
 2002;58;20-25 Neurology
Eelco F.M. Wijdicks 

Brain death worldwide: Accepted fact but no global consensus in diagnostic criteria

This information is current as of September 18, 2007 

 http://www.neurology.org/cgi/content/full/58/1/20
on the World Wide Web at: 

The online version of this article, along with updated information and services, is located

All rights reserved. Print ISSN: 0028-3878. Online ISSN: 1526-632X. 
since 1951, it is now a weekly with 48 issues per year. Copyright © 2002 by AAN Enterprises, Inc. 

® is the official journal of the American Academy of Neurology. Published continuouslyNeurology

 at Mayo Clinic Libraries on September 18, 2007 www.neurology.orgDownloaded from 

http://www.neurology.org/cgi/content/full/58/1/20
http://www.neurology.org


Views & Reviews

Brain death worldwide
Accepted fact but no global consensus in diagnostic criteria

Eelco F.M. Wijdicks, MD

Abstract—Objective: To survey brain death criteria throughout the world. Background: The clinical diagnosis of brain
death allows organ donation or withdrawal of support. Declaration of brain death follows a certain set of examinations.
The code of practice throughout the world has not been systematically investigated. Methods: Brain death guidelines in
adults in 80 countries were obtained through review of literature and legal standards and personal contacts with
physicians. Results: Legal standards on organ transplantation were present in 55 of 80 countries (69%). Practice guide-
lines for brain death for adults were present in 70 of 80 countries (88%). More than one physician was required to declare
brain death in half of the practice guidelines. Countries with guidelines all specifically specified exclusion of confounders,
irreversible coma, absent motor response, and absent brainstem reflexes. Apnea testing, using a PCO2 target, was
recommended in 59% of the surveyed countries. Differences were also found in time of observation and required expertise
of examining physicians. Additional provisions existed when brain death was due to anoxia. Confirmatory laboratory
testing was mandatory in 28 of 70 practice guidelines (40%). Conclusions: There is uniform agreement on the neurologic
examination with exception of the apnea test. However, this survey found other major differences in the procedures for
diagnosing brain death in adults. Standardization should be considered.
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“Brain death” is the vernacular expression for irre-
versible loss of brain function. Brain death is de-
clared when brainstem reflexes, motor responses,
and respiratory drive are absent in a normothermic,
nondrugged comatose patient with a known irrevers-
ible massive brain lesion and no contributing meta-
bolic derangements. The determination of brain
death in adults has become an integral part of neu-
rologic and neurosurgical practice but may include
physicians of any specialty. Institutional policies and
legal provisions are in place in the United States and
elsewhere.1,2

Many major publications have discussed the
guidelines in several nations of the world.2,3 More-
over, one study surveyed 28 countries outside the
United States specifically for legal rulings and type
of confirmatory test.4 Recently a survey in Europe
involving 12 countries addressed differences in crite-
ria,5 and the authors proposed to develop a clear set
of criteria in the European Union.

The code of practice throughout the world is not
widely known. Here the results of a survey of brain
death guidelines throughout the world are provided
and relevant differences are considered, noting coun-
tries without formal guidelines.

Methods. The National Library of Medicine’s search ser-
vice (PUBMED) was used to identify published articles
addressing brain death criteria from 1968 to 2000. The
criteria from official documents were tabulated and sum-
marized. In addition, the directory of the American Acad-
emy of Neurology was used to ask international members
through a personal letter to submit published guidelines.
The Congress of Neurologic Surgeons Directory was used
to contact international members to complete several miss-
ing countries throughout the world. Personal letters were
sent to physicians in 107 countries. In addition, foreign
physicians at the Mayo Clinic were contacted by e-mail to
provide contacts with neurologists from their homeland.
Simple questions were asked. Is there a legal provision of
organ transplantation and brain death in your country?
What are the specific guidelines, mandatory qualifications
of the physicians, number of physicians needed to declare
brain death, time of observation, and need for confirmatory
laboratory tests? Some documents were reviewed with the
Legal Department at the Mayo Medical Center.

