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Introduction

It has been over forty years since the
Harvard Medical School issued their
landmark article proposing the criteria

for brain death.These criteria were quickly
accepted in the United States and rest of the
world as a valid means by which to deter-
mine the death of patients on ventilators
with mechanically sustained cardiac and pul-
monary functions1. However, criticism and
objections in scientific, bioethical and reli-
gious communities were not lacking. In re-
cent years, the debate has generated numer-
ous discussions, studies and publications2. 
On the one hand, some authors maintain
that the Harvard committee was primarily, if
not exclusively, interested in defining death
in such a way to avail organs for transplan-
tation. In other words, perhaps the commit-
tee members were not truly interested in
determining if these patients were truly
dead, but “invented” the new criteria of
brain death so that organs could be obtained
without legal consequences or public
outcry.This objection has often been raised
by bioethicists, neurologists and pro-life
groups as an intuition.
On the other hand, a majority of the scien-
tific community defends the legitimacy of
the neurological criteria of death: «From a
clinical point of view, almost the whole of
the medical community agrees that the con-
cept of brain death as death should not serve
an ulterior purpose (specifically: organ trans-
plantation). Indeed, the ascertainment of
brain death, which in historical terms was
the result of the independent study of the
brain, preceded the first transplantation pro-

cedures and thus was (and therefore is) un-
connected with the related subject of trans-
plants»3. 
This article will examine the claims offered
by both sides by looking at historical studies
on the relationship between brain death def-
inition and organ transplantation, either es-
tablishing such a link or rejecting it. In the
last section, the role of Henry Beecher as the
Committee chairman will be highlighted to
put this debate in a proper perspective.
Beecher is widely known for his role as a
whistleblower of unethical experimenta-
tions on human subjects in the 1960s. His
concerns for ethical behavior for scientists
and physicians had an important impact on
the Harvard committee, a role which has
often been ignored. 

Struggles with the Irreversibly Comatose 

At the beginning of the last century, there
were reports of cases of increased intracra-
nial pressure provoking respiratory arrest in
patients whose heart function was nonethe-
less preserved. With the discovery of the
electroencephalogram (EEG) in the 1930s,
it was possible to postulate the cessation of
brain functions in some comatose patients
with a beating heart4. The advance of inten-
sive therapy and the ventilator in the 1950s
produced a new class of patients who con-
tinued to maintain respiratory and cardiac
functions but had very little or no detectable
neurological activities. Physicians were won-
dering whether these patients were dead,
and if so, would it be legitimate to discon-
tinue the ventilators.
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These thorny questions were eventually
posed to Pope Pius XII by a group of anes-
thesiologists in 1957. They raised the follow-
ing questions: 
1) Is there an obligation to apply artificial
respiration in all cases, even if the doctor
considers it useless? 
2) Is there a right to discontinue the respi-
rator when profound unconsciousness per-
sists after a few days and the patient would
enter cardiac arrest when this is done? 
3) Is a patient in a state of unconsciousness
due to central paralysis for several days with-
out getting better, whose life is maintained
by artificial respiration, considered dead “de
facto” or “de iure”? Or must one wait until
the circulation ceases to consider the patient
dead in spite of artificial respiration? 
To the first two questions, Pius XII reiter-
ated the traditional distinction between or-
dinary and extraordinary care. While
ordinary care is always obligatory, it is licit to
discontinue extraordinary care, such as arti-
ficial respiration, when the burden is con-
sidered onerous on the patient and the
family.Discontinuation of treatment in these
instances is not the same as direct attempt
on the life of the patient or euthanasia. In
these cases, one can apply the principle of
double effect since interruption of treatment
indirectly causes death.As to the third ques-
tion, Pius XII left the question open, stating
that the determination of the moment of
death lies within the competence of medi-
cine, not of the Church. He provided a
principle, however, that in general life con-
tinues until one’s vital functions, and not
one’s life organs, ceases5.
Meanwhile, in 1959, two French physicians
Mollaret and Gouion were the first to de-
scribe the brain death syndrome which they
called le coma dépassé or “beyond coma”6. In
the same year, another group of researchers
headed by Wertheimer characterized the
“death of the nervous system”7. In spite of
these descriptions, there was little consensus
on how to define this peculiar condition.
The 1960s were plagued by intense debates
regarding the neurological definition of
death. The Ciba Foundation organized a

