
RESOLUTION 17-04  PROPOSED REVISIONS OF ISMA BRAIN DEATH 
GUIDELINES 

 
Introduced by:  Emil Weber, MD 
 
Action:   Adopted as Amended 
 
 
RESOLVED, that ISMA adopt updated brain death guidelines for adults and 
children, as provided by the Ad Hoc Committee to establish Brain Death 
Guidelines for the state of Indiana for 2017. 
 
 
 
 
 
 
  



 
Proposed Revision of ISMA Adult Brain Death Guidelines of 2017 

ADULT GUIDELINES FOR DETERMINATIN OF BRAIN DEATH  

ADULT DIAGNOSTIC CRITERIA- 
PATIENTS ABOVE 18 YEARS OF AGE 
I. Diagnostic criteria for clinical 
diagnosis of brain death.  
 A. Prerequisites. Brain death is the 
absence of clinical brain function 
when the proximate cause is known 
and demonstrably irreversible.  

1. Clinical or neuroimaging 
evidence of an acute CNS 
catastrophe that is compatible 
with the clinical diagnosis of 
brain death.  

2. Exclusion of complicating 
medical conditions that may 
confound clinical assessment 
(no severe electrolyte, acid-
base, or endocrine disturbance) 

3. No drug intoxication or 
poisoning. 

4. Core temperature > 320 C (90o 
F). 

5. In any patient who has a 
recorded core body  
temperature of 34o C or lower, 
prior to or during 
hospitalization, a cerebral blood 
flow study must be performed 
which shows no cerebral blood 
flow before brain death can be 
declared by physical 
examination. A core body 
temperature of 36o C or higher 
should be maintained for at 
least 24 hours prior to initiating 
the brain death examination. 

B. The three cardinal findings in brain 
death are coma or unresponsiveness, 

3. Apnea-testing performed as 
follows: 
      a) Prerequisites 

I. Core temperature >36o 

C  or 97o F  

II. Systolic blood 
pressure> 90 mm HG 

III. Euvolemia. Option: 
positive fluid balance in 
the previous 6 hours 

IV. Normal pCO2 , Option: 
arterial pCO2 > 40  mm 
Hg 

V. Normal pO2. Option: 
preoxygenation to 
obtain arterial pO2 > 
200 mm Hg 

b) Connect a pulse 
oximeter and disconnect 
the ventilator. 
c)  .   
c) If oxygen saturation falls 
to 85 % or less, abort the 
apnea test and reconnect 
the respirator; otherwise, 
continue with apnea test. 
d)  Look closely for 
respiratory movements 
(abdominal or chest 
excursions that produce 
adequate tidal volumes). 
e) Measure arterial pO2, 

pCO2 and pH after 
approximately 8 minutes 
and reconnect the 
ventilator.  
f) If respiratory movements 
are absent and arterial 
pCO2is > 60 mm Hg 



absence of brainstem reflexes and 
apnea. 

1. Coma or unresponsiveness-no 
cerebral motor response to pain 
in all extremities (nail-bed 
pressure and supraorbital 
pressure).  

2. Absence of brainstem reflexes 
a) Pupils 

i. No response to bright 
light 

ii. Size: midposition (4mm) 
to dilated (9mm). 

               b)   Ocular movement 
i. No oculocephalic reflex 

(testing only when no 
fracture or instability of 
the cervical spine is 
apparent)   

ii.  No deviation of the eyes 
to irrigation in each ear 
with 50 ml of cold water 
(allow 1 minute after 
injection and at least 5 
minutes between testing 
on  each side) 

               c)    Facial sensation and 
facial motor response 
                        i. No corneal reflex 
to touch with a throat swab 
                        ii. No jaw reflex 

iii. No grimacing to deep 
pressure on nail bed, 
supraorbital ridge, or 
temporomandibular joint 

                 d)  Pharyngeal and 
tracheal reflexes 
                        i.  No response after 
stimulation of the posterior  
                             pharynx with 
tongue blade 
                        ii. No cough 
response to bronchial suctioning 
                                 

(option: 20 mm Hg increase 
in pCO2 over a baseline 
normal pCO2), the apnea 
test result is positive (i.e., it 
supports the diagnosis of 
brain death).  
g) If respiratory movements 
are observed, the apnea 
test result is negative (i.e., 
it does not support the 
clinical diagnosis of brain 
death), and the test should 
be repeated. 
  h) Connect the ventilator 
if, during testing, the 
systolic blood pressure 
becomes < 90 mm Hg or 
the pulse oximeter indicates 
significant oxygen 
desaturation and cardiac 
arrhythmias are present; 
immediately draw an arterial 
blood sample and analyze 
arterial blood gas.  If pCO2 
is > 60 mm Hg or pCO2 

increase is < 20 mm Hg 
over baseline normal pCO2, 
the result is indeterminate, 
and an additional 
confirmatory test can be 
considered.  

C. Brain Death Declaration in 
Patients Who Cannot Be 
Examined.   

 In patients who cannot be 
examined to determine brain 
death because of severe 
injuries to the face and head 
or because of high levels of 
sedative drugs, brain death 
can be declared after a 
cerebral arteriogram or 
isotope cerebral blood flow 
study demonstrates 



 
 
  

unequivocally there is no 
blood flow to the brain.  
This study must be read by 
two (2) radiologists certified 
in the interpretation of 
cerebral blood flow studies.  
 

II. Pitfalls in the diagnosis of brain 
death 
The following conditions may 
interfere with the clinical diagnosis 
of brain death, so that the 
diagnosis cannot be made 

 
  



 



 
 



 
  



 



 
  



 

 
  



 
  



 
  



 
  



 
The content of these Brain Death Guidelines is largely excerpted from an article 
published in Critical Care Medicine 2011 Vol. 39, No. 9, entitled “Guidelines for 
the determination of brain death in infants and children; An update of the 1987 
Task Force recommendations.” For documentation and supportive information, 
including an extensive bibliography, please refer to the aforementioned 
publication. 


