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Abstract

Background: The death notification process can affect family grief and bereavement. It can also affect the well-
being of involved physicians. There is no standardized process for making death notification phone calls. We
assumed that residents are likely to be unprepared before and troubled after.
Objective: We investigated current death notification practices to develop an evidence-based template for
standardizing this process.
Design: We used results of a literature review and open-ended interviews with faculty, residents, and widows to
develop a survey regarding resident training and experience in death notification by phone.
Setting/Subjects: We invited all internal medicine (IM) residents at our institution to complete the survey.
Measurements: Sixty-seven of 93 IM residents (72%) responded to the survey. Eighty-seven percent of re-
sponders reported involvement in a death that required notification by phone.
Results: Eighty percent of residents felt inadequately trained for this task. Over 25% reported that calls went
poorly. Attendings were involved in 17% of cases. Primary care physicians were not involved. Nurses and
chaplains were not involved. Respondents never delayed notification of death until family arrived at the
hospital. There was no consistent approach to rehearsing or making the call, advising families about safe travel
to the hospital, greeting families upon arrival, or following up with expressions of condolence.
Conclusions: Poor communication skills during death notification may contribute to complicated grief for sur-
viving relatives and stress among physicians. This study is the first to describe current practices of death notification
by IM residents. More training is needed and could be combined with training in disclosure of medical error.
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Background

‘‘You sit down to dinner and life as you know it ends.’’
—Joan Didion, The Year of Magical Thinking

In her book The Year of Magical Thinking, Joan Didion
recounts her experiences following the sudden death of her

husband, the writer John Dunne.1 Although vividly depicted
and deeply felt, her experience is not unique. It might happen
to anyone: you sit down to dinner and the phone rings to
deliver a message that something terrible has happened to
someone you love. Maybe the news was expected, maybe
not. Even if the death was expected, the news still shocks
and feels unthinkable.2–4 Or maybe you work in the hospital
and it is your job to make that call, to interrupt a dinner and

deliver bad news. Families remember not only what is said
but also how it is said.3,5,6 If poorly done, this conversation
can prolong and intensify grief. Complicated grief is asso-
ciated with poor health outcomes for surviving family
members, including increased psychological illness, physical
symptoms, and increased mortality.7–10

Clinicians may also experience grief after a patient’s
death.11,12 Caring for the dying patient is associated with
higher levels of professional burnout.11,12 Furthermore, in-
adequate training in communication skills contributes to
the stress experienced by physicians after the death of a
patient.12–15 These skills can and should be taught and prac-
ticed. Phone calls that deliver bad news can and should be
planned and rehearsed. The aftermath of these conversations
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can be interpreted, shared, and applied, like any difficult
experience, to the next challenging occasion.

Objectives

There are relatively few accounts in the published literature
of structured and tested approaches to teaching healthcare
providers how to conduct death notifications.16–21 While the
published opinion is unanimous that ideal death notification
should occur in person, in practice this is not always possible
and occasionally notification must occur by phone.3,22–24 We
used results of a literature review and open-ended interviews
with faculty, residents, and widows to develop a survey
regarding resident training and experience in death notification
by phone.

The survey results will guide efforts to develop and stan-
dardize communication strategies that are specific to death
notification conversations.

Design

We began by investigating the literature on medical educa-
tion and communication. We reviewed published articles in
English since 1980 using PubMed and the following search
terms and key words: patient death, unexpected death, condo-
lence, professional family relations, physician family relations,
death notification, grief, emotions, family, death, role, physi-
cian’s role, and correspondence. Based on the title and abstract
of the article, we selected articles for detailed review. We
checked the bibliographies of selected articles for more useful
references. With IRB approval, we used e-mail to invite all
internal medicine (IM) residents at our institution and a con-
venience sample of IM, Emergency Medicine, and Pediatric
faculty to share their experience speaking to families of recently
deceased patients. We also spoke to several colleagues who had
been widowed in the last year. These open-ended interviews
were conducted by telephone. The doctors described what it felt
like to call the family, how and why they happened to be re-
sponsible for these calls, and how they prepared for the call. The
widows had previously expressed interest in sharing their ex-
perience at the receiving end of these phone calls.

Based on recommendations from the published literature
and these interviews, we developed a 30-item survey that we
sent to all IM residents. We assumed that a survey conducted
by an IM resident would seem valid to that residents’ peers,
but we did not formally test the survey’s validity. The survey
probed residents about their training in death notification and
their experience talking to families, including conversations
by telephone. The text of the survey is posted online (http://
med.virginia.edu/biomedical-ethics/wp-content/uploads/sites/
129/2015/10/Death-Notification-Survey.pdf). The survey was
conducted by e-mail.