symposium in 1966 involving a multidisci-
plinary group of experts from Europe and
the United States to discuss the issue.Two
years later, the Medical Ethics Committee
of the World Medical Association met in
Sydney, Australia, and also came up with a
declaration of brain death around the time
of the Harvard Report8. 
As organ transplantation became increasingly
successful, it was associated with the question
of brain death9. The first renal transplant
from a cadaveric donor took place in 1933,
but it ended in failure. In 1954, Joseph Mur-
ray and John Merrill performed the first
successful kidney transplant between identi-
cal twins10. Eight years later, they successfully
transplanted a kidney obtained from a sub-
ject considered dead with
characteristics similar to
the future Harvard defini-
tion11. South African sur-
geon Christaan Barnard
performed the first success-
ful heart transplant in 1967,
using the heart of a donor
considered dead according
to traditional cardiopulmonary criteria.

The Harvard Ad Hoc Committee 

As the controversies continued to mount,
Henry Beecher wrote a letter to Harvard’s
Medical School Dean Robert Ebert in 1967
with a proposal to study the issue of “irre-
versible coma” and provide guidelines.Ebert
agreed and formed the ad hoc committee
which consisted of the following thirteen
members: Henry Beecher (anesthesiologist
and chairman of the committee), Joseph
Murray (plastic surgeon involved in trans-
plantation), Robert Schwab (neurologist),
Raymond Adams (neurologist), Clifford
Barger (physiologist), William Curran (law
professor), Derek E. Denny Brown (neurol-
ogist), Dana Farnsworth (professor in public
health), Jodi Folch Pi (biochemist), Everett
Mendelson (historian), John Merrill (trans-
plant nephrologist), William Sweet (neuro-
surgeon) and Ralph Potter (social ethics
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professor of Harvard Divinity School).
Many of the members were staff either at
the Harvard University or the Massachusetts
General Hospital (MGH). 
The committee took less than six months to
finalize the Report, after working through
six drafts.The principle authors were neu-
rologists Adams and Schwab. Among the
members of the committee were two trans-
plant surgeons – Murray and Merrill who
were pioneers in the field and performed
the first successful kidney transplants. All
members were able to comment on the
drafts, and a majority of these communica-
tions was preserved as the Beechers papers12.
The three-page article entitled “A Defini-
tion of Irreversible Coma: Report of the Ad

Hoc Committee of the
Harvard Medical School
to Examine the Defini-
tion of Brain Death”,was
published on August 5,
196813. 
The two reasons given
for the need for a defini-
tion of brain death were: 

1) Improvements in resuscitative and sup-
portive measures have led to increased efforts
to save those who are desperately injured.
Sometimes these efforts have only partial
success so that the result is an individual
whose heart continues to beat but whose
brain is irreversibly damaged. The burden is
great on patients who suffer permanent loss
of intellect, on their families, on the hospitals,
and on those in need of hospital beds already
occupied by these comatose patients. 
2) Obsolete criteria for the definition of
death can lead to controversy in obtaining
organs for transplantation14.
The next section provides the relatively sim-
ple guidelines to characterize the syndrome.
They require the presence of: 1) unreceptiv-
ity and unresponsivity, further qualified as
“total unawareness of externally applied
stimuli”; 2) no movements or breathing with
possible confirmation with the apnea test; 3)
no [brainstem] reflexes; and 4) flat electroen-
cephalogram as an optional confirmatory
test. In addition, the Report stipulates that

all the aforementioned tests are to be re-
peated in 24 hrs and without change. In ad-
dition, the presence of hypothermia or
central nervous system depressants must be
excluded. These criteria were by no means
original, as other groups or authors have pro-
posed something akin to them in the past15.
A section on the legal aspects of brain death
follows, mostly penned by the law professor
William Curran of the group. It reiterates
the common practice in the United States
where determination of death has always
been the exclusive competence of the physi-
cians, citing two court cases to bolster the
claim. Since this prerogative remained with
the medical profession, the new criteria of
brain death should not cause major legal
problems. It also recommends that physi-
cians who pronounce death should be dis-
tinct from those in the transplantation team.
A final comment cites the aforementioned
message of Pius XII in 1957. Since the deter-
mination of the moment of death is not
“within the competence of the Church,” the
Report infers that the medical community
rightly has this responsibility. It also para-
phrases the papal allocution, stating that “ex-
traordinary means are not obligatory in
hopeless cases” to justify withdrawal of respi-
ratory assistance in brain dead individuals16.

