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DIFFICULT SUBJECTS:  GIVING BAD NEWS, ADVANCE DIRECTIVES, 
CODE STATUS, NOTIFICATION OF DEATH AND REQUEST FOR AUTOPSY 

 
I.  Giving “Bad News” 
 

A SIX-STEP APPROACH FOR GIVING BAD NEWS 
(EPEC, 1999) 
 
1. GETTING STARTED 
 

Avoid public places. 
Allow time. 
Attempt to hold pages and calls to avoid interruption. 
Determine who should be in the room (patient and who else?). 
 

 
2. WHAT DOES THE PATIENT KNOW? 
 

“Help me to understand your impression of your illness?” 
“What have the doctors told you about your medical condition?” 

 
 

 
3. HOW MUCH DOES THE PATIENT WANT TO KNOW? 
 

“Would you like me to tell you the full details of your condition?  If not, is there someone 
else you would like me to talk to? 
 

 
4. SHARING THE INFORMATION 
 

Give the information, then stop. 
Use simple, straightforward language. 
Use silence to give people a chance to respond. 
 

 
5. RESPONDING TO FEELINGS 
 

“This news must be very frightening for you . . .” 
“Tell me more about how you are feeling . . .” 
 

 
6. PLANNING AND FOLLOW UP 
 

Make sure there is a plan agreed on with a follow up appointment made.  Consider a call 
to the patient that evening 
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II. Advance Directives and Code Status 

A. What is an advance directive? 
 

An advance directive is the expression of an individual regarding his or her wishes for 
care in the event of an illness which renders him or her incapable of participating in the 
decision making process. 

 
Advance directives can be in a variety of different formats, from simple statements made 
to family members and friends to formal legal documents. 

 
In Illinois, there are two legal types of advance directives:  a living will and a durable 
power of attorney. 

 
B. Why should physicians be concerned with advance directives? 

 
There are three reasons:  beneficence, legal, and practical. 
 
If you respect your patients and desire that they receive the kind of care that they want 
for themselves, then you need to find out what are their wishes.  Taking the time to assist 
a patient with the formulation of an advance directive is a way to make sure that you give 
the best of care for your patient when she or he is critically ill. 
 
Legally, the federal government requires all institutions that receive Medicare or 
Medicaid funding to inquire if patients who receive care have an advance directive. 
Practically speaking, this means all patients admitted to a hospital or who join an HMO 
or organized practice group. 
 
Practically, many  crises can be avoided by having some sense of what a person would 
want for medical care before the person is so sick he or she cannot speak for themselves. 

 
C. How do you ask a patient about advance directives? 

 
Raise the topic:  "Do you have an advance directive of your wishes for health care?" 
 
Be ready to explain what you are talking about: 

 
“Many people have filled out a document called a living will or a durable power of 
attorney for health care that gives an indication of what types of care they would or 
would not want to receive in the event they were not able to speak for themselves?  Do 
you have either a living will, or have you asked someone to speak for you if you became 
too ill to speak for yourself?" 
Give them a copy of the Illinois document for advance directives.  Be ready to give 
further explanations: 
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1. Appointing an individual as durable power of attorney may be the best choice for 
people who have someone they trust and know well. 

2. It allows the surrogate decision-maker to speak with the knowledge of the patient’s 
wishes and goals and gives the physician a person with whom to discuss various 
possible tests, treatments, and prognoses. It comes into effect only when the patient is 
unable to participate in decision making as a consequence of illness. 

3. The durable power of attorney should know the patient well enough to have a good 
sense of what choices the patient would make. 

4. Some individuals prefer to use a living will. Living wills allow an individual to 
express herself/himself exactly as to his or her desires. Unfortunately, there are 
restrictions on exactly when a living will comes into effect and sometimes the wishes 
a person writes down can be imprecise and confusing for caregivers. 

5. If there is no formal advance directive, physicians will normally ask the next of kin 
for information regarding a person's wishes for care (in Illinois the next of kin 
hierarchy is outlined in the Illinois Surrogate Act).  A durable power of attorney 
streamlines this process and may help obviate the possibility of conflict between 
family members. 

 
D. Code Status 

 
What are you asking about? 
A concern in caring for  patients, particularly hospitalized patients, is what should be 
done if the person were to suffer a cardiac and/or respiratory arrest.  In other words, what 
will be done when a patient dies. Unless there is a specific DNR (do not resuscitate) 
order on the patient's chart, during a cardiac arrest a “Code Blue”  in Loyola language 
will be called, and the patient will receive CPR and probably be intubated in an 
ATTEMPT to restore circulatory and ventilatory function. 
 
A DNR order does not address any aspect of care other than preventing the use of CPR 
 
When do you ask? 
There is no clear answer.  One certainly needs to address this with seriously Ill patients in 
the context of their overall goals of care. Asking every patient admitted to the hospital 
about code status can be a bit awkward as some may feel that the patient is being 
unnecessarily frightened about an unlikely possibility.   
 
