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BRAIN DEATH AND ORGAN DONATION 
 
I. Origin of the Brain Death Standard 

 
A. Emergence of New Medical Technology 

1. Development of artificial life support 
2. Organ transplantation 

a. First successful organ transplant in 1954 
b. First heart transplant in 1967 
c. Increasing need of cadavers to supply organs 

 
B. Harvard Ad Hoc Committee Recommendations 

1. Preexisting discussions about using “brain dead” patients as source of 
donations 

2. Within a month of first heart transplant, Harvard called a committee 
meeting to discuss a possible new definition of death 

3. “Our primary purpose is to define irreversible coma as a new criterion for 
death” 

4. Public impression was that benefits of organ transplant were fortuitous, 
but earlier drafts of report make it clear that the purpose of so defining 
death was to make more bodies available for organ harvesting 

i. Early manuscripts stated committee’s mission was to “advance the 
cause of organ transplantation” 

ii. Required by administration to “tone down” references to organ 
donation to ensure better public acceptance of report 
 

C. President’s Commission Report and the UDDA 
1. Carter in 1978 appointed commission “to study and recommend ways in 

which the traditional legal standard can be updated in order to provide 
clear and principled guidance for determining whether such [artificially 
maintained [bodies are alive or dead.” 

2. Published findings in 1981 under the title Defining Death and defended the 
concept of whole-brain death 

3. UDDA’s recommendation has been adopted in some way by every state 
4. Based conclusions on notion that the brain is the source of integration for 

the human organism as a whole 
5. Claimed without evidence that brain death was a universally accepted 

concept 
6. Pictured cardio-pulmonary activity as signs of life, whereas brain-death 

criterion allowed physicians to directly test for death (given (4))—
particularly important given reality of artificial life support 

7. Assertions to the contrary, there is evidence that the interests of the organ 
donation community strongly influenced nature of UDDA’s arguments 
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II. Medical Misgivings with Brain Death 
 

A. Problems of Conceptual Continuity 
1. Ongoing controversy over nature, definition, and limits of brain death even 

after 30 years of practice 
2. Three-tiered problem: tests for diagnosing BD; clinical criterion for BD; 

definition of death 
a. Definition: the permanent cessation of functioning of the organism as a 

whole” 
b. Criterion: “The permanent cessation of functioning of the entire brain” 
c. Testing: battery – establishment of etiology sufficient to account for the 

loss of all brain functions, diagnosing the presence of coma, 
documenting apnea and absence of brain-stem reflexes (excluding 
reversible conditions), persistence of these findings over sufficient 
period of time 

3. Criterion debatable, since brain does not appear to be integrating 
principle. BD patients exhibit integrated functions: 

a. Functioning of auditory pathways 
b. Cortical functioning 
c. Retention of water-free homeostasis through secretion of hormones 

4. Suggests criterion for death (following BD) is arbitrary and ad hoc 
 

B. Arbitrariness of the Criterion 
1. Assumes brain functions as integrating principle of the organism 
2. Documented cases of BD patients who have “survived” from one week to 

up to fourteen years. Highest survival rate was among children 
3. BD women have “survived” and have been able to complete gestation and 

deliver children (see Henderson, 59 for long list of continued functions) 
 

C. Incoherencies of the Clinical Tests 
1. No consensus on criteria for BD; clinical tests to apply 
2. Changing tests and criteria over time—over 30 in 70s; today over 40 
3. Varies widely from country to country and even state to state 
4. Apnea test (one of main) highly controversial and can even cause 

respiratory failure and induce BD, since it allows a build-up of carbon for 
up to ten minutes in the blood stream; running of oxygen through trachea 
(to protect body) may trick body into thinking it is breathing when it is not 

5. Some countries do not require EEG testing, but if not applied, some 
patients can be declared dead even though they have minimal brain 
activity (that is, they would pass an EEG by fail other tests) 
 

D. Doubts among Clinicians 
1. BD patients indicate behavior of life, not death, including movement, the 

beating of the heart, etc. 
2. BD pateints’ heart rate and pulse increase and bodily movement suggests 