Results. The United Nations lists 189 member states.
Data on adult brain death criteria in 80 countries (42%)
were obtained and are shown in the table. European,
South American, and Asiatic countries are well repre-
sented. The United Kingdom criteria for brainstem death
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permeate in the previously colonized countries, and Cen-
tral and South American countries generally follow the
United States position on whole brain death.

Countries with brain death guidelines typically specify
exclusion of confounders, irreversible coma, absent motor
response to pain stimulus, and the absence of all brain-
stem reflexes. Official legal standards on organ donation
were present in 55 of 80 countries (69%). Brain death
guidelines or codes of practice were present in 70 of 80
surveyed countries (88%). To make a definitive diagnosis,
one physician was required in 31 guidelines (44%), two
physicians in 24 guidelines (34%), and more than two phy-
sicians (as many as four) in 11 guidelines (16%). The num-
ber of physicians was not specified in four guidelines (6%;
see the table). All the recommended guidelines required
strict definition of brainstem reflexes, but the presence of
apnea using a PCO2 target value was recommended in
only 41 guidelines (59%). Preoxygenation with 100% oxy-
gen followed by 10 minutes of disconnection, with clinical
examination for apnea required in 20 of 71 guidelines
(29%; see the table). Confirmatory laboratory tests were
often mandatory in Europe and Asia. In addition, confir-
matory laboratory tests were commonly used to shorten
the recommended observation time. Confirmatory tests
were not required in many developing countries. (This is
probably because these technologic devices were not avail-
able on a timely basis.) The observation period for a brain-
dead body before final diagnosis was established varied
markedly (see the table). The most striking differences in
guidelines for the determination of brain death are sum-
marized here per continent.

Criteria in the United States and Canada. The Uni-
form Determination of Death Act in the United States
mandates irreversible cessation of all functions of the en-
tire brain and brainstem. It has been accepted by 44 states
and the District of Columbia.6 The US states have compa-
rable statutes but differences are notable. Virginia specifi-
cally calls for a specialist in the neurosciences.7 Florida
mandates two physicians; one must be the treating physi-
cian and the other must be board-eligible or board-certified
neurologist, neurosurgeon, internist, pediatrician, surgeon,
or anesthesiologist.8 In addition, New York and New Jer-
sey have changed their statutes to accommodate religious
objections.9,10 These amendments require physicians to
honor these requests and to continue medical care despite
evidence of loss of brain function. One physician determi-
nation is sufficient in most states, but statutes in Califor-
nia, Alabama, Iowa, Louisiana, Florida, Virginia,
Kentucky, and Connecticut require independent confirma-
tion by another physician. In Alaska and Georgia, a regis-
tered nurse is delegated authority to declare death
according to the statutory criteria, but with subsequent
certification by a physician within 24 hours. In Virginia,
there is limited authority given to a registered nurse.11

The American Academy of Neurology published practice
parameters in 1995.12 Irreversible loss of whole brain func-
tion, as determined by any physician, has been legally
justified in Canada,13 and in 2000 the Canadian Neuro-
critical Care Group published Guidelines for the Diagnosis
of Brain Death that closely mirror the American Academy
of Neurology guidelines.14

Criteria in Central and South America. Official guide-
lines have been established in many Central and South

American countries. However, there is generally a lack of
clear description of the apnea test. Confirmatory tests are
optional in the majority of surveyed countries.15-19

Criteria in Europe. There is fairly uniform agreement
in Europe regarding the criteria for the clinical evaluation
of brain death, although there is considerable variation in
the use of additional physiologic tests. Eleven of 25 guide-
lines require a confirmatory test for the diagnosis, and in
the remaining countries it “facilitates” the diagnosis. Half
of the countries surveyed require that more than one phy-
sician be involved in the clinical determination. In Ireland,
two sets of tests should be performed by a consultant and a
physician with �5 years’ appointment engaged in patient
care at the acute hospital level. Several countries have
longer observation periods when “anoxia” has been the
cause of brain death. For example, in Hungary “secondary
brain damage” extends observation time to 72 hours.5,20-35