How do you ask? 
The question should come up as part of a discussion about the person's care plans and not 
be an isolated question out of the blue.  Sometimes, an emergency can make this 
discussion more abrupt and terse than one would want.  Specifically, however, 
discussions about code status should include the plans for diagnosis and therapy and then 
a discussion of how resuscitation would or would not fit into the care plan. 
 
For example, an otherwise healthy 50-year-old woman is admitted to the CCU with a 
myocardial infarction.  Explain the plans for care (monitoring of EKG and blood 
pressure, medication for pain, and further diagnostic and therapeutic studies as indicated), 



PCM 2  Semester IV 
Theresa Kristopaitis, MD 

F:\2012-13\Lectures\Ethics Difficult Subjects\Difficult subjects 2012.docx Revised:  02/26/13 

ask her if she has any questions, discuss with her if she has any particular concerns or 
fears, and ask her about advance directives.  I would make it clear that I planned to treat 
her aggressively and use all the resources of the intensive care unit as needed, including 
emergency treatment of arrhythmias and vigorous support should any breathing problems 
develop. 
 
As another example, a 50-year-old man is admitted with widely metastatic lung cancer 
and respiratory distress.  One approach would be to discuss the plans for diagnosis and 
how you plan to make the patient more comfortable.  Explain that some people may be 
concerned about being on a ventilator or having CPR.  Describe that given the patient's 
condition these treatments are not likely to do more than increase pain and discomfort 
without extending life. 
 

 In a case somewhere between these two extremes, consider the likelihood that an attempt 
 at resuscitation would be of benefit in this patient (i.e., would allow a person who would 
 otherwise die to leave the hospital with some degree of cerebral function), and discuss 
the  question of code status in the light of that determination.  The general public has an 
 inflated perception of CPR success. While most people believe that CPR works 60-85% 
 of the time, in fact the actual survival to hospital discharge is more like 10-15% for all 
 patients, and less than 5% for the elderly and those with serious illnesses.   

 
 
 

III. When a Patient Dies 
 

a. What do you do when a patient dies? 
 

The patient needs to be pronounced dead, the family notified, request for autopsy made, 
and the death certificate completed.  (If there is an autopsy, the pathologist will often 
complete the death certificate.) 
 
Prior to notifying family and requesting an autopsy, one should consider if the death 
needs to be referred to the local medical examiner's office.  The rules for referral will 
vary depending on the jurisdiction.  In general, however, any death caused by violence, 
sudden deaths in healthy individuals, and deaths that occur in the setting of some 
accident (e.g., an elderly woman slips on the ice and breaks her hip, in the emergency 
room she has a heart attack and dies-the case should be discussed with the medical 
examiner's office) need to be referred to the medical examiner.  The medical examiner's 
office will either accept the case and order an autopsy (regardless of the wishes of the 
family), or it will allow the local hospital to do the autopsy and request notification of 
results, or it will waive interest in the case. 

 
b. How do you notify family about the death of a relative? 
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Notifying relatives about the death of a loved one can be difficult, with much depending 
on the circumstances of the death. Good communication with the family prior to the 
death usually makes this task relatively easier. Sudden deaths that occur in the emergency 
room or shortly after admission or unexpected deaths in the hospital are more difficult. 

 
c. If the family is present at the hospital, make sure that you have made an 

effort to speak with them, if at all possible, prior to the patient's death. 
 

This could have a number of different scenarios: 
i. A patient with a severe trauma or a cardiac arrest in the emergency room  

who is clearly not doing well or a “stable” hospitalized patient who has 
suddenly decompensated :  ask a member of the team to go out and speak  
to the family, explaining the circumstances, that all measures are being 
done to help the patient, that the family member is doing poorly and that 
you will keep the family as fully informed as is possible. If at all possible, 
an individual should stay with the family to answer questions and provide 
support. At Loyola, a chaplain may stay with the family and help with 
communication.  

 
ii. A hospitalized patient who is doing poorly: the key here is to  

communicate as much as possible with the family and let them know what 
is happening as well as provide support for the family. 

 
iii. In either scenario, it is important that the physician come and speak with 

the family as soon as possible once the patient dies. 
 

It is best to be straightforward, brief, and clear while showing respect and 
concern:  "I have some sad  news.  Your mother has just died.  I am very sorry for 
your loss.” 

 
iv. Be ready to answer family questions accurately, briefly, and without being 

defensive. 
 

v. Usually families may choose to visit with the body of their loved one prior 
to leaving the hospital.  Once the staff has made the body ready for 
viewing, invite the family to come in.  If possible, the presence of a 
chaplain can be very helpful. 

 
 
 
 
 
 

d. Phone Notification of the Death of a Family Member 
 

i. Whom do you call? 
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Look in the front of the chart under next-of-kin.  If that person is not available, check 
with the nurse who may have other names written down on the nursing summary. 

 
ii. What do you say? 