Criticisms of the Brain Death Criteria

Even though the Harvard Report received
wide international acceptance at the practi-
cal level since its publication, there are a
good number unconvinced by its reasoning,
including bioethicists the like of Hans Jonas,
Paul Ramsey, Peter Singer and Robert
Veatch17. We will now analyze some of the
most common complaints to explore the re-
lationship between brain death and facilita-
tion of organs for transplantation.

Utilitarian goals

The first and most serious of the accusations
is that the Harvard committee had purely
utilitarian goals in mind when they defined
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brain death. It was done out of expediency
to preempt possible negative legal challenges
of “killing” those who were not really dead,
and secondly, to procure organs from
them18. These authors find no real urgency
in rushing into this definition. They did not
find evidence of countless brain dead indi-
viduals occupying valuable bed-space and
draining available resources19. However,
Gary Belken demonstrated that at MGH
where Beecher worked, there was a real
concern of bed shortage due to a six-fold
increase in the number of “hopelessly com-
atose” patients within a decade20. 
There are certain correspondences found in
the Beecher’s papers that seem to validate this
accusation of a hidden agenda. Here are
some examples:
1) In a letter dated October 30, 1967 by
Beecher to Harvard Medical Dean Ebert
proposing the formation of the group, he
wrote, «The time has come for a further
consideration of the definition of death.
Every major hospital has patients stacked up
waiting for suitable donor[s]»21.
2) In the letter of Ebert to Murray on Jan-
uary 4, 1968 convoking the ad hoc commit-
tee, a reason given for the need of brain
death definition was transplantation: «Dr.
Beecher’s presentation re-emphasized to me
the necessity of giving further consideration
to the definition of brain death. As you are
well aware, many of the ethical problems as-
sociated with transplantation and other de-
veloping areas of medicine hinges on
appropriate definition. With its pioneering
interest in organ transplantation, I believe
the faculty of the Harvard Medical School is
better equipped to elucidate this area than
any other single group»22.
3) In an earlier draft of the Report dated
April 11, 1968, the conclusion mentioned a
link with organ donation: «The question be-
fore this committee cannot be simply to de-
fine brain death. This would not advance the
cause of organ transplantation since it would
not cope with the essential issue of when
the surgical team is authorized – legally,
morally, and medically – in removing vital
organ…»23.

4) In the draft of June 3, 1968, a similar
statement can be found: «With increased ex-
perience and knowledge and development
in the field of transplantation, there is great
need for the tissues and organs of the hope-
lessly comatose in order to restore to health
those who are still salvageable»24.
5) Ebert found the final draft’s reference to
organ transplantation too explicit and asked
for rewording. This has been seen as a ma-
noeuvre to disassociate the two issues out of
political savvy: «The connotation of this
statement is unfortunate, for it suggests that
you wish to redefine death in order to make
organs more readily available to persons re-
quiring transplants. Immediately the reader
thinks how this principle might be
abused… Would it not be
better to state the problem,
and indicate that obsolete
criteria for the definition
of death can lead to con-
troversy in obtaining or-
gans for transplantation?»25.
6) Transplant surgeon
Murray suggested replac-
ing the words “irreversible coma”and “brain
death” with just plain old “death” in the
drafts. Even though this did not make it to
the final draft, his effort has been interpreted
as an attempt to facilitate organ for trans-
plants»26.
7) The Report gave as one of the two rea-
sons for brain death criteria as avoiding
“controversy in obtaining organs for trans-
plantation”. In spite of scarce reference to
transplantation in the Report, this is seen as
evidence to intentionally downplay its link
with brain death. 
To be fair, there are also important passages
in the Beecher papers and personal interviews
that show the contrary position:
1) Beecher initial letter inviting Ebert to
form the group contained these words: «As
I am sure you are aware, the developments
in resuscitative and supportive therapy have
led to many desperate efforts to save the
dying patient. Sometimes all that is rescued
is a decerebrated individual. These individ-
uals are increasing in numbers over the land
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and there are a number of problems which
should be faced up to»27.
2) Murray’s response to Beecher on the in-
vitation revealed organ transplantation as a
secondary concern: «The subject has been
thoroughly worked over in the past several
years, and by now areas for action are crys-
tallized into two categories. First is the dying
patient, and the second, distinct and unre-
lated, is the need for organ for transplanta-
tion. The first problem requires merely a
definition of death… When to declare death
is a problem to be solved whether or not
organ transplantation follows. The second
question regarding organs for donation is re-
ally simple. Once the patient is dead, the
legal mechanism then applies»28.

