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DEVELOPING THE APPROACH TO POSTMORTEM PRACTICE

IN ACUTE HOSPITALS

Peter W Johnston

Abstract: There is potential to improve the management of death and bereavement in acute
hospitals and an opportunity to do so. The author suggests ways in which improvements
might be brought forward, with particular reference to education of health care profes-
sionals and the public about the role and value of the postmortem. Reform of the consent
process for autopsy to include the opportunity of involvement of pathologists at an early
stage is proposed. The provision of the chance for relatives to receive feedback of post-
mortem data again with pathologist input is also suggested in tandem with the offer of be-
reavement counselling for grieving families. The potential value of the postmortem in
managing bereavement should be studied. It is acknowledged that such intervention could

be costly in resource terms, but if value can be discerned, it may well be worthwhile.
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Introduction

This paper sets out to consider what we in the hospi-
tal community can do to support families through
bereavement with particular reference to the poten-
tial role of the postmortem examination in this proc-
ess. It does not review the findings of the reports
associated with revelations at Alder Hey (Reportl)
or the findings of the McLean Report (Report 2).
Neither does it debate the moral and ethical ques-
tions raised by past practices or the effects of their
revelation. A body of literature already exists on
this subject (e.g. Bauchner and Vinci, 2001; Hunter,
2001). The present article is intended to contribute
to the discussion on how we can develop and im-
prove our handling of death and maximise the value
of postmortem information in acute hospitals. The
developments proposed build on reported and first
hand experience of supporting families who have
been upset by what they have learned about post-
mortem examinations carried out, in some instances,
many years previously.

The publicity that has suddenly highlighted the
postmortem has had an unexpected outcome. It has
presented us with a singular opportunity: we can
now engage the health care professions and the pub-

lic as never before on the subject of death, its man-
agement and investigation. In acute hospitals, death
is still considered a failure of the system and the “we
have lost a patient” attitude prevails. Let us not for-
get that pathology has overwhelmed the patient and
our best efforts have not assuaged it progress. In-
deed, it may have been wrong for us to attempt to
stand in the way of the inevitable. For death re-
mains thus. Chaplains obviously think construc-
tively about this already as a recent article in this
Journal demonstrates (Gordon, 2000). Medical stu-
dents, are taught, “to comfort always” as a sine qua
non of good practice. As members of the caring
professions, then, we must be equipped to deal per-
sonally and professionally with death and the ques-
tions it poses for us and for the relatives of those
who die and so be in a position to deal effectively
with it.

How best can we achieve this? Let us explore ways

in which we might address this question, paying

particular attention to issues associated with post-

mortem examination. In summary, we need to

= educate doctors, nurses and other health care
workers and the public about autopsy practice
and the benefits for individual families and for
medical education and audit that can stem from
1t;
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= reform the consenting process so that patients
and relatives are involved and feel ownership of
the it and, at the same time, ensure pathology
input to give guidance and reassurance as to po-
tential outcomes

= incorporate postmortem feedback by patholo-
gists to relatives as part of a bereavement coun-
selling service in acute;

=  monitor and audit any new practices with an eye
to future development.

Education

Medical students need to learn about death, how it
happens, pathological processes that produce it and
what it looks like. They need to know about be-
reavement and how to deal effectively with recently
bereaved people in a positive and practical manner.
Trusts need to be able to offer services that manage
death actively and deal with the questions a death
brings forward in an open and helpful manner.
What steps can we take towards attaining these
goals?

Experience suggests that many doctors lack specific
knowledge about autopsy procedures — what actu-
ally happens — and potential outcomes. Exposure to
pathology as an undergraduate has become less be-
cause pathology has been to a greater or lesser ex-
tent removed in revised curricula, following the
implementation of the General Medical Council’s
document “Tomorrow’s Doctors” (Anon, 1993).
Many doctors now start practising having never seen
a postmortem let alone considered the issues sur-
rounding it. This apparent deficit has been com-
pounded by the reduction in postmortem rates and,
in relation to those autopsies that take place, a re-
duced proportion of cases where permission has
been granted to use material derived from the ex-
amination as a learning resource. Undergraduate
curricula require to incorporate adequate exposure to
and assessment of pathology and its effects on hu-
man function; not just the management of its out-
comes. Part of this must include exposure to the
autopsy. A way of doing this might be that, like for
other practical procedures, students would be re-
quired to have a set number of postmortems written
up in a log book, revisiting the subject at various
stages in their programme.

Bereavement is another must, to understand the na-
ture of grieving and its potential consequences, as

well as practical measure that might be taken to help
people deal with grief reactions. Objective struc-
tured clinical examination (OSCE) stations could be
used to assess students’ learning in this area. It
might be useful to consider what contributions to
such student learning and assessment chaplains
might make because of the experience chaplains
have of such situations. This would help reinforce,
in the minds of students, the benefits of having
chaplains and medical staff function as parts of a
multidisciplinary team in dealing with death in acute
hospitals.

