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Background: Performance of procedures on the re-
cently dead for physician training is controversial. It has
been suggested that permission be obtained. We inves-
tigated whether patients and family members would grant
such permission or if even this request might anger the
recently bereaved.

Methods: Physicians administered identical surveys to
adult emergency department patients and family mem-
bers in Brooklyn and Oslo to determine their willing-
ness to consent for teaching of specific invasive tech-
niques in the event of their own death or that of a family
member. Demographic factors and location (culture) were
assessed for effects.

Results: Willingness to consent was directly related to
age of decedent and inversely related to perceived inva-
siveness of the procedure at both sites. In every sce-
nario, respondents in Brooklyn were much less willing

to grant permission (2- to 2.5-fold) than were those in
Oslo. In Oslo, respondents were more willing to con-
sent for their own bodies to be used as training tools than
that of a relative. In Brooklyn, 48.5% would be angry if
approached for permission compared with only 8.4% in
Oslo (P�.001).

Conclusions: Asking for permission to perform proce-
dures on the recently deceased for physician training pur-
poses may often anger the bereaved. The emotional
response to the consent request may be culturally deter-
mined. Increased willingness of individuals to permit
the use of their bodies in the immediate postmortem pe-
riod suggests that a preauthorization program similar to
organ donor cards might be acceptable, successful, and
ethical.
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P HYSICIANS MUST BE SKILLED IN

several lifesaving proce-
dures that, when necessary,
must be performed rapidly
and skillfully. Modalities to

teach these invasive skills include didac-
tic lectures, videotapes, animal models,
mannequins, live patients (in the operat-
ing room, emergency department, or other
bedside settings), and cadavers. Each
method has specific advantages and draw-
backs.

When a medical novice performs a pro-
cedure, the risk of harm to the patient in-
creases, even under direct expert super-
vision. This risk is accepted daily in
hospitals worldwide, because it is in the
best interest of society to train compe-
tent physicians. Because of the risk, some
defend the use of newly dead patients for
teaching and perfecting invasive skills.1-3

In many institutions, this practice is com-

monplace,4 but few have written policies
addressing this issue.5 This practice may
make certain staff members uncomfort-
able,6 and it raises several ethical consid-
erations, specifically whether family con-
sent is required. In 2002, the Council on
Ethical and Judicial Affairs of the Ameri-
can Medical Association encouraged ob-
taining consent from family members for
these postmortem procedures and the de-
velopment of “institutional policies that ad-
dress the practice of performing proce-
dures on the newly deceased for purposes
of training.”7(p1215)

Several studies indicate that it is fea-
sible to elicit family consent to practice re-
suscitation skills, even based on a brief
emergency department interaction.8,9 Ad-
dressing bereaved relatives is one of the
most difficult tasks a physician must face.
Although requests for autopsy and organ
donation have become common, there is
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concern that approaching family members regarding is-
sues of consent may elicit a hostile response. This study’s
objectives were 3-fold: to assess whether family mem-
bers would consent to allow postmortem procedures for
physician teaching purposes, to determine whether fam-
ily members would be angry at being approached with
this request, and to assess whether these responses might
vary cross-culturally.

METHODS

A physician-administered survey was conducted by personal
interview (R.M.M., A.S., M.H, O.O., and J.T.F.) on a consecu-
tive sample of patients or family members 18 years or older at
2 emergency department sites with differing patient popula-
tions. The sites were The Brooklyn Hospital Center (academic
and clinical affiliate of Weill Medical College of Cornell Uni-
versity) and Ulleval University Hospital, both urban university-
affiliated teaching hospitals. Institutional review board ap-
proval was obtained at both institutions before data collection.
Surveys were conducted from identical scripts in English or Nor-
wegian at the respective sites during a 3-day period, between
8 AM and midnight. Only one survey was accepted from each
family unit. Patients were questioned directly, if able to re-
spond. If the patient was unable to respond (too ill or too af-
fected by dementia), one adult family member was ques-
tioned, if present with the patient. The assessment of whether
the patient was too ill or too affected by dementia was deter-
mined by the judgment of the physician administering the ques-
tionnaire.