Many European countries require apnea tests with pro-
visions of disconnection of ventilator using stimulation of
the respiratory centers with acute hypercarbia. The UK
criteria require a 20-mm Hg increase from normal PCO2

baseline or PCO2 target of 50 mm Hg.35

In Turkey, an organ harvesting law has been estab-
lished and demands a cardiologist, a neurosurgeon, a neu-
rologist, and an anesthesiologist to examine the patient
followed by confirmatory testing, often requiring a combi-
nation of laboratory tests.36

In Georgia, 5-year practice in the neurosciences is re-
quired to be eligible as a physician to determine brain
death, but this is not specified in Russia.37

Criteria in Africa. Virtually all African countries were
without legal provisions for organ transplantation, and
brain death criteria were difficult to obtain. Notably, Tuni-
sia and South Africa had developed guidelines,38,39 but a
very small sample of east and west African countries did
not reveal presence of any practice guidelines.

Criteria in the Middle East. Guidelines for brain death
in the Middle East were approved by the Pan-Islamic
Council on Jurisprudence in Jordan in 1986 and in Mecca
in 1988.40,41 Official guidelines for brain death determina-
tion have not been drafted in many countries. In Israel the
director general of the Ministry of Health published crite-
ria for brain death in 1991 that were revised in 1996.42 A
team of two physicians should exclude the treating
physician.

Criteria in Asia, Australia, and New Zealand. Major
differences are found in Asia, Australia, and New
Zealand.43-50 In India, the Rajya Sabha passed the Trans-
plantation of Human Organs Bill in 1993.44 Brain death
determination follows the British criteria for brainstem
death but involves a panel consisting of the doctor in
charge of the patient, the doctor in charge of the hospital
where the patient was treated, an independent specialist
with unspecified specialty, and a neurologist or neurosur-
geon. The burden of proof rests with the specialist in the
neurosciences, with the other member confirming the
diagnosis.

In Bangladesh one of the three observers must be at
least an associate professor in academic rank.43

The most notable observation time is in Iran, which
requires in their guidelines a 12-, 24-, 36-hour observation
and three physicians.

Mainland China has no legal criteria for the determina-
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tion of brain death. Hong Kong, now under Chinese con-
trol, has well-defined criteria that, as expected, closely
reflect the UK criteria.

The criteria in Japan have unique features.45,46 They are
as follows: CT scan should detect “irreparable lesions”; the
cause of cardiac arrest should be known when it has
caused brain death; the ciliospinal reflex should be per-
formed; the apnea test should be performed after loss of
seven specified brainstem reflexes and after isoelectric
EEG; brain death determination is allowed only if intact

tympanic membranes exist46; and children �6 years old
are excluded.

Although no official national regulatory statute is
present in Indonesia, three medical doctors and in some
regions a lawyer should be present as an observer to deter-
mine brain death.

The Australian and New Zealand Intensive Care Soci-
ety Statement and Guidelines on brain death were pub-
lished in July 1993 and are under revision.50,51 The first
formal examination is performed by two physicians after at

Table Brain death survey in 80 nations

Continent/country Law Guideline
Apnea

test
No. of

physicians
Observation

time, h
Confirmatory

test
Reference

no.

North America
United States P P PCO2 2* 6 Optional 6, 12
Canada P P PCO2 1 6 Optional 13

Caribbean
Barbados A A A A A Optional
Cuba A P PCO2 2 6 (24)† Optional
Jamaica A P A 2 12 Mandatory
Trinidad and Tobago A P PCO2 2 A Optional

