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The hallmark of a successful philosophical account of life and death in the clinical setting 

is not that it affords expedient solutions to our most challenging questions, but that it gives the 

vocabulary and structure to think through a range of scenarios more clearly and effectively. We 

have come away from this colloquium with a greater understanding of how a Thomistic-

Aristotelian approach can provide such a vantage point, and we are now positioned to draw some 

preliminary conclusions about issues that have proven intractable in recent years. 

That being said, this work requires enough epistemic humility to recognize that the same 

principles and concepts we propose could be applied to complex clinical scenarios in slightly 

different ways—perhaps yielding more than one possible conclusion. Our task is to take what we 

have discussed in this colloquium and engage with others in ongoing discourse; otherwise, our 

impact will be limited, and we will have missed the opportunity to strengthen our work and 

guide further inquiry. 

As a preliminary step in this ongoing dialectic, we have achieved an unprecedented 

task—that of coming together as scholars to apply the Thomistic-Aristotelian tradition in 

response to certain questions surrounding the determination of death today. Among the questions 

we have addressed, two stand out in particular: 1) How is the clinical construct of “brain death,” 

whole or partial, to be understood philosophically with respect to the soul-body composite that is 

a human life?; and 2) Does our enhanced ability to restore vital organ function minutes after the 

heart has stopped give us pause in declaring that death has occurred in that same interval, 

especially if organ procurement immediately follows? These questions, and related ones, 



 

 

challenge us to examine the work of Aristotle and Aquinas anew, articulating with greater 

precision the soul-body relationship and what it means, on a most basic level, to be alive. 

Below is a summary of points of consensus to emerge from our colloquium—in light of 

the talks and panel discussion—followed by a reflection on the broader academic and clinical 

context in which these deliberations are situated: 

1) Broadening our philosophical inquiry to account for a variety of clinical scenarios at 

the end of life led us to develop principles, concepts, and clarifications beyond what are 

typically discussed surrounding “brain death.” We believe that this broader inquiry is 

more rigorous and less prone to bias than discussions that focus entirely on “brain death.” 

  
2) The array of novel arguments for what distinguishes life and death are very recent—

from the second half of the 20th century to the present—and very few of those accounts 

cohere effectively with the Thomistic-Aristotelian tradition. This is a significant lacuna 

that suggests the need for philosophical development, such as the work we are doing. 

  
3) Ongoing vegetative activity in a unified whole is sufficient evidence of human life. 

This seems to apply generally to patients declared “brain dead,” who continue to display 

vegetative activity at the macro- and micro-levels; as well as to patients whose heart has 

stopped but who could potentially be resuscitated, since they may for some limited time 

have ongoing vegetative activity at the micro-level.  

 
4) Resuscitation is not resurrection: death is metaphysically irreversible, and the decision 

not to resuscitate does not change the window of time in which a person could potentially 

be resuscitated. 

 



 

 

5) It is possible and even necessary to use a Thomistic-Aristotelian account to better 

clarify and engage with contemporary terms and concepts, not the least of which is 

"integration." Such an approach will aid in ongoing dialogue and help overcome a 

perceived impasse due to differing philosophical approaches and vocabulary. 

 
6) Catholic bioethicists and like-minded scholars need to work together to develop a 

more unified front, earnestly seeking common ground amid disagreement, as we dialogue 

with clinicians, researchers, ethicists, and the public regarding practical next steps. 

 
7) The burden of proof should be on those who wish to argue that "brain death"—whole 

or partial—is death, or that death occurs within just a few minutes after cardiopulmonary 

cessation, or whenever death is declared clinically, especially if further interventions are 

planned that in a living person would be considered direct killing. Arguments from 

authority and longstanding precedent are not enough to remove this burden of proof. 

 
8) Rigorous clinical research, including well-designed prospective studies, might greatly 

advance our scientific understanding and lead to better-informed judgments about life and 

death distinctions in the clinical setting; therefore, such research should be recommended 

and supported, ideally involving multisite collaboration. 

 
9) In response to ethical questions raised by patients and their family members regarding 

the concept of "brain death" and other determinations associated with organ donation, we 

should communicate clearly and accurately the current unresolved state of these 

debates—including ongoing concerns of Catholic bioethicists—to allow people to make 

informed decisions about their medical care with a well-formed conscience. 



 

 

One Catholic bioethicist stated recently that it will take decades to develop an adequate 

philosophical approach to resolve some of the controversies we currently face in the 

determination of death in the clinical setting—especially “brain death.” Given the contributions 

at this colloquium and the relatively unified philosophical vision that has emerged, we hope it 

will not take decades to identify the main areas of concern, to articulate the reasons why certain 

practices should be modified or avoided, and to lay out clearly the principles that will more 

reliably guide determinations of death. 