Demographic data and willingness to consent for teaching
of invasive techniques in the event of their own death or that
of a family member were recorded. A physician gave scripted
descriptions of each procedure in layperson terms, and all re-
spondents were given the opportunity to ask questions. Ques-
tions dealt with procedures of varying invasiveness and in-
cluded, in order of invasiveness (from least to most invasive),
the following: endotracheal intubation, central intravenous line
placement, procedures involving 2-inch or smaller skin inci-
sions (eg, tube thoracostomy and cricothyrotomy), and pro-
cedures involving larger than 2-inch skin incisions (eg, thora-
cotomy). Questions addressed each of these topics in general
and as related to the patients themselves and immediate rela-
tives of varying ages. Patients were queried about general is-
sues: whether these procedures should be practiced on the re-
cently dead even with family consent, whether only procedures
that might save lives should be practiced, and whether these
procedures should be done if performed with respect for the
deceased. Patients were also asked to anticipate their emo-
tional response to being asked these questions under those cir-
cumstances. A 5-point Likert scale was used for recording re-
sponses. The �2 test was used to assess statistical significance
at P=.05.

RESULTS

There were 303 respondents, but the response rate was
different between sites. Of the 152 persons available in
Brooklyn, 102 (67.1%) responded affirmatively, 47
(30.9%) refused, and 3 (2.0%) were missed; of the 249
persons available in Oslo, 201 (80.7%) responded affir-
matively and 48 (19.3%) refused. There were no differ-
ences in age, sex, race, or religion in the Brooklyn group
between respondents and nonrespondents. Between sites,

no differences were found among respondents in age, sex,
or educational level (Table). As expected, there were dif-
ferences in race and religion. The Brooklyn respondents
were predominantly nonwhite (83.3%) compared with
those from Oslo (4.0%). Brooklyn respondents were pre-
dominantly Catholic (41.2%), whereas Oslo respon-
dents were predominantly nonreligious (48.8%).

For every procedure scenario, respondents in Brook-
lyn were much less willing to grant permission (2- to 2.5-
fold) than those in Oslo (Figure1A and B). At both sites,
results indicate an increased likelihood of obtaining con-
sent for procedures on recently deceased adults than chil-
dren. For deceased infants and children, 56.3% of par-
ents would not grant permission for physicians to practice
endotracheal intubation and 48.4% would not grant per-
mission for central line placement. In Oslo, respon-
dents were more willing to permit practice on them-
selves, if deceased, than on a relative. At both locations,
the refusal rate was highest for the most invasive proce-
dure. Many respondents (82.9% in Brooklyn and 93.6%
in Oslo), however, agreed that it is acceptable to per-
form invasive procedures once family consent is ob-
tained (Figure 2A and B).

Respondents in Brooklyn would anticipate anger at
being asked for consent 6 times more frequently than re-
spondents in Oslo (48.5% vs 8.4%; P�.001) (Figure 3).
There was an association with age in the Brooklyn group
(53.8% of the respondents �40 years would have been
angered vs 32.4% �40 years [P=.04]), but there was no
association with sex, actively practicing a religion, or col-
lege education in either group.

COMMENT

In every scenario, respondents in Oslo were much more
willing to grant permission to perform procedures on the
recently dead than were those in Brooklyn, and were much
less likely to be angry if asked. As expected, there were
differences in race and religion between the respon-
dents from Oslo and those from Brooklyn, but the groups
were similar in age, sex, and educational level. These cul-
tural differences suggest that findings from prior sur-

Table. Demographic Characteristics of the Respondents*

Characteristic

Brooklyn, NY,
Group

(n = 102)

Oslo, Norway,
Group

(n = 201)
P

Value

Age, mean (SEM), y 39 (1.6) 37 (1.2) .41
Male sex 42.2 52.2 .10
Nonwhite race 83.3 4.0 �.001
Religion†

Protestant 13.7 44.3 �.001
Catholic 41.2 1.0
Other 31.4 6.0
None 13.7 48.8

Actively practicing religion 52.9 31.3 .001
Some college or degree 41.2 43.3 .71

*Data are given as percentage of each group unless otherwise indicated.
†Percentages may not total 100 because of rounding.
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veys on willingness to grant permission to perform pro-
cedures on the recently dead may not generalize outside
the local populations studied.8-10 Although the Council
on Ethical and Judicial Affairs of the American Medical
Association is recommending and encouraging obtain-
ing consent by family members for these postmortem pro-
cedures,7 it seems difficult to develop standardized con-
sent guidelines without first considering individual
hospital and patient demographic characteristics.