3) Murray, recalling the
dilemma facing transplant
surgeons, wanted to pro-
tect the profession with
some sort of criteria. He
stated in a personal com-
munication that the defi-
nition of brain death
“would take the burden

off him and others,” and that “we did not
want to do anything wrong.”29

4) Wijdicks concludes that the roles played
by the transplant physicians on the commit-
tee were marginal. Their commentaries
made no significant changes on the sub-
stance of the Report. Even Murray’s doubts
on the choice of terminology of “death”
over those of “brain death” and “irreversible
coma” were «enlightening but suggest no
link between the committee’s work and
transplantation»30. 
5) The comment of Adams to the final draft
Beecher sent him revealed the two concerns
as separate: «I object to using the need of
donor organs as a valid argument for re-
defining cerebral death. This is another
problem though one which is influenced by
our definition»31.
6) Wijdicks interviewed committee mem-
bers Adams, Potter and Murray and they all
denied that «transplantation was implicit in
their deliberations»32.
7) Likewise, Belkin interviewed committee

members Adams, Sweet, Mendelsohn, Mur-
ray and Robert Young (who sat in for
Schwab while he was recovering from a
heart attack). All denied facilitating organs
was a concern of the committee, except for
Sweet33.
8) Former MGH Medicine Chair Leaf re-
called of Beecher: «He would have been the
last person to have felt that one was doing
this [defining brain death] to go in and get
organs»34. 
Thus, there is equally strong evidence to
show that formulation of brain death crite-
ria was not motivated by organs availability,
except as a secondary concern. As Belkin ar-
gues, the implication that there was a utili-
tarian agenda «would be a very superficial
picture drawn from relatively scant clues
when seen in the larger context and the ac-
tual writing of the Report»35. A clearer pic-
ture will emerge when we analyze Beecher’s
thinking in light of his ethics of human ex-
perimentation. 

Lack of scientific rigor

Other writers find the brain death formu-
lation arbitrary, predetermined by the
agenda to maximize organ availability. They
deem the Report insufficiently rigorous as
a scientific paper because of the lack of sup-
porting references (there were no scientific
citations; only the address of Pius XII was
cited). In fact, the rush to finish the Report
in less than six months is a proof of sloppi-
ness and opportunism.36 They complain
that the committee presented the criteria as
if they were totally original, when in fact
they have already been conjectured and ap-
plied in the past. Their decision to make
EEG optional was also seen as an ulterior
motive to facilitate organs retrieval since
many hospitals at the time did not have ac-
cess to this technology. In the words of Gi-
acomini, «A redefinition of death based
purely on the interests of the irreversibly
comatose and their families, or on the diag-
nostic capacities of the EEG, or on the need
to conserve life support resources, may have
produced a somewhat different syndrome
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than the brain death criteria defined by
Harvard in 1968. The Committee’s concern
for organ procurement led it to make sev-
eral specific modifications in its work and
its statement. The criteria were deliberated
within a very short time frame… Clinical
criteria themselves were modified… [It]
excluded special administrative procedures
that could suggest that diagnosis was uncer-
tain… Even the decision to call the syn-
drome “death” rather than merely
“irreversible coma” was swayed by the re-
quirements of transplantation»37. 
In response to these formidable critiques,
Belkin and others note that committee
members who drafted and commented on
the Report were in fact renowned experts
in the field. Adams, Merrill and Murray
were aware of the French paper on “coma
dépassé,” even though they did not use it as
a template of their drafts38. Neurologists
Schwab and Adams who penned the man-
uscripts were extremely knowledgeable on
neurophysiology, consciousness, and the in-
terpretative values of the EEG. They had
previously published their findings in rep-
utable scientific journals. It is certainly true
that others have applied similar criteria to
pronounce death of patients on ventilators
before 1968. 
However, the committee faced difficulties
in translating this theoretical knowledge to
bedside determination with a formulation
that is both simple and accurate. Even
though there was initial enthusiasm on the
role of EEG in diagnosing brain death, it
was eventually abandoned because of diffi-
culties at the practical level of interpreta-
tion39. The novelty of Harvard criteria lies
precisely in combining the theories of neu-
roscience with applicability at the bed-
side40. 
Wijdicks concludes that despite the brief
time it took to finish the draft, it is unlikely
that more deliberations would have made
additional contribution41. The lack of foot-
notes in the Report indicates more the con-
sensus statement of a working group seeking
to provide guidelines rather than deliberate
scientific sloppiness. 