 
It depends on the circumstances of the death. 

 
iii. Phone calls from the Emergency Room 

 
These are very hard, and it is easy to imagine how horrible it would be to get this 
news about someone we love. 
Introduce yourself "This is Dr. Jones from Loyola University Medical Center."  Make 
sure you are speaking with the right person-you want to speak with a close relative, 
not the cleaning lady or, even worse, a wrong number.  "I need to speak with a family 
member of Mr. John Doe." 
 
At many emergency rooms, the person who calls will try to get the family members to 
come in and not tell them immediately about the death. 
 
This may not be always practical, if the person has died a long distance from home. 
 
"Mrs. Doe, your husband has been brought to Loyola University Medical Center 
after a very serious auto accident. Can you get a friend or relative to bring you to the 
emergency department?" 
 
In this era of mobile phones, ask the family member/next of kin if they are in a 
situation in which they can  have a conversation. If they are driving, advise them to 
pull over.  

 
iv. Deaths in the hospital 

 
The process of notification may be bit less traumatic if the patient’s death was 
expected.  Make sure you have the next of kin, identify yourself, and explain the 
reason for your call: "I am sorry to tell you that your husband passed away a few 
minutes ago."   
 
Ask the family member if they wish to come to the hospital to see their loved one.  
The nursing staff will keep the patient in their room until the family arrives (unless 
there is undo delay ie more than several hours to their arrival).  
  
e. Asking for Autopsy Permission 

 
Even in an age of MRIs and other imaging wonders, autopsies provide useful information 
and can bring surprises that will alter the way you take care of other patients. 
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i. Who can give permission for an autopsy? 
There is usually a right of next of kin to authorize a postmortem examination. In 
Illinois the hierarchy is as follows: 
Surviving spouse,  or parents* or legal guardian of a minor 
Adult children* 
Parents* or siblings* of legal age 
Grandparents, or grandchildren* of legal age 
Aunts and uncles* 
Cousins* 
 
*the authorization of only one is necessary, unless, before the postmortem 
examination performed, any other having equal right object in writing or by 
telephone or telegraph, in which case the authorization shall be deemed insufficient. 

 
ii. How do you ask? 

"I need to ask your permission about conducting a post-mortem examination on your 
wife.  The purpose of the exam is to get a better understanding of the causes of your 
wife's death as well as to learn with the hope of providing better care in the future.” 

 
iii. Be ready to answer some questions: 

People who are autopsied can still be shown in an open casket. 
The autopsy is similar to a surgical procedure and it is done with respect. 
The primary physician should share the results of the autopsy with the family. 

 
If the family is reluctant, consider requesting a limited autopsy: "I understand that 
you are reluctant about a complete exam, but would it be possible to conduct a 
limited examination of the (thorax and abdomen)?" 
 
Realize some religions do not normally permit autopsy examinations: Orthodox Jews 
would allow an autopsy only if there was a real likelihood that the results from the 
autopsy would be valuable in saving the life of another identifiable person (not just 
the vague "help medical science"). 
 
If the family member agrees, make sure you do the paperwork correctly.  This means 
getting a signature in person and, if a phone permission, making sure the call is 
witnessed.  At some hospitals, you need to call a hospital administrator prior to 
performing the autopsy to make sure all the legal requirements have been fulfilled. 
 
If the family member refuses, be polite and thank them, again express your sorrow 
over the death of their loved one, and make sure you have answered any questions. 
 
In cases where there is great interest in a post-mortem examination and the family is 
reluctant, it may be appropriate for the attending or primary physician to call and 
make the request, explaining the exact reasons why. 
 

4. Autopsy Refused based on Cultural/Religious Beliefs 
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f. Organ Donation 
 

  i. As required by the Center for Medicare and Medicaid Services Conditions 
    of Participation in the Medicare Program, hospitals must refer all 
deaths to    the Organ Procurement Organization (for Loyola this is the Gift of 
Hope     1-800-545-GIFT ). 
  
   In the event brain death is imminent, hospital staff call the Gift of Hope.   
   Gift of Hope staff perform on-site evaluation of the potential donor.   
   Hospital staff keep the Gift of Hope informed.   The physician and/or  
   hospital staff  introduce the Gift of Hope personnel as a member of the  
   team.  The Gift of Hope requests donation from family and provides  
   expert and specific information so the family can make an informed  
   consent. 
 
   In the event cardiac death has occurred, the Gift of Hope is notified.   
   The Gift of Hope determines, by phone, eligibility for donation and if  
   appropriate will present the donation option with the next-of-kin. 

 
g. Death Certificate 

The medical certification of death shall be completed and signed within 48 
hours after death by the physician in charge of the patient’s care  (residents may 
complete the death certificate)  for the illness or condition which resulted in 
death, except when death is subject to the   coroner’s or medical examiner’s 
investigation. (Vital Records Act 410 ILCS 

 535/18 Sec. 18.2) 