The fact that patients were more willing to have pro-
cedures performed on their own bodies, if deceased, than
on a relative suggests that preauthorization by patients
may be possible.11 The fact that almost all those sur-
veyed believed that procedures on the recently dead could
be performed, if one had consent, implies that obtain-
ing this preauthorization would have little opposition.
For example, a program permitting these procedures, simi-
lar to organ donation, could be made available when ob-
taining a driver’s license.

A potential limitation of this study is that it was per-
formed in only 2 cities. The purpose was not to do a
thorough mapping of the question but to investigate
whether cultural differences do exist, because this
would indicate that checking the emotional reaction of
the hospital population should be performed before
instituting a policy of requesting these procedures on
the recently dead from bereaved families. Because the
night shifts were excluded, we cannot exclude diurnal
variations. One could argue that at nighttime, subjects
may even be more easily angered at being approached
for consent. The inverse association of willingness to
grant consent with the invasiveness of the procedure
and the direct association with the age of the deceased
person indicate good external validity of the survey.
Further external validation measures were the general
agreement with having respect for the deceased and
performing procedures after the families’ consent was
obtained.

THE DEBATE

The practice of training physicians to be adept with life-
saving procedures by using the bodies of newly dead pa-
tients occurs daily. Declaration of death is often delayed
to allow residents additional time to perform invasive tech-

100

80

60

40

20

90

70

50

30

10

0

%
 A

gr
ee

m
en

t

Strongly Agree
Agree
Unsure
Disagree
Strongly Disagree

Performed With
Permission

Save Future
Lives

Done With
Respect

A

100

80

60

40

20

90

70

50

30

10

0

%
 A

gr
ee

m
en

t

Performed With
Permission

Save Future
Lives

Done With
Respect

B

Figure 2. Agreement with general questions asked about procedures by
respondents in Brooklyn, NY (A), and Oslo, Norway (B).
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Figure 1. Agreement to different procedures by respondents in Brooklyn, NY
(A), and Oslo, Norway (B). For every procedure, respondents in Brooklyn
were much less willing to grant permission (2- to 2.5-fold) than those in Oslo.
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Figure 3. Respondents who were angry if a physician asked for permission
to perform a procedure for teaching purposes.
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niques. There is little agreement, and no consensus, re-
garding these practices, even among experts.12,13 There
are, however, a few points that are generally agreed on.
Physicians must be proficient with invasive resuscita-
tive techniques. This requires practice, and poorly trained
physicians place patients at unnecessary risk. Medical
dogma dictates that living patients should not be placed
at additional unnecessary risk for training purposes. Hu-
man cadavers are good training tools, especially when
available alternatives are deficient. It is, thus, common
to justify practicing endotracheal intubation or umbili-
cal line placement in deceased newborns, because there
are no good mannequin models and these procedures are
lifesaving.10 Almost two thirds of neonatal critical care
programs engage in these practices.1 The results in Brook-
lyn, however, indicate that most parents would refuse con-
sent and would be angered if even asked for such con-
sent. Thus, continuing to engage in this practice may be
viewed as unethical.

Experts in the field have argued exception to the in-
formed consent policies2,14,15 in regard to this topic. The
goal of informed consent is to educate and discuss treat-
ment options involving risks and benefits. Newly de-
ceased patients derive no benefits from intervention and
conversely ascribe no risks. Patients entering teaching hos-
pitals implicitly agree to participate in resident training,
and patients who are exposed to risks are rarely given ad-
equate informed consent before invasive procedures.16

Many are not aware of their health care provider’s level of
training, ranging from medical student to experienced at-
tending staff physician. Others argue that families cannot
reasonably be expected to consent at the initial time of be-
reavement and that attempts to obtain consent might place
an unnecessary and unwarranted stress on the family, as
demonstrated by the Brooklyn respondents.

Opposing experts argue for full disclosure and in-
formed consent by family before using newly deceased
patients for any purpose. They argue that discovery of
these practices could erode trust between physicians and
the communities they serve, and are reminiscent of the
days of grave robbery. These practices open the door to
civil and criminal legal action. Manipulating a newly dead
patient in any way may violate religious or cultural be-
lief systems regarding corpse treatment.9

State and federal supreme courts have not made de-
finitive rulings with respect to permission or prohibi-
tion of the use of newly dead patients for medical teach-
ing purposes. However, several states have corpse
mistreatment laws and others have awarded punitive dam-
ages to families after unauthorized postmortem manipu-
lation.1,17 Others have suggested affixing an addendum
to autopsy consent forms permitting medical training dur-
ing procedures.