“fear and panic” during organ harvesting procedures 
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3. Clinicians must paralyze BD patients in order to have successful operation 
4. Only 19% of intensivists are card-carrying organ donors 
5. Beliefs that clinicians have killed the patient are not uncommon 

 
III. Social Policy Problems with Brain Death 

A. Social Attitudes and Public Confusion 
1. No social consensus on sufficiency of brain death 
2. 20-40% (varies country to country) doubt sufficiency 
3. Major confusion over legal definition of death, organ donation policies, 

criterion for BD, etc. Little to no informed consent 
 

B. Social Influence of Pro-Life Groups 
1. Lack of opposition by Pro-Life Groups 
2. Due possibly to general ignorance and confused nature of subject, and 

also possibly to strategic mistake (i.e., desire to ban euthanasia, therefore 
acceptance of Harvard Committee’s report) 

3. Strong organ transplantation benefits make it difficult to argue against BD 
(political pressure)—could make them appear anti-life 
 

C. Statutory Irregularities 
1. Broad irregularities from state to state 
2. Inconsistent application of the UDDA policy 
3. Indicates struggle of law-makers to apply a confused (and confusing) 

criterion for death 
4. Makes it very difficult, if not impossible, to establish informed consent 

 
IV. Philosophical Problems with Brain Death 

A. Brain death and Substantial Identity 
1. “Whole organism” vs. “Organism as a whole” 

a. “Organism as a whole” is a property-thing view that sees the organism 
as living if a certain set of vital functions (integration, control, and 
behavior) that operate in response to organism’s needs 

b. “Whole organism” is merely the sum of the parts (i.e., the substance 
view) 

2. But BD does not even satisfy “organism as a whole” view, since the body 
(the organism) seems to continue functioning as a whole post-BD 

3. Substance view is capable of explaining continue functioning; property-
thing view is not 

4. On substance view, continued functioning indicates continued life, even if 
that life is severely disabled 
 

B. Inconsistencies among Substance Advocates 
1. Substance view advocates rightly see their view as eliminating abortion as 

moral possibility 
2. Same principles should disallow BD as proper criterion for death and 

organ harvesting from BD patients, but some SA advocates (including 
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evangelical like Geisler and Moreland) have endorsed BD as a proper 
definition of death. 

3. SA advocates argue that embryos that do not yet have brains are still 
persons; why would integration cease after BD if brain is not necessary to 
integration? 
 

V. Advancing Alternatives to Brain Death 
A. Higher-Brain Models 

1. Equate personhood to the activity of the mind 
2. No consensus on details/exact criteria 
3. All presume property-thing view 

 
B. Changing the Dead-Donor Rule 

1. States that patients must be dead before vital organs can be removed 
2. Some argue that since the definition of death is debated, the DDR cannot 

apply, and therefore the DDR should be eliminated 
3. Some argue that no interests in some sort of living patients are violated 

(BD patients) if their organs are removed, and therefore, the DDR ought 
not apply to them 

4. Some argue that so long as consent has been granted, the DDR ought not 
apply 
 

VI. An Ethical Analysis of Brain Death 
A. Traditional Medical Ethics and Brain Death 

1. Hippocratic tradition: “Do no harm” clearly violated by organ procurement 
from BD patients 

2. Purpose of medicine is to relieve suffering; where medicine cannot relieve 
suffering, it ought not be given (cf. medical futility) 

3. Ordinary vs. extraordinary care – patients have ethical right to refuse 
extraordinary care 

4. Killing vs. allowing to die – killing is forbidden; patient can be allowed to 
die if trying, for instance, to maximizing quality of life for the remainder of 
his days (trying to reduce suffering in general) 

5. The argument against procurement of organs from BD patients stated: 
a. If brain dead patients are not dead, then the procurement of their vital 

organs for transplantation is the direct cause of their death 
b. BD patients are not dead 
c. Therefore, the procurement of their vital organs is the direct cause of 

their death 
 

B. Principles of Bioethics and Brain Death 
1. Autonomy – Respect the individual 
2. Non-maleficence – Do no harm (within framework of PDE) 
3. Beneficence – Protect the rights of others 
4. Justice – Fair treatment of others (non-discrimination) 

 