Measurement and Results

We identified 56 relevant articles, but only six articles
included results of structured approaches to teaching and
conducting these phone calls. Of these six articles, five dis-
cussed experience in emergency department settings.17–21

One article described a notification training program for IM
residents.16 Eleven articles surveyed families, friends, or
survivors of an accident that killed the patient.2,3,25–33 Six
articles surveyed health professionals on death notification

practices.22,34–38 There was one chart audit,39 and there were
29 review articles describing notification in the emergency
department and hospital.6,23,24,40–65 Three articles subjec-
tively commented on death notification conducted by tele-
phone, but none described this method beyond suggesting
that it should be avoided.3,22,24 However, no articles ex-
plained how to avoid telephoning the families about deaths
without in effect lying about what happened and delaying the
bad news until a face-to-face meeting could be arranged.

Of 93 IM residents, 67 (72%) completed the survey.
Seventy-three percent of responders reported having made a
telephone call themselves to notify a family of an inpatient
death. Eighty percent of residents felt inadequately trained to
perform this task and 27% reported that calls went poorly.
Attending physicians were involved in the notification pro-
cess in only 17% of cases.

Residents were surveyed about the call itself, including
preparation, content, and outcome. A minority of residents
prepared for the death notification phone call when the death
was expected, and only 53% of respondents prepared when
the death was unexpected.

Knowing that arrival to the hospital, spending time with
the body, and following up with the survivors after the death
are important factors in the bereavement process,2,3,5,33 we
asked residents how often they perform these practices. Sixty
percent addressed safe travels to the hospital and greeted the
family upon their arrival. A majority spent time with family
at the bedside, but only a small minority reported involve-
ment in any follow-up practice, such as notifying the patient’s
primary care physician or writing a condolence letter.

The survey included qualitative questions used to assess
features of calls that went well or went poorly. Most residents
had experienced calls that went better than expected. Their
commentary suggests that this occurred when the physician
had established a good relationship with the family before
death, when the death was not unexpected, and when the
physician took time during the telephone call to express
empathy and explain the details of the death. In contrast, calls
went poorly usually in the case of unexpected deaths, when
the explanation of the death was unclear or when the noti-
fying resident was not familiar with the family.

As per Table 1, there was no consistent approach to re-
hearsing the call, making the call, advising families about a
safe journey to the hospital, greeting families at the hospital,
notifying the deceased patient’s PCP, or following up with
the family with condolence phone calls or notes.

Table 1. Resident Behaviors:

Expected versus Unexpected Deaths

Expected
deaths, %

Unexpected
deaths, %

Prepare for call 15 53
Discuss safe arrival 38 60
Greet family upon arrival 47 60
Spend time with family

next to body
55 80

Notify PCP 13 13
Write or sign condolence letter 11 13
Delay notification until

family arrived at hospital
0 0
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Conclusions

Who should make death notification phone calls? Residents
accept this responsibility and are reluctant to pass it on. They
know the clinical details, but need to learn how to convey them
during moments of despair. If the death was unexpected, res-
idents should talk to someone about how to make the call, what
to say, and what to suggest. We encourage them to discuss the
calls in advance with their attending or the patient’s primary
care doctor or the on-call chaplain. In addition, we encourage
residents to include floor and ICU nurses in planning for the
call. The nurse may know the family better than anyone and
may want to join the conversation.

What should the resident say? The content of the calls is
situation specific, but in a follow-up forum with residents who
completed our survey, they asked for suggestions on how to
introduce the call and requested an outline of topics that should
be covered during the conversation. The death notification and
certification process will soon be part of the electronic health
record (EHR), and based on this study we have permission to
insert links to outlines, scripts, and templates that will help guide
not only these phone calls but also expressions of condolence.

Should the family be summoned by phone and then in-
formed of the death, face to face, at the hospital? None of the
residents or faculty we talked to felt capable of lying to the
family in an effort to make the drive to the hospital less
frantic. It is important to remind families to take care with
travel and to summon help, if available, for making the drive.
Many of our patients live 30 minutes or more from the hos-
pital. The drive for the family, late at night on country roads,
may be extraordinarily risky.

Should medical curriculum include communication skill
training with opportunities for practice? Of course, and this
training should begin in medical school. However, residents,
fellows, and attendings all appreciate that the only way to really
know what you are doing is to be accountable for doing it well.

This study is the first to describe current practices of
telephone-conducted death notification by IM residents. With
inclusion of the notification process in the EHR, it will be
possible to monitor resident experience and competence, obtain
systematic feedback about helping residents and families share
the worst news anyone ever gives or receives, and do a better job
supporting residents who become second or third victims after
unexpected deaths from error of omission or commission.

The major limitation of the study is its small sample size
and the limited experience that residents have with unex-
pected deaths.

When our patients die, we become, at least temporarily, the
caretakers of those they have left behind. Our words instantly
usher the newly bereaved into a changed life, lived now in the
fresh absence of someone loved. Death notification is a re-
sponsibility and a skill that can be learned and practiced. The
art of healing begins and ends with communication.
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