There are more specific suggestions about the au-
topsy. As noted above, the profile of pathology as
an undergraduate subject has diminished. This must
be addressed in postgraduate medical training to
make up for lost opportunities. Generic pro-
grammes of learning towards developing skills in
obtaining consent are already being contemplated
and seeking consent for autopsy could be incorpo-
rated within such programmes. In addition, doctors
in general need to be made more aware of the role of
the autopsy as an audit tool. Part of this, is the train-
ing of pathologists to look more deeply into the pa-
tient’s condition and management along with the
requesting doctor at the time of the autopsy. The
postmortem is more than simply establishing a cause
of death. It can be used to address questions about
the nature and extent of disease, the response of
body systems to pathology and of the pathological
process to defence mechanisms. It can address is-
sues of response to treatment and efficacy of inves-
tigative methods used during the patient’s life.
Asking appropriate questions is thus vital and is
bound to require discussion between relevant par-
ties. This is an issue with resource implications for
a variety of groups, but if we are genuine in our at-
tempts to examine and audit practice and contribute
to the evidence base, we must see fit to invest in the
autopsy component of audit. The autopsy rate is
very low compared to past practice yet significant
additional information that could have affected pa-
tients’ antemortem management is regularly added
by autopsy (Cameron and McGoogan, 1981, Robin-
son and Marley, 1996; Tse and Lee, 2000). Autopsy
consistently remains the “gold standard” for infor-
mation surrounding people who die.
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Reform

Pathologists, for many years, have been considered
(and have considered ourselves) as being “behind
the scenes”, doctors whose contact with patients has
been minimal. With fine needle aspiration clinics
and integrated clinical meetings, the front line clini-
cal nature of pathology is beginning to be perceived.
The organ retention issue has made this abundantly
clear. There might well be potential benefit in ex-
tending the clinical role of the pathologist to include
direct patient contact in dealing with matters pertain-
ing to postmortem examinations. Many pathologists
will welcome such an extended role; others will not.
Still more (and perhaps from both groups) will see
the need for training in handling new situations. If
the reforms suggested below are to succeed, the op-
portunity for pathologists to develop new clinical
skills will need to be resourced adequately.

We need to involve the public, doctors, nurses and
other groups in a process of change towards fulfill-
ing these needs and educators to facilitate it. It
might be said to be unwise to suggest developing
new aspects of the service that impact on pathology
in the current manpower shortage, but the logical
solution to the needs described above is to have pa-
thologists involved in all of them. This includes the
consenting process. This may be facilitated by de-
veloping a role for a specially trained group of peo-
ple, who would, at the request of the consultant
responsible for the terminal care of the patient in
question, discuss and answer questions from rela-
tives about the process of postmortem examinations.
The matter of consent could rest primarily with such
staff. It would be essential, however, that they have
immediate access to pathologists.

The involvement of pathologists first hand in the
consent process for autopsy parallels the way in
which anaesthetists see patients preoperatively and
discuss the anaesthetic procedure to be used and the
likely consequences. Potential difficulties and risks
can be discussed and an informed judgement
reached on the part of both the doctor and the pa-
tient/relative. Problems in organising such a system
may well occur, but where autopsy is proposed, a
more formalised consenting process might be useful
to replace the current, often difficult, circumstances.
Straight forward fact sheets encompassing com-
monly asked questions might form a useful starting

point from which to broach the subject of autopsy.
This could then lead on to discussion as part of the
consent process. Any questions at this stage might
usefully be referred to the pathologist. All discus-
sion should be fully documented as part of the pa-
tient’s case record.

The main advantage of pathologists’ involvement in
the consent process is that pathologists can tell rela-
tives what can or cannot be done under specific cir-
cumstances.  For instance, an autopsy cannot
provide detailed information about a degenerative
neurological condition without taking the brain and
spinal cord, retaining it for adequate fixation and
processing before histological examination to allow
diagnosis; pathologists cannot comment on the clas-
sification of a tumour without keeping tissue for
microscopic diagnosis. This, in turn requires that
tissue is kept for processing and later microscopy,
all of which requires several days or, in the case of
whole organs, several weeks. Conversely, limitation
of ability to answer questions could be explained if
limited consent was to be given. The point is simply
that if a postmortem is to be carried out, it is our
collective duty to ensure we make best use of the
opportunity — the dead person and his or her family,
deserves no less. This does not mention our obliga-
tion to learning, audit and research. Experience
suggests this point is well accepted by families. It is
necessary to acknowledge, however, that such a
scheme will have resource implications as it repre-
sents development of the role of the pathologists
beyond what is currently the norm.