The Dominican friars organizing this colloquium sincerely wish that no one has come 

away from the event thinking we were primarily concerned about “brain death.” As alluded to in 

our first point of consensus above, a prominent concern is that limiting the discussion to “brain 

death” would narrow the philosophical reflection to the extent that we would not have a 

complete account that considers, for instance, the “window period”—how a person could still be 

alive immediately after their heart stops, even without signs of ongoing life at the macro-level. 

Another difficulty with using “brain death” to guide philosophical reflection is that our 

tools to evaluate this clinical construct are somewhat crude. We are in sore need of well-designed 

research that gathers real-time data about what this phenomenon is and how some degree of 

stability—however diminished—is still apparent despite the designation that death has occurred. 

For our colleagues such as Daniel Sulmasy and Christopher DeCock who argue that “brain 

death” is not necessarily “whole brain death,” and that the latter involves confirmed loss of 

hypothalamic function and the patient’s inability to self-integrate, the pursuit of studies to better 

understand these clinical realities is of paramount importance. However, our work at this 

colloquium seems to indicate—short of consensus—that additional clinical evidence will not 

resolve what is at its core a philosophical problem. 



 

 

In their opening paper, Sr. Mary Diana Dreger and Sr. Elinor Gardner make clear that 

novel, largely clinically-driven arguments for what constitutes death are merely decades old—

beginning with the Harvard Report in 1968.1 As stated in consensus point two, most of those 

accounts do not appear reconcilable with the Thomistic-Aristotelian tradition. Considering that 

the Catholic Church has leaned so much on Thomas Aquinas and Aristotle over the centuries to 

clarify the body-soul relationship and understand death as a metaphysical event—when the soul 

departs from the body—it is highly significant that so much of this recent discourse has not 

engaged with that tradition. Before we had resuscitation techniques, before we had ventilators 

and other intensive care interventions—as well as the possibility of organ donation immediately 

after death—there was no need to make such fine clinical distinctions, seemingly in place of 

philosophical ones. 

 One of the key fruits of our philosophical inquiry at this colloquium is a clear resolve 

regarding the fundamental importance of vegetative activity at the micro-level as evidence of 

ongoing life (consensus point three). Doyen Nguyen links this phenomenon to recent work in 

contemporary holistic biophilosophy.2 As she has so convincingly pointed out, when we think 

about ongoing vegetative activity in a living human person, we should not limit ourselves to the 

macro-level—the circulation of oxygenated blood throughout the body as a foremost example—

but also appreciate the micro-level metabolic activity within each and every cell. 

 This realization of the importance of ongoing vegetative activity at the micro-level yields 

clinical application particularly in the determination of death after circulatory cessation: in some 

 
1 Mary Diana Dreger and Elinor Gardner. Forthcoming. A Thomistic Reappraisal of Novel Accounts for What 
Constitutes Death in the Clinical Setting. Nova et Vetera. 
2 Doyen Nguyen. Forthcoming. Substance and Organism as a Whole: A Correlation Between Aristotelian-Thomistic 
Metaphysics and Contemporary Holistic Biophilosophy. Nova et Vetera. 
 



 

 

limited window of time after the heart stops, resuscitation may still be possible. Yet the decision 

not to resuscitate has no effect on whether the patient could potentially be resuscitated 

(consensus point four). Catherine Nolan carefully lays out the philosophical arguments for how 

death is metaphysically irreversible, in contrast to other states that are permanent because we 

have chosen not to intervene—but not necessarily irreversible.3 Hence, resuscitation is not 

resurrection, and clinicians and ethicists alike ought to take care to acknowledge that death is an 

objective reality, however unable we are to discern the precise moment at which death occurs. 

 In the face of such empirical limitations, Cody Feikles and I have sought greater 

philosophical precision in identifying the necessary and sufficient conditions for ongoing human 

life.4 Drawing on Aristotle and Aquinas, we agree with the fundamental importance of vegetative 

activity to maintain life (consensus point three), but identify further that nutritive activity 

alone—apart from the other vegetative powers of growth and nutrition—can suffice. This 

position is based on a close examination of the first and second acts of the soul, in which we also 

apply Aquinas’s account of vital motion and the vegetative powers in light of modern biology. In 

brief, we assert that the soul’s action as efficient cause of vital motion (at the level of first act) is 

only logically distinct from the minimal nutritive activity necessary for ongoing life (at the level 

of second act). Although Aquinas had no knowledge of life down the cellular level, including 

metabolic activities, we reconcile his philosophical account with modern science by asserting 

that vital motion at the micro-level necessarily involves some degree of nutritive activity.  

 Given our emerging Thomistic-Aristotelian account of life and death in the clinical 

setting, contributors at the colloquium agreed it is important to use such a framework to engage 

 
3 Catherine Nolan. Forthcoming. Thomistic Metaphysics and the Irreversibility of Death. Nova et Vetera. 
4 Cody Feikles and Columba Thomas. Forthcoming. A Novel Thomistic-Aristotelian Account of Life and Death in 
the Clinical Setting—Overcoming the Philosophical Impasse. Nova et Vetera. 



