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EDITORIAL

The publication of the multi-society-endorsed South African (SA) Brain 
Death Guidelines in this issue of the SAJCC are both comprehensive and 
well timed.[1] 

Firstly, the document makes the important distinction between 
circulatory and brain death. This is pertinent in the times we are 
living in. The current COVID-19 pandemic has led to the need for 
many difficult decisions around end-of-life care from those working in 
intensive care. The recent publication of a series detailing the apparent 
futility of cardiopulmonary resuscitation of COVID-positive patients is 
an example of such stressors, and their consequences.[2] Moreover, many 
of these patients were not brain-dead, making the decisions all the more 
taxing on the emotions of caregivers. The issues around futility or non-
beneficial therapy and the ethical dilemmas around withdrawal of such 
treatment evokes much emotion as well as legal discussion.[3,4]

The current guideline is comprehensive in that while it addresses 
in detail the diagnosis process for brain death, it additionally defines 
and addresses clinical determination of circulatory death, a far more 
common clinical scenario that is often the task of the junior staff on 
duty in our public facilities. Furthermore, the document discusses these 
matters in both adults and children, highlighting the exclusions that 
apply.[1]

This emotional burden and the often irrational fears around the 
concept of brain death make the publication of this document useful for 
clinical decision-making, and the guidelines also cover the medicolegal 
aspects well. Of more significance is the fact that they are not just the 
work of one individual reviewing the literature – a Delphi methodology 
and a multi-society approach was used to ensure that the concerns of all 
parties were addressed, and that the best-practice concepts were agreed 
upon.

Why focus on ‘brain death’? Simply put, if the testing for brain death 
is not correctly done, not only will potentially salvageable patients be 
missed, resulting in unnecessary death, but organ procurement and 
transplant programmes will become mistrusted or defunct. Also, when 
it comes to the testing of brain death, there is much confusion when 
reading international guidelines as to who should perform the tests. 
In the SA context, there has been much misinformation, including the 
suggestion that a neurologist or neurosurgeon must be present; however, 
this is not the case. These views were probably influenced by international 
documents that advocate this.[5] In SA, any two doctors can perform the 
tests, as long as both are fully registered for independent practice and at 
least one has 5 or more years’ experience as a registered practitioner, and 
provided neither is part of the transplant team.

The testing process is outlined in detail, specifically mentioning the 
prerequisites prior to brain-death assessment, such that confounding 
variables are suitably addressed. Importantly, the use of ‘sternal rub’ as 
a pain stimulus and the ‘doll’s eye’ reflex are no longer recommended. 
This has important implications for our emergency medical services 
colleagues, who have both these tests as part of their criteria for 
diagnosis of death (personal knowledge of Declaration of Death form).

The performance of the apnoea test and the differences in the 
technicalities in children and patients on extracorporeal membrane 
oxygenation (ECMO) are clearly presented. Finally, the role for ancillary 
testing and the options for such testing are elucidated. 

The main reason brain-death testing is carried out is for potential or actual 
organ procurement, as mentioned above, along with the need to withdraw 
treatment in cases of non-beneficial therapy. The need for organs in SA is 
huge – there are around 5 000 patients awaiting kidney and liver transplants 
alone, not to mention cornea, skin and bone grafts, among other organs.[6,7]

There are a number of ethical issues around the brain-dead patient, 
particularly while awaiting confirmation of brain death. Social justice 
in the public sector may demand that accommodation of such patients 
be deferred in place of a patient needing an intensive care unit bed who 
is imminently salvageable, thus precluding formal brain-death testing 
and organ donation. In the private sector this may be less of an issue, 
such that transferring the body to the private sector for accommodation 
is a consideration, so long as organ-sharing agreements are in place.[6] 
Additionally, there appears to be some mistrust of the biomedical system 
by sectors of the public after the ‘kidneygate’ saga in 2001.[7] Etheredge 
also mentions the problem of the need for final family consent, as the 
family can overrule an expressed wish from a family member to become 
a donor – donors are lost while awaiting such permission or when 
the family denies donation.[7] This view is endorsed by Slabbert, who 
explains that there is no national waiting list (or registry), nor is organ 
transplantation a national priority.[8] This lack of priority is associated 
with a massive dialysis workload, and with many patients being denied 
access to dialysis.[9]

Finally, it is important that the criteria for circulatory death have been 
discussed in detail in the new guidelines.[1] This is because the possibility 
of so-called deceased cardiac donor is being explored more commonly 
in SA, particularly in the context of non-brain-dead traumatic brain 
injury cases who are facing therapy withdrawal. The family can consent 
to donation and once circulatory death is declared, the transplant team 
have around 30 minutes to harvest the vulnerable kidneys and liver. 
Other organs (cornea, skin and bone) may be harvested later with no 
undue effect.[6]

In conclusion, the new SA guidelines for the determination of death 
hold important educational and practical implications for the practice of 
medicine, therapy withdrawal for non-beneficial treatments and organ 
procurement in SA.
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