Central and South America
Argentina P P DVO 1 6 Mandatory 15
Brazil P P DVO 1 6 Optional
Chile P P DVO 2 A Mandatory 16
Columbia P P A 2 (N) A Optional 17
Costa Rica P P PCO2 1 24 Optional
Ecuador A A A A A Optional
El Salvador A P A 1 6 (24)† Mandatory
Guatemala A A A A A Not known
Honduras A A A A A Not known
Mexico P P A A 24 Mandatory 18
Paraguay A P PCO2 1 24 Optional
Uruguay P P PCO2 1 A Optional
Venezuela P P PCO2 2 (N) 12 Optional 19

Europe
Austria P P DVO 1 12 Optional 5
Belgium P P DVO 3 A Optional 5
Cyprus P P DVO 2 A Optional
Czech Republic A P PCO2 2 A Mandatory 20
Denmark P P DVO 2 2 (24)† Optional 5
Estonia P P PCO2 1 12 Optional
Finland P P DVO 1 A Optional 21
France P P PCO2 2 A Mandatory 22
Germany P P PCO2 2 12 Optional 23
Greece P P DVO 3 6 Optional 24
Hungary P P PCO2 1 12 (72)† Mandatory 25
Ireland P P PCO2 2 A Optional 26
Italy P P PCO2 1 6 (24)† Mandatory 27
Luxembourg P P PCO2 1 A Mandatory 5
Malta P P PCO2 1 6 Optional
Netherlands P P PCO2 1 A Mandatory 28
Norway P P DVO A 24 Mandatory 29
Poland P P DVO 1 3 Optional 5
Portugal P P PCO2 1 2–24 Optional 30
Romania P P PCO2 2 6 Mandatory
Russia P P PCO2 2 6 (24)† Optional 37

* Eight US states only; time within parentheses indicates observation time required in conditions due to anoxia.
† Observation time can be shortened or eliminated if one confirmatory test is positive for brain death.
‡ China resumed control of Hong Kong in 1997.

PCO2 � target PCO2 defined (50 or 60 mmHg); A � absent criterion or guideline; DV � disconnection from ventilator only; N � neurol-
ogist; MD � medical doctor; P � present; A � absent; LAW � legal standard of organ donation.
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least 4 hours have elapsed; the second examination is per-
formed 2 hours after the first examination, except follow-
ing primary hypoxic brain injury, in which case the first
examination should not be performed until after 12 hours.

Comments and suggestions. The landmark Har-
vard criteria published in 1968 have held ground
tenaciously over the years.52 However, a major diver-
sity in clinical criteria has evolved worldwide.

In this comprehensive survey, the first of its kind,
brain death criteria in some countries are left to the

discretion of the physician; in others the criteria
have been substantially expanded. Unlike the US
statutes, legal standards on organ donation and
brain death may specify the methods of clinical de-
termination. There are major differences in number
of required physicians, in level of experience and
academic rank of physicians, in specialty prefer-
ences, and in recommendations for confirmatory
tests. Observation time after declaration of brain
death varies greatly or is not specified. The “anoxia”

Continent/country Law Guideline
Apnea

test
No. of

physicians
Observation

time, h
Confirmatory

test
Reference

no.

Europe (cont’d)
Slovak Republic P P A 3 A Mandatory 31
Spain P P PCO2 1 6(24)† Optional 32
Sweden P P PCO2 1 A Mandatory 33
Switzerland P P PCO2 2 6(48)† Optional 34
Turkey P P PCO2 4 A Mandatory
Ukraine A P DVO A A Optional
United Kingdom P P PCO2 2 6 Optional 35
Yugoslavia A P DVO 3 A Mandatory

Africa
Egypt A A A A A Not known
Ghana A A A A A Not known
South Africa P P PCO2 2 A Optional 39
Tanzania A P A 1 A Mandatory
Tunisia P P DVO 1 A Optional 38

Middle East
Iran A P A 3 12, 24, 36 Mandatory
Israel P P PCO2 1 6 (24)† Mandatory 42
Jordan A P A 1 A Mandatory 40
Lebanon P P A 2 6 Mandatory
Oman P P PCO2 1 6 Optional 40
Qatar P P PCO2 1 A Mandatory 40
Saudi Arabia P P PCO2 2 24† Mandatory 40
Syria A A A A A Not known
United Arab Emirates P P PCO2 1 3 Optional 40

