Brain stem death

Editor?I was disappointed that
the recent review by the Working
group °° the criteria for the diag—
nosis of brain stem death (Septem-

ber/October 1995, pages 381-2)

failed to give guidance 2= te the
interval between the two examina-

tions. The fact that the clinical cri-
teria seem to have served us well
for the last 17 years should not be

used as an excuse fOr Complacency.
The diagnosis of brain stem death
is ysually = self-fulfilling prophecy.
Clinicians involved in confirming
brain stem death are often placed
under severe pregsure t© make the
diagnosis quickly. There is an
understandable desire by the trans-
plant team to obtain organs while
they are in a usable condition and
the shortage of intensive care
(ITU) beds means that delay in the
diagnosis may deprive others of life
saving treatment. In gddition, in
the brave new NHS time spent in
an ITU bed has cost implications.

The consequences ©f = single
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Letters to the Editor

publicised error made in the diag-
nosis of brain stem death for the

transplant programme Would be
horrendous. It would be helpful

for those jctually diagnosing Prain
stem death if the time between
neurological examinations was

stipulated. ! would gyggest 12
hours where raised intracranial

pressure from subarachnoid or

intraparenchymal haemorrhage is
the mechanism and 24 hours for

other diagnoses. Particular care
has to be exercised where brain
stem demyelination may e = fac-
tor as it can contribute to loss of
brain stem reflexes [1],
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