The consent debate on newly dead patients seems to
have come full circle. While many hospitals continue to
practice the “don’t ask, don’t tell” policy of invasive skills
training, the ideal of informed family consent has reached
the forefront.18 It may be feasible with reasonable suc-
cess to obtain family consent and thereby alleviate the
ethical dilemma, in concert with the recommendations
of the Council on Ethical and Judicial Affairs of the Ameri-
can Medical Association. The fact remains that many hos-

pital executive officers, deans, or boards of trustees are
reluctant to permit physicians to pursue consent regard-
ing these matters, and many physicians are hesitant to
approach families regarding these issues because of con-
cern about the families’ emotional response and the po-
tential for bad press. Some physicians have, therefore, re-
sponded by running “slow codes,” which allows for total
avoidance of informed consent issues, provides a medi-
colegal safety net, and affords residents the opportunity
to practice and perfect clinical techniques under the guise
of therapy. Unfortunately, this practice resembles the
“don’t ask, don’t tell” policy with the added insult of pass-
ing on the expense of physician training to the bereaved
family or a third party.

FUTURE DIRECTIONS

Society wants physicians well trained in procedures, es-
pecially those that may be lifesaving. Opportunities to
practice lifesaving procedures, however, are limited. There
are several possible solutions to this ethical dilemma. Re-
alistic mannequins have recently been designed for simu-
lating actual emergency situations and providing for the
repeat practice of procedures.19,20 However, the manne-
quins and their software are expensive. A strikingly life-
like cadaver model has been developed for practicing many
different emergency or routine surgical procedures. In
this model, the cadaver is perfused with a blood-colored
fluid in the venous and arterial systems, and the arterial
system is connected to an aortofemoral balloon pump.
The cadavers’ tissues become pliable, arterial pulsations
occur, and realistic bleeding is simulated.21 Based on our
findings, a legislative approach to arrive at a preautho-
rized form of consent for permitting postmortem proce-
dures could be sought, similar to the system used by or-
gan donation groups. This would avoid the need for family
consent, avoid the hurdles involving hospital policy and
administration, avoid regional and demographic differ-
ences between patient groups, avoid the practice of us-
ing slow codes on patients, and perhaps increase the pool
of procedure donors.

In conclusion, willingness to grant permission to per-
form procedures on the recently deceased for physician
training purposes varies with the invasiveness of the pro-
cedure and the culture of the respondents. In certain cul-
tures, almost half of the respondents would be angry if
such permission were even requested. The willingness
of individuals to permit the use of their own bodies in
the immediate postmortem period suggests that a pre-
authorization program similar to organ donor cards might
be an acceptable, successful, and ethical means to assist
with physician training.
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Announcement

Call for Submissions for Cover Art on the Theme of Medicine and Art. Submissions are invited for the front cover of the
Archives of Internal Medicine. We seek to portray art work created by clinician-readers of the ARCHIVES. Submissions must be
of your own work, and art that has to do with the theme of medicine is of particular interest. Creativity is appreciated.

Themes may be wide ranging. For instance, some may render the therapeutic encounter, others may depict emotions of
physical or mental illness. Some may be interested in artistic renderings of anatomy, physiology, microbiology, medical equip-
ment, historical medical documents, or medicinal herbs. Others may be interested in social or environmental roots of illness
or social/spiritual rituals used in response to illness. Some may depict pieces from other art forms such as drama, music, or
dance that have a medical theme.

Sculpture, paintings, drawings, photography, fabric art, graphic art, metalwork, crafts, computer art, depictions of medi-
cal specimens—perhaps historical artifacts—and other forms of art are all acceptable so long as they can be captured in a
photographic submission. A series of related pieces can also be submitted, although publication of a complete set cannot be
guaranteed. The picture may be black and white or color and at least 3.5�5 inches but no larger than 8�10 inches. If you
wish to submit a digital photograph, please see the digital art submission guidelines on our Web site at www.archinternmed
.com. The picture must be oriented horizontally. No recognizable people should appear in the picture.

Submissions may be accompanied by a paragraph of less than 250 words written by the artist about the art piece. Sub-
missions should identify the clinician-artist’s specialty and year of graduation from medical or other graduate school.
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