some ethical stand­
points may be 'virtually dead', but they may not actually be dying, and 

provided they still possess a viable brainstem they are certainly not 
dead. An example of the apallic syndrome (another name for the per­
sistent vegetative state) will illustrate this point. 

In 1960, a young woman suffered an epileptic attack during preg­
nancy, followed by deep coma and transient cardio-respiratory failure. 
The EEG remained isolectric for the next 17 years. But her breathing 
remained spontaneous, and her pulse was regular. She retained move­
ments of hands and feet, chewing and swallowing, withdrawal reflexes, 
and the capacity to respond to certain signals. She eventually died of a 
heart disease. 'The autopsy showed a shrunken brain with atrophied 
cerebral hemispheres transformed into thin-walled yellow-brown bags. 
The cerebral cortex was almost totally destroyed.' (Walton, I980, 
P· 78) She was 'as good as dead', but she was very much alive because 
her critical system, the brainstem remained functional and capable of 
maintaining bodily integration. 

The more severe forms of the vegetative state have been equated by 
some, with the death of the person. (Puccetti, 1976) In such a state the 
patient may be permanently unresponsive but able to breathe spon­
taneously and exhibit reflex actions, thus passing the Harvard tests f_or 
being alive. Many physicians, if not all, would find the idea of bunal 
in this state inconceivable. Puccetti (1976, p. 252) does not: 

All 1 can say to this is that it is not inconceivable to me. When 
reasonably assured of the loved one's neocortical death, it would 
not have the slightest interest for me that this person was still 
breathing when prepared for burial, however grisly it might seem to 
those who have to do that. And I should hope those close to me 
would feel the same in my own case. If someone suggested that my 
body might survive death of the neocortex for several months or 
years, provided it was fed and cleaned properly, etc. that would 
have no greater appeal to me than preservation of my appendix in a 
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bottle of formaldehyde. For in the sense in which life has a value 
for human beings, I would have been dead all that time. And if the 
notion of burying a breathing corpse is repulsive, then I suggeSt we 
stop it from breathing. 

This should be read as a proposal for euthanasia, not as an argument 
about the diagnosis of death. The objections to Puccetti's thesis ar_e 
twofold. First, if we can bury a breathing patient just because his 
cerebral cortex has ceased to function then what safeguards are there 
against even earlier burial? Second, and perhaps more significan t~y' 
Puccetti 's argument rests on a confusion between 'meaningful life 
functions' and 'the presence of life'. The former involves philosophical 
and moral components relating to the meaning and worth of life; _the 
latter is primarily medical and related to the criteria for irreversible 
cessation of bodily integration. Even if one accepts that irreversible loss 
of the content of consciousness (the vegetative state) constitutes ~e 
death of the person as a whole - and it has been argued throughout this 
book that there are major objections to this - there would still be insur­
mountable problems in the attempt to determine whether all cognitive 
sentient activity ceased with the destruction of the cortex. A number of 
German researchers have argued that brainstem activity may be 
responsible for some primitive forms of psychic activity. (Horan, 1978 , 
p. 367) 

In an atmosphere of staggering health expenditure and co~t­
conscious welfare agencies there is a very real danger that pressure ":'ill 
be put on physicians to divert their energies from care of vegetati:e 
and noncognitive patients to other more immediate cases. Any dis­
cussion of this sort must be seen as an economic ethical, political and 

legal matter which is distinct from the factual ~atter of determining 
the moment of death. It is important, therefore, to resist arguments 
which do not recognise the differences between the vegetative state and 

brain death. For there are philosophers, relying exclusively on psycho­
logical criteria for human personhood, who blur this distinction and 
unwittingly lend support to irresponsible Government agencies eager to 
avoid moral censure for termination of the treatment of certain cate­
gories of patients. Discussions in the press and elsewhere have expressed 
concern over the cost of caring for brain-damaged patients. Howev~r, 
there is a vast difference between the cost of management of bram­
dead ex-patients and those in a vegetative state. One should be ve~ 
cautious when reading muddled reports of staggering bills for the venti­
lation of cadavers which are sometimes presented as grounds for 
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euthanasia in the persistent vegetative stage. Whilst the management 
of brain-dead ex-patients may require short-term maintenance, includ­
ing total respirator support to retain cardiac function and circulation 
while any organs are harvested, patients in persistent vegetative states 
need considerable, long-term nursing care, although after the initial 
period they require much less medical attention. 

Conclusion 

The brainstem concept of death, which has been advocated throughout 
this text, maintains that bodily integration, which is dependent upon a 
viable brainstem, is constitutive of human life. Death of the brainstem 
can be determined by empirical tests. 

Whilst the vegetative state is often cited as an example of a condi­
tion in which the patient may be allowed to die, philosophers who 
confuse or equate this state with brain death are taking the first step 
along a problem of factually diagnosing death on to a very dangerous 
slippery slope that leads to euthanasia. Uncertainty regarding criteria 
for determining the loss of hemispheric functions - for instance, the 
limited reliability of the EEG as a positive indicator - suggest that 
redefinitions of death in this direction run into serious risks of confus­
ing criteria for euthanasia with criteria for diagnosing death. The first 
is an ethical issue with serious legal implications, the latter a clinical 
issue to be resolved by clinical expertise. 

In a context of escalating health-care costs it is inevitable that 
there will be proposals to limit heroic and expensive methods of pro­
longing life. Persistent failure to present a clear-cut boundary between 
life and de~th may lend support to proposals for the termination of 
treatment according to cost-benefit criteria or on other extraneous 
grounds. But, if the doctor is not to be seen as an executioner, criteria 
for the termination of treatment must be based on a clearly defined, 
widely publicised, philosophically acceptable, and practically meaning­
ful concept of death, not on a prognosis that death is imminent or on 
an estimate that residual life would be worthless. For this reason the 
definition of death, outlined and defended throughout this text, must 
be completely distinct from all other considerations. 
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