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The concept of brain death, otherwise known as death by 
neurological criteria (DNC), occupies a unique position 
in clinical practice. Unlike most other clinical entities, the 
process of diagnosing death has implications that extend 
beyond the practice of medicine, influencing cultural, 
spiritual, legal, and political spheres. Historically, soci-
etal practices regarding the determination of death have 
been driven by religious leaders; Maimonides, a medieval 
Torah scholar who defined death as the absence of res-
piration, is one prominent example [1]. Other religious 
leaders included lack of cardiac activity as a requirement; 
together, the absence of cardiac and respiratory function 
formed the underpinning of the conventional under-
standing of death for centuries.

However, with the advent of modern critical care and 
organ-support technologies, the cardiopulmonary defini-
tion of death has become obsolete. The concept of DNC 
was pioneered in the 1960s, and the legal foundation for 
declaration of death by neurological criteria was estab-
lished in the United States in 1981 with the passage of 
the Uniform Declaration of Death Act [2]. Despite broad 
acceptance within the international medical community, 
bioethicists and legal scholars continue to debate the 
rationale for equating DNC with the death of the per-
son [3–5]. Critics have cited these ongoing philosophi-
cal debates as an argument against broad acceptance of 
DNC as a legal and ethical standard. Recently, a hand-
ful of high-profile cases have drawn considerable media 

attention, bringing some of this controversy into public 
discourse [5–9].

Under these circumstances, it is unsurprising that pub-
lic understanding and acceptance of DNC remains poor 
[10]. Mainstream media coverage of the topic is rife with 
misinformation, and portrayals of brain death in fiction 
are woefully inaccurate [11–13]. One survey of Ohio resi-
dents indicated that only 33.7% of patients understood 
that individuals who are declared brain dead are legally 
dead [14]. This lack of understanding has important 
implications both for public policy and the provision of 
clinical care. A lack of understanding of the concept of 
DNC, particularly the equivalency of DNC with death 
by cardiopulmonary criteria, has been associated with 
decisions against organ donation [15, 16]. Furthermore, 
uncertainty surrounding the diagnosis and confusion 
about its implications have been identified as causes of 
significant emotional distress for families of patients 
undergoing a DNC evaluation [17, 18]. Often, families 
who object to organ donation and/or the diagnosis of 
DNC cite a perceived conflict with their religious beliefs; 
in some instances, these cases have resulted in legal chal-
lenges [6, 9, 19].

In these situations, hospital chaplains play a key role 
as providers of spiritual support and counsel to the fami-
lies of patients who have suffered a catastrophic injury. 
Despite this important responsibility, little is known 
about the perspectives of hospital chaplains on DNC. In 
this issue of Neurocritical Care, Lewis and Kitamura [20] 
report on the results from their survey of hospital chap-
lains, which was intended to assess respondents’ knowl-
edge, experiences, and opinions regarding DNC. The 
survey incorporated questions regarding chaplains’ expe-
riences with families who voiced religious objections to 
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the declaration of DNC and allowed the opportunity for 
free-text responses.

Ultimately, 512 responses were collected, and several 
important findings emerged. Most notably, despite the 
fact that 97% of respondents reported personal involve-
ment in DNC cases, only 52% were aware that a perma-
nent loss of consciousness was a prerequisite. In contrast 
to surveys conducted on the lay populace, the majority 
of chaplains were aware that DNC is legally equivalent to 
cardiopulmonary death; this knowledge was associated 
with prior involvement in cases complicated by religious 
objections to DNC on the part of the family. Approxi-
mately half of the surveyed chaplains reported experience 
with families who voiced religious objections to DNC; 
interestingly, there was no association with employment 
in a state with a legal requirement to consider religious 
objections as opposed to a state without. Responses to 
the questions pertaining to the religious identification of 
families who objected to DNC suggested an overrepre-
sentation among families of Jewish, Muslim, Hindu, and 
Buddhist patients; however, these data are potentially 
confounded by recall bias and would benefit from further 
study.

The majority of respondents affirmed the belief that 
patients who are declared brain dead are dead, and agree-
ment with this statement was significantly correlated 
with board certification and with greater experience. 
It is worth noting that a sizable minority endorsed the 
opinion that all states should legally require hospitals to 
accommodate religious objections to DNC (30%), that 
families should have the option to decline brain death 
evaluation (16%), or that families should have the abil-
ity to choose whether organ support is withdrawn after a 
determination of DNC (14%). Affirmation of these beliefs 
correlated with a lack of general knowledge about brain 
death.

As noted by the authors, the generalizability of these 
findings may be limited because of the fact that the vast 
majority of the respondents were Christian and identi-
fied as members of a single professional organization. 
Nevertheless, the results indicate that knowledge gaps 
exist within the study population. Because of their criti-
cal role as spiritual counselors and advisors for families 
of critically ill patients, chaplains are in a position to 
facilitate communication with health care providers and 
assist families who are coping with bereavement. Stud-
ies of communication in critically ill populations have 
identified inconsistent messaging as a source of stress 
and dissatisfaction for families [21]; similarly, a study of 
donor families has indicated that confusion surrounding 
the diagnosis of brain death exacerbated their emotional 
distress [17]. Furthermore, some authors have suggested 
that religious objections may occasionally result from 

distress surrounding the diagnosis or arise from con-
flict with the medical team rather than from deeply held 
religious beliefs [22]; this possibility was also raised by 
respondents to the Lewis and Kitamura [20] survey in 
free-text comments. Commenters also emphasized the 
need for greater understanding of religious perspectives 
on the part of the health care team as well as the need for 
consistent communication [20]. In a recent international 
consensus statement, the authors of the World Brain 
Death Project provided recommendations for managing 
conflicts with families, including proactive engagement 
with religious communities to avoid conflicts and the use 
of multidisciplinary teams, including spiritual care and 
religious leaders, during conversations regarding DNC 
[23]. These recommendations are supported by the data 
presented here. Enhanced engagement and collaboration 
with hospital chaplains and chaplaincy organizations will 
be necessary to align with these recommendations and 
improve the care of patients and their families.
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