Consultation Sheet of Brain Death Determination for Comatose Patient on Ventilator

Serial No Hospital

1. ( )

Primary disease (diagnosis, onset, course, surgery, anesthesia, etc.)

2. Possible cause and onset of coma
3. Time on ventilator
4, Vital signs
T °C P BP__ /  _mmHg
S )

Medications (drug name, dosage, route of administration, time of last dose, etc.)

6. Relevant tests and laboratory data

Signature:

Date and Time:




( )*
Check List of Brain Death Determination for Comatose Patient on Ventilator

Serial No: Hospital:
1 BP: mmHg P min T °C
2. Glasgow coma scale E V M
Totd
3. Time of onset of deep coma ( 5 5 )
4, Time when the ventil ator was applied
5. Cause(s) of coma ( v Mark with  v" intherelevant box)
0 Neurosurgery O Head injury
O SAH O Brain hemorrhage
0 Cerebral infarct O Brain tumor
0 Brain abscess O CNS infection
O Hypoxia O Hypothermia
O Metabolic or endocrine disturbance O Drug intoxication
O Others (
0 Unknown
6.
Check the following signs, and when any of these signs are present, register the time of occurrence.
Yes No Time
D Depends on ventilator................ O O
Absent Present
()] Spontaneous movements........................ O O
(©)
Decorticate or decerebrate abnormal postures............... O
4 Epilepticjerking........ccooovvvieviiiiiiinnnns O
7. Testing of brainstem reflexes
Absent Present U( R)
@ - Oculocephaicreflex..........cooeviviiiiinnnnnn. O O O ( )
2 Pupillary light reflex................cooeni O O O ( )
3 Corneal refleX.......ooovviiiiiiii i, O O O ( )
(@] - Vestibulo-ocular reflex...................... O O O ( )
(5)
Motor response within the crania nerve
digtribution in response to adequate stimulation of any
SOMBLIC AL .. .ttt et e e e e e e e e aee e O O O ( )
(6)
Gag reflex or reflex response to the bronchia stimulation. O O O ( )

Signature:

Date and Time:




Check List for Brain Death

Serial No: Hospital:
(D) (T 0 (D) (T ‘O
v' Mark with v in the Yes No Yes No
relevant box
1.
All the preconditions have been fulfilled O O O O
2.
All the possible causes of reversible coma have been O O ] O
excluded
3. Duration of observation period Hours_  Minutes
4. The following conditions ascertained Yes No Yes No
(A) Glasgow Coma Scale scored 3 J [l [l
(B) Depends on ventilator O O O O
© Absence of the following signs Absent Present Absent Present
8 Spontaneous movements O O I I
@ U U O O
Decorticate or decerebrate abnormal postures
3) Epileptic jerking O O] L] L]
S. Brainstem reflexes
(A)
|____If snoe eisgtcannot be tsetdestat e _etrémsons
(B)
Absence of brainstem reflexes ascertained Absent Present Absent Present
(1) Oculocephalic reflex Ul Ul O ]
2) Pupillary light reflex O O O ]
3) Corneal reflex O O O ]
4) Vestibulo-ocular reflex O O O ]
) (] (] (] O
Motor response within the cranial nerve distribution in
response to adequate stimulation of any somatic area
(6) (] O O O
Gag reflex or reflex in response to bronchial stimulation
by a suction catheter passed down the trachea
6. Yes No Yes No
(1) 100% 10 O ] ] O
Preoxygenate with 100% O, for 10 minutes
2  95% 5% 5 0 O
PaCO, 40 mmHg PaCO,: PaCO,: PaCO,: PaCO,:
Administer 5% CO, in 95% O, for 5 minutes to ensure PaO,: PaO,: PaO,: PaO,:
pre-testing PaCO, of 40 mmHg
3) 100% O O O O
6
Disconnect the ventilator and insufflate the trachea with
100% O, at 6L/min through the intratracheal catheter
passed to the carina
@ 10 O O O (|
PaCO, 60 mmHg PaCO,: PaCO,: PaCO,: PaCO,:
Maintain disconnection for 10 minutes and check arterial | PaQ,: PaO,: PaO,: PaO,:
blood gas to ensure final PaCO, over 60mmHg - -
®)
Absolute apnea ascertained = = 0 =

Signatures

Date and Time