Asia
Armenia A A A A A Optional
Bangladesh P P DVO 3 A Optional 43
China A A A A A Optional
Georgia P P DVO 3 24 Mandatory
Hong Kong‡ P P PCO2 1 A Optional
India P P DVO 4 A Mandatory 44
Indonesia A P PCO2 3 24 Optional
Japan P P PCO2 1 A Mandatory 45, 46
Korea (South) P P PCO2 1 6 Optional
Malaysia P P PCO2 2 12 Mandatory 47
Pakistan A A A A A Not known
Philippines A P DVO 1 24 Optional
Singapore P P PCO2 2 A Optional 48
Taiwan A P PCO2 1 6 Optional 49
Thailand P P DVO 3 6 Optional
Vietnam A A DVO A A Optional

Oceania
Australia P P PCO2 2 2 Optional 50
New Zealand A P PCO2 2 2 Optional 51
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provision of 24-hour observation is prevalent. It can
be traced to the President Commission recommenda-
tions,3 and this amendment may have been
prompted by additional presence in some patients of
cardiogenic shock and thus uncertainty about irre-
versibility. In addition, brain edema develops later
and confirmatory tests may more often show residual
brain function when performed soon after clinical
assessment. Many nations in the world and several
US states require confirmation by a second physi-
cian, but there are no data that would give credence
to go beyond two. Finally, the apnea test is not con-
sistently performed using PCO2 monitoring. If the
premise of documenting apnea using acute hypercar-
bia to maximally stimulate the respiratory centers is
accepted, it can be concluded that in half of the coun-
tries, the apnea test is not performed adequately.
Disconnection alone may not be sufficient to docu-
ment apnea due to posthyperventilation apnea.

The differences between US state laws are note-
worthy. The New Jersey religious exemption re-
mains contentious and arguments against it have
been published.53 Other differences involve the spe-
cific mention of exclusion of physicians involved in
recovery of vital organs; a few states require two
physicians and board-eligible or board-certified phy-
sicians. It is surprising that two states allow regis-
tered nurses, after physician certification, to make
the diagnosis of brain death, but it can be assumed
this practice is uncommon.

How these striking differences—likely a result of
collective decisions by task forces—have evolved is
not known. At a philosophical level, it can be argued
that these differences could have resulted from dis-
satisfaction with the original concept of brain death
and could reflect cultural attitudes. This argument
could certainly apply to countries with extended ob-
servation times. However, comparison of the proto-
cols reveals differences in procedural matters,
expertise and experience of physicians, method of
apnea testing, and preferences for certain confirma-
tory tests. In many countries, the guidelines seem
unnecessarily complicated.

Despite an aggressive effort to obtain data, this
survey of brain death throughout the world is not
complete. However, to disarm criticism, it includes a
large number of densely populated countries. In
some countries, transplantation programs never ex-
isted or faltered due to economic decline, thus elimi-
nating the need to establish brain death criteria for
donation. It is also conceivable that even further
modifications of the official guidelines have been in-
troduced in hospital policy manuals, but this could
not be investigated with the current data set. An-
other potential caveat is that despite national guide-
lines, doubts and misconceptions about the concept
of brain death may still prevail with the public. The
principle of brain death may conflict with staunch
personal beliefs of practicing physicians and may
even potentially undermine the initiation of the
transplant procedure.