There is a further advantage for patients and pa-
thologists. Pathologists would be visible as integral
to the care of patients and their relatives. This
would have advantages for relatives who would see
the human face of pathology and realise pathologists
are, like their colleagues, caring doctors, not the
imagined ghoul as recently suggested. Other speci-
alities would also usefully see this role and patholo-
gists themselves would benefit from being
recognised as central players in such a clinical care
scheme. This may even have advantages for re-
cruitment into the discipline.

Education and awareness of the public are also mat-
ters of central concern. It is necessary to talk more
openly than has been the case about post mortem
care. The fact sheets about postmortems referred to
above might be quite widely available, for example
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in GP surgeries and in routine hospital admission
packs — we can no longer tacitly ignore the fact that
death is a potential outcome from a hospital admis-
sion. Risk assessment is not about assessing the risk
of missing the bus. When doctors talk to patients
about risk, the discussion is about chances of sur-
vival and of regaining independence. Patients, it is
argued, are no strangers to considering this issue.
Accurate information must be widely available, not
hidden away or considered too unpleasant to dis-
cuss.

All this implies that relatives are eager for involve-
ment and access to full information. The McLean
Report (Report 2) makes it clear that options regard-
ing the autopsy procedure and the handling of mate-
rial used for microscopic diagnosis have to be
offered to relatives. Some, maybe many, relatives
will not wish such information. Giving it to them
when they do not want it may be harmful (Alexan-
der, 1999). We must be sensitive to patients’ and
relatives” wishes respecting the level to which they
want to be informed. This may be difficult given
current guidance.

Feedback

A useful component of a new active bereavement
management service would be that relatives could be
invited to feedback clinics where they, in the pres-
ence of the doctor who referred the case to the pa-
thologist for postmortem, could be given
information obtained at autopsy and the findings and
their potential implications discussed. For example,
the finding of a large heart in a sudden collapse in
the absence of ischaemic damage might suggest a
cardiomyopathy which would, in turn, indicate the
value to the family of genetic and functional investi-
gations and allow calculation of risk factors for fu-
ture generations. It has been acknowledged that
access to such information that others might classify
as “difficult” can be beneficial to families if they
wish to have it; conversely, witholding information
may also be damaging (Alexander and Klein, 2000).
It would also provide the opportunity for relatives to
receive bereavement counselling to help manage
grief reactions in a positive way. It is suggested that
provision of postmortem data may be valuable to
relatives in managing their grief and so may facili-
tate bereavement counselling. This hypothesis could
form the basis of an interesting and useful study to
establish what, if any, benefits arise, to whom and

how they may be optimised as the literature suggests
it has not yet been tested explicitly (Doyle, 2000)

Resource implications arise again: a feedback clinic
would probably get through about three cases in a
session on the basis of 45 — 60 minute appointments.
And so additional pathology consultant sessions
could be calculated on this basis. Some disciplines
(most notably neonatal paediatrics and obstetrics)
already routinely see relatives (essentially parents)
following a death and autopsy for the purpose of
feeding back to the family. For other clinical spe-
cialties and for those already dealing with bereave-
ment, resource implications would need to be
included. Similarly, counsellors would need to be
employed. Secretarial and administrative costs as-
sociated with this service expansion would also need
to be included. The formal study and audit of such a
scheme would also have cost implications but would
provide evidence crucial to continued implementa-
tion.

A potential difficulty arises in circumstances where
a death becomes the subject of investigation by
procurators fiscal or equivalent legal authority. Ac-
cess to information gathered by the postmortem
might necessarily or simply by established practice
be restricted. This situation might be seen as un-
helpful by doctors and relatives alike. Although
informal routes for the flow of information doubtless
exist, these may not be optimal and very probably
rely on opportunity and good working relationships
between staff concerned. This is an area of practice
that might usefully be examined to maximise the
benefit of autopsy derived information for relatives
for whom the range of choices has diminished be-
cause of the legal nature of the investigation.

Conclusion

So, where does this leave us with the autopsy? It is
interesting reading comments related in recent re-
ports that relatives value the information provided
by postmortems. This is backed by recent local ex-
perience among relatives who are experiencing great
difficulty dealing with the retention of organs from
postmortem examinations and the consent process
they underwent before hand. The most difficult
thing for these people appears to be their lack of
input and loss of control of a situation, not the sub-
sequent procedure. The conclusion is that postmor-
tem services need to be made more personal and
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acceptable to relatives. Doctors, nurses and other
health care professionals (and funeral directors)
need to be educated about postmortem practice and
the benefits the information provided can supply to
grieving relatives as well as to doctors and medicine
in general. We need to manage death as part of the
normal process of care in acute hospitals and trans-
fer the focus of care from the dead to the living rela-
tives with the offer of bereavement counselling.
This will need time, effort and money, research and
development. Some of this will be hard and pa-
thologists are already overstretched. But, if we and
our political masters are genuine about improving
health care and involving patients in their own man-
agement, these are steps we might just have to take.
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