Philosophical Underpinnings of Brain Death

A number of writers have criticized the Re-
port for its lack of philosophical analysis to
justify equating irreversible coma with
death42. Despite the fact that there were pre-
vious discussions on the conceptual problem
of brain death, such as the Ciba conferences,
the committee did not take them into ac-
count. Martin Pernick writes: «Henry K.
Beecher favored brain-based criteria for di-
agnosing death, not primarily to resolve
conceptual uncertainties about the meaning
of death, but to solve several practical prob-
lems he attributed to new technologies, par-
ticularly organ transplantation and
respirators»43.
This is not totally fair crit-
icism because Murray, one
of the committee mem-
bers, was an active partici-
pant in the Ciba
conferences44. Perhaps,
there is more to the story
than the committee’s ap-
parent “pragmatic” ap-
proach and lack of attention to the
philosophical underpinnings of brain death. 
Beecher was present in the 1957 meeting of
anesthesiologists when the question of ven-
tilator withdrawal was posed to Pope Pius
XII45. The responses of the pontiff must have
made an impact on him, and it is no small
coincidence that it became the only citation
in the 1968 JAMA article. Drawing from
this source, the Report insisted that deter-
mination of the moment of death was the
prerogative of the physicians. The same
point was emphasized from a legal point of
view. This may explain why the committee
did not feel compelled to address the diffi-
cult philosophical question of when life
ends – it is after all, primarily a medical and
scientific question. Upon closer inspection,
this methodological choice is by no means
ethical naiveté. Rather, it arose from the
need to address a concrete and pressing
problem – what to do with the irreversibly
comatose. Belkin masterfully defends this
point: «In Schwab’s and the Committee’s
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hands, brain death was a mix of prognosis
and inference about consciousness. It was a
characterization of hopeless coma and an
indication of the nonsurvival of conscious-
ness and a predictor of survival… In the
context of the then medically possible, [it
provided] a reliable point that predicted the
end of both physiologies, defined intrusive
excess… The Report did not provide a
worked-out, consistent notion of death, or
life, itself. Rather, it outlined the permissions
granted by an irreversible coma, with apnea
and nonresponsiveness due to diffuse and ir-
reversible disease… Death itself appeared
coherent in the context of the medically
possible as the medically possible was in turn
framed by the possibilities of functioning

consciousness»46.

Brain Death is a Social
Construct

Lastly, some authors ap-
proached the issue from a
sociological point of view.
Instead of seeing brain

death as a necessity that arose from the
progress in resuscitation technology, they
consider it as a social construct. In other
words, socio-cultural and political forces of
the time posed a new dilemma for the med-
ical profession because of these and other
new technologies. In order to protect the
professional image and advance the interests
of different medical specialties, “brain death”
became the creative response to the chal-
lenges generated by transplantation and re-
suscitative technologies.
Historian of bioethics David Rothman sees
the creation of the brain death criteria as a
net loss of physician’s power because they
had to give up their traditional monopoly
of medical ethics decision making by invit-
ing other players such as lawyers, politicians,
and bioethicists into the field47. Another his-
torian Tina Stevens posits it within the con-
text of public ambivalence towards new
technology, and defining brain death was
deemed a necessarily to allay possible back-
lash from public fear48. Mita Giacomini,