So where do we stand? What can we learn from
this survey? The results of this study could suggest
further standardization of the determination of brain
death. An international task force could specifically
address the most important inconsistencies in guide-
lines and develop criteria for the apnea test. (For
example, the apnea test only requires serial mea-
surement of arterial PCO2, which currently can be
measured at the bedside.) This survey shows the
need to critically assess the requirements of confir-
matory tests and the long periods of observation, and
perhaps the anoxia clause may be revisited. Maybe
we could do away with confirmatory testing alto-
gether. However, such a task force may be forced to
venture into complicated cultural and religious terri-
tory and it may be difficult to persuade countries to
accept a uniform agreement. Alternatively, represen-
tatives from each country may take a second look at
their code of practice and recommend a revision. It
remains to be seen whether it is possible to scale
back the requirements. In some countries, apprehen-
sion about errors and physician qualifications could
have impacted the development of diagnostic crite-
ria, and these concerns cannot be airily dismissed. In
other countries, cultural rejection of the concept of
brain death and absence of transplantation pro-
grams may have deferred development of clinical
guidelines. However, this survey shows that major
differences are not so much in the acceptance of the
concept of brain death, but in the procedures physi-
cians use to make the final diagnosis.

Acknowledgment
The author thanks the following neurologists, neurosurgeons, and
other physicians who made this survey possible by providing valu-
able material: Gustavo Saposnik (Argentina); Marnia Davtian
(Armenia); Jean Marquez (Barbados); Paulo Bittencourt (Brazil);
Jorge Alegria (Chile); Pablo Lorenzana-Pombo (Colombia); En-
rique Hernandez (Costa Rica); Calixto Machado (Cuba); Lawas
Papacostas (Cyprus); Adriana Slobodova (Czechoslovakia); Tomas
Alarcon (Ecuador); Mohamed El-Tamawy (Egypt); Francisco Ivan
Ordonez (El Salvador); Ain-Elmar Kaasik (Estonia); Walter Haupt
(Germany); Ben Edoo (Ghana); Jhon Logothetis (Greece); Rodolfo
Gebhart (Guatemala); Ian Morales (Honduras); Kollár Tibor
(Hungary); Kurupath Radhakrishnan (India); Kahnar Wiriadisas-
tra (Indonesia); Mark Keegan (Ireland); John Hall (Jamaica); Hi-
roshi Takeshita (Japan); Ashraf Kurdi (Jordan); Sejin Lee (Korea);
Chong-Tin Tan (Malaysia); Norbert Vella (Malta); Pratap Chand
(Oman); Zaheer Aslam (Pakistan); Telmo Aquino (Paraguay);
Rene Punsalan (Philippines); Ahmad Hamad (Qatar); Tak-Sun
Tse (Republic of China); Mihvea Chiorean (Romania); Pvel Pili-
penko, Valery Feigin (Russia); Imad Unin Kanaan, Zuheir Al-
Kawi (Saudi Arabia); Jamshid Davantou (Singapore); Peter
Turcani (Slovakia); Jordi Peña-Casanova (Spain); Lars Forsgren
(Sweden); Sung-Tsang Hsieh (Taiwan); Gaspar Kitange (Tanza-
nia); Niphon Poungvarin (Thailand); Kanter Ramcharan (Trinidad
and Tobago); M. ben Hamida (Tunisia); Bursen Ince (Turkey); Jon
Dorman (United Arab Emirates); Igor Vishvevsky (Ukraine); Car-
los Chouza (Uruguay); Angelina Faoro (Venezuela); Thong van
Nguyen (Vietnam); Milorad Zikic (Yugoslavia). The author thanks
Trudi Trysla, JD, for legal assistance. The author also thanks
Tammy Drees for coordinating the international correspondence.

References
1. Weyrauchs WK. Acceptance of whole brain criteria for deter-

mination of brain death: a comparative analysis of the United

24 NEUROLOGY 58 January (1 of 2) 2002
 at Mayo Clinic Libraries on September 18, 2007 www.neurology.orgDownloaded from 

http://www.neurology.org


States and Japan, UCLA, Pacific Basm Law J, 1999:17;91–
123.

2. Pallis C, Harley DH. The ABC of brainstem death. 2nd ed.
BMJ Publications, 1996.

3. President’s Commission for the Study of Ethical Problems in
Medicine and Biomedical and Behavioral Research Defining
Death. A report on medical, legal, and ethical issues in the
determination of death. Washington, DC: Government Print-
ing Office, 1981.

