Proposed Issues to be addressed by the Office of Decedent Affairs:


Information provided to surviving family members:

1. List of local funeral homes and cremation services with their addresses, phone numbers and updated pricing list. 

2. Fact sheet on the Northern Virginia Medical Examiner’s Office, including phone numbers, contact personnel, and information regarding how to obtain a copy of the autopsy report, toxicology report and CME-1.

3. Fact sheet on organ and/or tissue donation.

4. Fact sheet on the Virginia State Anatomic Program.

5. General information sheet with Unit Manager’s phone numbers, patient care representative, etc with expression of sympathy (see sheet from Fairfax Hospital).

6. Information on crib deaths, miscarriages and neonatal losses.

7. Local community contacts for survivors of various types of losses: cancer, accident, suicide, homicide.

8. Letter of thanks from Potomac Hospital after organ or body donation.

Autopsy Consent:

1. Clarify and educate personnel re order of survivorship and autopsy consent in non-ME cases.

2. Clarify power of attorney re autopsy permission.

3. Family members should never sign autopsy consent forms on ME cases. This creates the expectation that an autopsy will be performed, when in fact the Deputy Chief ME may NOT perform an autopsy. This can also create a serious problem if the family signs for a limited autopsy and a brain exam is required by the ME.

4. Standardize consent forms for autopsy and create room on the consent form for the family to list concerns or questions that they would like addressed by the autopsy.

5. Ensure that all autopsy requests are received in the Dept. of Pathology in a timely manner.

6. Do not obtain consent on cases which cannot be autopsied at our facility, e.g. Jacob-Creutzfeldt, infectious encephalitides.

7. Requests for post-mortem examinations should be generated by the attending physician, consulting physician or family members assuming financial responsibility for the body. In some cases nursing personnel have been interested in the cause of death and have requested an autopsy. In several cases  an autopsy was performed without the attending physician being made aware of the RN generated request.

8. It is generally accepted that an autopsy should be pursued in ALL neonatal and pediatric deaths.

9. The placenta should always be submitted in any fetal or neonatal death.

Medical Examiner Cases

1. Education of hospital personnel and physicians regarding ME cases, e.g. hip fractures, death related to an injury occurring years before, deaths occurring in close association with a seemingly minor accident, etc.

2. Continue to provide EMT notes to ME. These are extremely valuable tools and must be forwarded with the chart.

3. Disposition of bodies in late stages of decomposition at times when ME office is not open.

4. Education of nurses and/or UM regarding preparation of ME cases for viewing by relatives. Evidence preservation takes precedence over aesthetics in these cases.

5. ER does not need to declare ME cases DOA if local ME is available.

6. Although the UM here have routinely attached toe tags in ME cases in the past, this really should be handled by the police. It is their responsibility to verify the identity of the deceased. Most jurisdictions have their own toe tags and the tag should not be affixed prior to the police establishing the identity of the decedent.  A John or Jane Doe can be used until this process is completed.

Disposal Issues

1. Standardize procedures for disposal (funeral home cremation) for fetuses after the 72 hour waiting period is up. Decide who will keep the disposal forms during this time.

2. Fetuses “on hold” in the morgue or histology area sometimes for months because the mother did not decide re disposal before discharge from the hospital. We should have a default policy that permits cremation after 1-2 weeks if the mother has not made a decision.

Preparation of Bodies 

1. Removal of medical devices prior to autopsy is not recommended, although this occurs routinely. If these devices are removed prior to autopsy, we cannot verify the correct placement of, for example, the endotracheal tube, feeding tube, central line, etc.

2. Shrouds currently in use have defective zippers, allowing release of body fluids and increasing risk of fluid exposures. 

Private versus In-patient Autopsy

1. Clarify policies regarding private (DER and DOA cases which are not ME cases) autopsies with regard to performance of autopsies, pricing and payment for autopsy.

2. Clarify policies regarding autopsy requests for patients recently treated at another local facility (e.g. Kaiser Permanente patient who expires 2 days after cardiac surgery at Fairfax Hospital, which has a “ free” autopsy policy if the death occurs within a certain time of treatment there).

3. Clarify issue of MD declining to sign DC unless there is an autopsy.

4. Discuss payment issues for in-patient deaths when the MD desires an autopsy and the family does not want to assume financial responsibility.

5. Review pricing structure and reimbursement issues for autopsies.

Organ Donation and Transplant

1. Track adherence to policies regarding requests for organ/tissues.

2. Community outreach and education regarding organ/tissue donation.

3. Coordinate transplant services and enhance recovery rates.

4. Thank-you to families consenting to organ/tissue donation.

The Autopsy

1. Improve autopsy rates, particularly for those types of cases for which the Medical Staff has recommended an autopsy be pursued.

2. Document efforts to obtain an autopsy on the patient’s medical record.

3. Present autopsy conferences.

4. Encourage attendance by the patient’s physician at the autopsy.

5. Improve turn around time for the final autopsy report.

6. Consider having autopsy conference with family, pathologist, and attending physicians.

Miscellaneous Issues

1. Disaster planning: storage of more than 6 bodies at one time.

2. Improve response to a body fluid exposure by police/EMT/hospital personnel to expedite post exposure prophylaxis.

3. Explore cultural differences in dealing with death and obtain information regarding burial practices, customs and requirements for diverse ethnic and religious groups.

4. Rapid response to situations in which the decedent’s relatives or contacts may also be at risk, e.g. CO poisoning, infectious disease contact, etc.

5. Feed back from families should be solicited and responses formulated as necessary.

6. Simplify the paperwork and try to have as few people dealing with the families as possible to maintain continuity.







Respectfully submitted,

Ann K. Fulenwider, MD

Chairman, Department of Pathology