however, argues that physician’s interests
were consolidated by the brain death defini-
tion. She claims that physicians held on to
the status quo as the only specialized profes-
sion to define death because even though
other groups were invited into the debate,
all of them concurred with this exclusivity.
The interests of the transplant surgeons were
also protected with the new criteria of death
which were tailor-made to enhance provi-
sions of organs.49 Giacomini further claims
that the committee was not at all concerned
if irreversible coma was an appropriate de-
lineation of death, but had a vested interest
in drawing the new line: «Brain-dead bodies
had to be created, recognized, described, and
defined in the development of brain death
criteria: brain death was socially as well as
clinically constructed. The 1968 definition
did not produce a more “accurate” descrip-
tion of death so much as mark new delin-
eations between the living and the dead»50.
It should be remembered, the idea that
death is merely the product of legal or social
agreement can have dangerous conse-
quences. Instead of sincerely seeking and
determining the biological reality of death,
making it a social construct can open up all
sorts of abuses such as making the ends jus-
tify the means or abandoning the “dead
donor rule”51. 
At the same time, while sociological analysis
can provide helpful insights, it is notorious
in presenting inconsistent conclusions due
to different biases or emphases. As the above
indicates, Rothman and Giacomini started
with similar premises but arrived at opposite
conclusions. Sociologists Abbot and Evans
have amply described the theory of profes-
sional groups vying for jurisdictional control
over new technologies and the rise of
bioethics52. While there is much truth about
this thesis, it is tenuous to conclude that in-
dividual players were mainly interested in
protecting professional image at the expense
of ethical standards. Evans himself stresses
the importance of the roles played by indi-
viduals as agents of change and is wary of an
overly deterministic and theoretical reading
of history53. 
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Hence, to better understand these rather
complicated forces, we need to examine the
role of Henry Beecher who chaired the ad
hoc committee in a wider perspective of his
other accomplishments.

Beecher’s role from Human experimentation to
Brain Death

Henry Knowles Beecher (1904-1976) grad-
uated from Harvard Medical School and
later became the Anesthetist-in-chief at
Massachusetts General Hospital and Profes-
sor of Anesthesia at Harvard. He was the
founder of academic anesthesiology and did
research in the physiology of coma. His
most noteworthy achievement was the 1966
publication of “Ethics and Clinical Re-
search” in New England Journal of Medicine54.
This landmark paper drew attention to
twenty-two cases of unethical clinical ex-
perimentations on human subjects that
risked their lives and their health. It caused
immediate furor in the medical community
and public outcry. After two congressional
hearings, the National Research Act was
promulgated and the National Commission
for the Protection of Human Subjects of
Biomedical and Behavioral Research was
formed. Beecher’s work was therefore in-
strumental in laying the foundation of the
current guidelines on informed consent and
human experimentation55. According to
Rothman, «Without his courage, the move-
ment to set new rules for human experi-
mentation would have proceeded on a
much slower track. Few others had the sci-
entific knowledge and ethical sensibilities to
call into question researchers’ ethics»56.
Beecher soon became a legendary figure in
the ethics of human experimentation. He
was invited to be an expert witness in con-
gressional hearings, speaker at major
bioethics conferences, and board member of
the first bioethics think-tank, the Hastings
Center. Even though he had no philosoph-
ical training, Beecher played an important
part in the nascent field of bioethics. The
achievements of Beecher in these disciplines