4. Stuart PF, Verth FJ, Cranford RE. Brain death laws and
patterns of consent to remove organs for transplantation from
cadavers in the United States and 28 other countries. Trans-
plantation 1981;31:238–244.

5. Haupt WF, Rudolf J. European brain death codes: a compari-
son of national guidelines. J Neurol 1999;246:432–437.

6. Uniform Determination of Death Act, c.33C new (1983).
7. Virginia statute, section 54–1-2972 (1997).
8. Florida statute annotated, section 382.009 (1997).
9. New Jersey statute annotated, 26–6A-5, suppl 1994 (1987).

10. New York Compilation Codes Regulations, Rules 7 REGS,
title 10, section 400.16 (d), (e)(3)(1992).

11. Virginia statute, section 32.1–162.7 and section 32.1–162.1.
12. American Academy of Neurology. Practice parameters for de-

termining brain death in adults (summary statement). Neu-
rology 1995;45:1012–1014.

13. Canadian Congress Committee on Brain Death. Death and
brain death: a new formulation for Canadian medicine. Can
Med Assoc J 1988;138:405–406.

14. Canadian Neurocritical Care Group. Guidelines for the diag-
nosis of brain death. Can J Neurol Sci 2000;26:64–66.

15. Decree 30011 of October, Boletin Oficial [B.O.] (October 13,
1977); Art. 21, Republica Argentina Law 21, 541 (March 2,
1977); Boletin Oficial, Art. 21 (March 18, 1977).

16. Ley de transplantes 19.451. Chile, 1997.
17. Ministerio de Salud Publica, Republica de Colombia Decreto

Numero 1172 DE 1989 junio 6 (Colombia) Transplante de
organos y tejidos ley, no. 14.005 (August 29, 1971).

18. Federal Regulations for the disposal of organ tissues and ca-
davers of human beings, Diaro official, 338:17–23, Chapter
VIII, Article 65 (1976). Mexico.

19. Gaceta oficial de la Republica de Venezuela, ANOCXX-Mes II,
Caracas, jueves 3 de diciembre de 1992, no. 4497 Extraordi-
nario (1992).

20. Extraordinary removal of transplantation of biological sub-
stances of human origin, Article 9, law no. 821 (1978). Czech
Republic.

21. Act number 260, Reg. no. 10064.1969.S, Amended by Fin-
land’s national Board of Health (July 8, 1957).

22. Repertoire de droit penal medicine, 21 (Paris, Dalloz, 1978)
and circulaire de 21 Janvier (1991) and Decret No 90–1041
(1996).

23. Wissenschaftlichen Berat des Bundesärzte kammer. Kriterien
des Hirntodes. Dtsch Arzebl 1997;94:A1296–A1303.

24. Concerning the removal and transplantation of biological sub-
stances of human origin, no. 1383/83, article 7. Greece.

25. Pasztor E. New law in Hungary concerning brain death and
organ transplantation. Acta Neurochirg 1990;105:84–85.

26. Irish Working Party on Brain Death. Memorandum on brain
death. Ir Med J 1988;81:42–45.

27. Criteria of Brain Death, National law of Italy, no. 644 (1975).
28. Gezondheidsraad commissie hersendood criteria, Publicatie

NR 1996/19 Rijswijk and wet van 24 mei 1996 houdende rege-

len omtrent het ter beschikking stellen van organen Staats-
Blad 1996 NR 370 (1996). The Netherlands.

29. Royal Decree to Act. No. 6, transplantation, hospital autopsies
and donation of bodies (1977). Norway.

30. Guia do diagnostico de morte cerebral. Acta Med Port 1998;11:
595–600.

31. Law of National Council of Slovak Republic, No. 303/1998
(Zakon 303/1998 Z.z. NRSR.§45,46,47,48) (1998).

32. Real Decreto 2070/1999 (December 30, 1999). Spain.
33. Social Styrelsens För Fattingssamling, SOSFS 4(M), 1997.
34. Schweizerische Akademie der Medizinischen Wissenschaffen

Definition and Richtlin en zur Fest sletling des Fodes in Hin
Blick auf organ transplantationen. Schweiz Arzteztg 1995;75:
868–876.