 

 

with and clarify current terms and concepts, including “integration” (consensus point 5). If we 

avoid the term “integration” altogether, and instead use only closely related terms such as “unity” 

and “wholeness,” then we fail to engage with most of the contemporary literature or to show how 

our philosophical account can clarify points of overlap and disagreement. Rather, it is far better 

to make sense of “integration” in a way that is consistent with Thomistic-Aristotelian principles. 

Then we can consider in greater detail opposing viewpoints and show more convincingly how 

they may be mistaken. Feikles and I have spelled out in philosophical terms how life-sustaining 

interventions like ventilators simply cannot replace the integrative work of the soul.5 A ventilator 

can replace some of the efficient causality necessary to sustain life, but cannot replace the soul’s 

formal and efficient causality with respect to the body’s existence, vital motion, and nutritive 

activity—including what occurs through the body via gas exchange, circulation, and metabolic 

activity to resist entropy and maintain homeostasis. Fr. Austriaco has argued that the 

hypothalamus can serve as an “integrated integrator”—integrated by the soul and, in turn, 

integrating the body even in the context of apparent brain failure.6 

In our discussions leading up to the colloquium, Fr. Austriaco remarked that the Catholic 

Church is more behind in dealing with end-of-life controversies than beginning-of-life 

controversies because the questions are newer and more technology-driven. That may be true—

which is all the more reason that we need to work together and develop a unified philosophical 

vision for how to think through challenging end-of-life scenarios (consensus point 6). To that 

end, we are building on the work of other Thomists—some of whom are contributors at this 

colloquium. Michel Accad deserves mention as well; he presented helpful Thomistic arguments 

 
5 Ibid. 
6 Nicanor Austriaco. Forthcoming. Can the Hypothalamus Alone Integrate/Orchestrate/Unify the Human Organism? 
A Response to Aksamit, Eberl, Ely, Gremmels, and Olson. Nova et Vetera. 



 

 

at the conference on “brain death” held at Catholic University of America in February 2025 but 

was unable to join the present discussion.7 Our individual efforts as Thomists may have some 

visibility—mainly in Catholic circles—but the more we can adopt similar language and 

arguments and apply them in dialogue with other scholars, the greater impact we will have. 

 Although it may seem an impossible task to convince secular clinicians, researchers, and 

policy makers that our philosophical work offers a significant path forward, we do approach 

these debates with a few advantages. First, when it comes to determinations of life and death in 

the clinical setting, the burden of proof does not lie with those who question whether “brain 

death” is death, or whether patients in the “window period” are truly and reliably dead. Rather, 

the burden of proof lies with those who wish to declare death and, at the same time, anticipate 

further interventions that in a live human being would be direct killing (consensus point seven). 

Appeals to authority and longstanding precedent cannot eliminate this burden of proof. 

 Along these lines, it is apparent that little to no material incentive exists to support 

clinical research surrounding determinations of “brain death” or of death during the “window 

period” when resuscitation may still be possible. The simple explanation is that greater 

knowledge almost certainly would lead to restrictions on such determinations of death, and 

accordingly, on organ procurement and transplantation. Therein lies another advantage we can 

claim: well-designed studies would not only advance our clinical knowledge but also help 

protect those patients who may be declared dead prematurely (consensus point eight). Although 

existing funding mechanisms for research tend to underprioritize work that is primarily ethical in 

 
7 Michel Accad. February 27, 2025. “Brain Death is Not Consistent with a Sound Anthropology.” Paper presented at 
the symposium, Integrity in the Concept and Determination of Brain Death: Recent Challenges in Medicine, Law, 
and Ethics.  



 

 

nature, the research we are proposing would doubtless be of broad interest and impact—in 

particular, for anyone with a deeply held conviction about the “dead donor rule.”  

 My limited engagement with various stakeholders over the past several years has 

indicated that most parties are deeply entrenched in whatever viewpoint they have decided to 

take. For the clinicians and ethicists who have supported certain approaches to declaring death 

and procuring organs, it is understandable how difficult it would be to consider whether those 

practices in hindsight were ethically problematic. Nonetheless, the public deserves to learn about 

the concerns of ethicists and to decide for themselves how they want to approach the question of 

organ donation (consensus point nine). Indeed, it may be much easier to convince the public of 

the need to approach such matters with greater caution because these individuals are less likely 

to have firm commitments regarding the optimal course of action. 

Amid these controversies, it is important to keep in mind that if no organ retrieval is 

planned, determinations of death take on far less ethical weight. For patients declared “brain 

dead,” compassionately withdrawing the ventilator to allow the person to die naturally is 

perfectly acceptable, and in many cases, a stronger witness to Christian faith and a more loving 

action than continuing life-sustaining treatments indefinitely. If we truly believe in the promise 

of eternal life and the resurrection of the body, then we should be open to letting go of measures 

that are extraordinary and disproportionate. Above all, we must not lose sight of our ultimate 

calling, which is to be with God for eternity. 