– ethics of human experimentation, anes-
thesiology, physiology of coma, and physi-
cian in charge of ventilator care and
withdrawal – made him the ideal candidate
to confront the issue of brain death. Histor-
ical analyses that link organ transplantation
with brain death without considering
Beecher’s related contribution to the ethics
of human experimentation are therefore in-
complete.
The work of Gary Belkin already quoted in
this paper is one that does justice to Beecher
on this point. According to him, Beecher’s
thinking on brain death is an extension on
his ethics of protecting individuals from ex-
perimentation by society. The subject in
question – the irreversibly comatose – must
be protected against any
infringement against his
dignity. Beecher believed
that aggressively prolong-
ing an artificial existence
of these individuals when
they are in fact dead is as
unethical as experimenta-
tions on humans without
informed consent57. As Belkin comments on
Beecher, «He sought resolution of ethical
dilemmas in medicine through a contingent
balance of the fundamental need for medi-
cine on the one hand to respect and protect
individuals from the encroachment of soci-
etal interests, while also developing the tools
and knowledge needed to reduce suffering,
and treat illness»58. 
Beecher was sincerely concerned with bal-
ancing the benefits, risks, and outcomes in
establishing the brain death criteria. Perhaps
it can be said that he shunned the finer
philosophical squabbles on when life ends
and death begins. He wanted to draw the
line that would both satisfy the ethical de-
mands of not withdrawing someone from
the ventilator when he is not dead, and not
prolonging treatment when the person is no
longer living. Beecher realized that his task
was not to lay down the philosophical foun-
dation of death, which might come about
later, but to fulfill the very real need of pro-
viding clear guidelines to determine death
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with moral certainty. Belkin recounts this,
«Beecher described how this connection
between his ethics of how to protect the in-
dividual and the need to set limits in uses of
medical technology could be guided via a
definition of brain death. He suggested that
criteria developed by Schwab was the place
to begin setting such limitations.Treatment
of no value was ethically suspect as a waste
of resources and an intrusion into the rights
of the individual to the degree that it strayed
from a compelling balance. At the core of
his experimentation ethics was therapeutic
purpose and appropriate means as judged
within the context of the given situation, in
this case, that of the irreversibly comatose»59.
How does the question of organ transplan-

tation fit into Beecher’s
thinking? For him, trans-
plants were experimental
in nature, and acceptable
only in the framework of
clinical trials. The ethics
of human experimenta-
tions, limiting treatment
in the irreversibly coma-

tose, and concerns about transplantation
were all related to the questions about bal-
ancing the benefits of medical technology
and a deep respect of human dignity.
Beecher was worried about potential abuse
due to the disparity of organ procurement
practices in certain places at the time. Just as
he advocated the need to establish standards
in human experimentation, and just as he
found the need to define brain death to pro-
tect the irreversibly comatose from unnec-
essary treatment, he believed the brain death
criteria can supply uniform standards of
organ procurement. In this light, the criteria
allowed and justified the continual suste-
nance of the irreversible comatose bodies
because of the ulterior merit of providing
organs for transplantation60. 

Conclusion

After exploring the different opinions and
facts on this controversy, it seems that the ar-

gument heavily favors the position that the
Harvard ad hoc committee headed by
Beecher did not craft brain death in order to
facilitate the availability of organs for trans-
plantation purposes. Granted, organ trans-
plantation was an issue that was not totally
irrelevant to brain death. It was, however, a
secondary issue about how the body parts
of the brain dead individual could benefit
those in need. The unfavorable remarks and
evidence linking brain death with organ
transplantation can be understood from this
angle. 
Above all, this debate is settled on the
strength of the testimony of Beecher, espe-
cially in his actions against his medical peers
in denouncing unethical experimentations.
It would be totally uncharacteristic for him
to blow the whistle on unethical behavior
of his peers, and then turn around in a cou-
ple of years to advocate brain death un-
scrupulously out of utilitarian or
professional interests.
Today, the situation has changed. The brain
death criteria have been refined to include
other tests. The first reason given by the
Harvard criteria to withdraw care in 1968
is much less of a concern today, and brain
death is primarily diagnosed in view of po-
tential organ donors. Unfortunately, there
have been reported cases of sloppiness when
applying the brain death criteria in a haste
to get organs for transplant. Recently, the
validity of these criteria to truly ascertain
death of the individual has been challenged.
What we have learnt from this debate is still
relevant. Physicians must maintain the high
standard of ethics over any other concerns –
personal prestige, professional image, societal
pressures, or utilitarian gains. This is neces-
sary more than ever in today’s world where
often monetary interests or the technologi-
cal imperative can sometimes take prece-
dence over the respect of human dignity. In
the unlikely event that one day, we can no
longer safely confirm death using the brain
death criteria, then we need to abandon it
even if this implies the loss of a potential
source of organs. I am sure that Beecher and
the committee would have acted this way.
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The committee did not
feel compelled to address
the difficult philosophi-
cal question of when
life ends
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