35. Working Group of Conference of Medical Royal Colleges and
the Faculties in the United Kingdom. The criteria for diagno-
sis of brain death. J R Coll Physicians 1995;29:381–382.

36. Law #2238 and “organ and tissue transplantation services
regulation.” Turkey.

37. Russian Ministry of Health order #189 (October 8, 1993). Rus-
sia.

38. Loi no. 95-49 du 12 juin 1995, relative a la creation du centre
national pour la promotion de la transplantation d’organes
and there is a decision republique tunesienne ministere de la
sante publique. Tunisia.

39. Anatomical Donations and Post-Mortem Examinations
Amendment Act, Statutes of the Republic of South Africa, act
no. 39 of 1980 (1980).

40. Ebrahim AF. Islamic jurisprudence and the end of human life.
Medications Law 1998;17:189–196.

41. Al-Mousani M, Hamed T, Al-Matouk H. Views of Muslim
scholars on organ donation and brain death. Transplant Proc
1997;29:3217.

42. Director general of the ministry of health publication August
1991 (revision in 1996). Israel.

43. Act No V of Bangladesh (1999).
44. The Transplantation of Human Organs Bill, Bill No. LIX-C of

1992, Republic of India (1993).
45. Takeshita H. Coma and brain death. In: Cucchiara RF,

Michenfelder JD, Black S, eds. Clinical neuroanesthesia. 2nd
ed. Churchill Livingstone, 1998.

46. Watts J. Brain-death guidelines revised in Japan. Lancet
1999;354:1011.

47. Human Tissues Act 130 (1974) and Consensus Statement on
Brain Death by the Ministry of Health and Academy of Medi-
cine, Malaysia (1993).

48. Interpretation (Determination and certification of death) Reg-
ulations, 1998. Singapore.

49. Hung TP, Chen ST. Prognosis of deeply comatose patients on
ventilators (Taiwan). J Neurol Neurosurg Psychiatry 1995;58:
75–80.

50. Transplantation and Anatomy Ordinance 1978, Australian
Capital Territory (1978).

51. A code of practice for transplantation of cadaveric organs,
Department of Health, Wellington, New Zealand (1987).

52. A definition of irreversible coma: report of the ad hoc commit-
tee of the Harvard Medical School to examine the definition of
brain death. JAMA 1968;205:337–340.

53. Capron HM. Brain death: well settled yet still unresolved.
N Engl J Med 2001;344:1244–1246.

January (1 of 2) 2002 NEUROLOGY 58 25
 at Mayo Clinic Libraries on September 18, 2007 www.neurology.orgDownloaded from 

http://www.neurology.org


 2002;58;20-25 Neurology
Eelco F.M. Wijdicks 

Brain death worldwide: Accepted fact but no global consensus in diagnostic criteria

This information is current as of September 18, 2007 

 & Services
Updated Information

 http://www.neurology.org/cgi/content/full/58/1/20
including high-resolution figures, can be found at: 

 Subspecialty Collections

 http://www.neurology.org/cgi/collection/brain_death
 Brain death

following collection(s): 
This article, along with others on similar topics, appears in the

 Permissions & Licensing

 http://www.neurology.org/misc/Permissions.shtml
or in its entirety can be found online at: 
Information about reproducing this article in parts (figures, tables)

 Reprints
 http://www.neurology.org/misc/reprints.shtml

Information about ordering reprints can be found online: 

 at Mayo Clinic Libraries on September 18, 2007 www.neurology.orgDownloaded from 

http://www.neurology.org/cgi/content/full/58/1/20
http://www.neurology.org/cgi/collection/brain_death
http://www.neurology.org/misc/Permissions.shtml
http://www.neurology.org/misc/reprints.shtml
http://www.neurology.org

