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Family attitudes to research using samples taken at
coroner’s postmortem examinations: review of records
Christopher Womack, Alison L Jack

The response of families asked for cadaveric blood and
tissue may have been affected by adverse publicity
about hospitals retaining tissues and organs removed
at post mortem without consent. The tissue bank at
Peterborough was asked to contribute control samples
to an English Department of Health funded study to
validate tests for viral markers in postmortem material.
The study required samples of cadaveric blood (10-20
ml), lymph node (one intrathoracic), and liver (2 cm3).1

Peterborough was selected because it does not have a
high prevalence of bloodborne viral infections and
because the tissue bank had the infrastructure to
retrieve postmortem tissue for research.2 Participation
in this study enabled us to evaluate the attitudes of
families who were asked to allow the pathologist to
take samples for research during a postmortem exam-
ination being done at the request of the coroner.

Participants, methods, and results
The coroner’s officers identified deaths reported to the
coroner that required postmortem examination and

fulfilled the requirements of the viral markers study.1

The officers contacted families by telephone. After
dealing with routine coroner’s procedure, the officers
asked the family members whether they were prepared
to be contacted by a research nurse from Peterborough
District Hospital. The officers explained that this would
require a telephone interview of up to half an hour and
that the research was being done to investigate tests for
bloodborne viruses in relation to tissue transplanta-
tion. Reasons for refusal were recorded and sent to the
research nurses.

The research nurses were given the name and con-
tact number of family members willing to participate.
The nurses then conducted the telephone interview
according to the study protocol and notified the mor-
tuary staff and pathologist if the family consented for
retrieval of blood and tissue at the time of postmortem
examination. The interview included lifestyle questions
to allow researchers to determine risk factors for hepa-
titis and HIV if the viral marker tests gave positive
results. Reasons for refusal were recorded.

Of 106 families asked to take a telephone call from a
research nurse, 75 (71%) agreed to do so. The table gives
the reasons for refusal to participate. One family
member admitted a negative influence from media cov-
erage about organ and tissue retention and wanted the
deceased to remain “whole.” The interview was not com-
pleted in five cases (family not available in three cases,
nurse unavailable in one, and interview terminated
because of distress in one case). All those who
completed the interview agreed to samples being taken.

What is already known on this topic

The associations between different types of fat and
coronary heart disease do not seem to apply to
stroke

Ecological data indicate that dietary fat intake is
inversely related to risk of stroke

What this study adds

Intake of total fat, cholesterol, or major specific
types of fat was not associated with risk of stroke

Consumptions of red meats, high fat dairy
products, nuts, and eggs were also not appreciably
related to risk of stroke

Reasons for refusal among families asked by coroner’s officers
to take a telephone call from a research nurse

Reason for refusal No of families (n=31)

No reason given 11

Family time pressures 8

Family distressed/too upset 6

Family/deceased against tissue donation 5

Negative influence from media coverage 1
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Comment
Two thirds of families gave telephone consent to blood,
lymph node, and liver samples being taken at postmor-
tem examination and used as control samples in a
study designed to validate tests for viral markers. The
negative effect of media attention on postmortem
retention of organ and tissues was small. The results
compare with a 98.8% consent rate for use of surplus
tissue in research among surgical patients from the
same hospital trust.3 These findings reinforce the
notion that attitudes about using tissue from dead
people are different from those about tissue from the
living.

The attitudes of recently bereaved families in our
study are similar to those described in qualitative
research published by the Retained Organs Commis-
sion.4 The commission’s research found that most of
the public support use of postmortem material for
medical purposes and identified consent as an issue. A
review from the NHS Centre for Reviews and Dissemi-
nation concludes that few data are suitable for
inclusion in a systematic review of the psychological
aspects of organ and tissue donation and suggests that
primary research is a more suitable option.5
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British hospitals and different versions of the Glasgow
coma scale: telephone survey
Martin F Wiese

The Glasgow coma scale is a clinical scoring system for
objectively assessing how conscious a patient is.
Although limited for predicting functional outcome,1

the scale is useful when making decisions about
management in the acute setting, particularly for
patients with traumatic brain injuries. Patients who
score < 15 need imaging or observation, and patients
with scores < 9 need to be promptly considered for
definitive airways management.

The original Glasgow coma scale, published in
1974, had 14 points.2 Two years later, its authors intro-
duced a distinction between “normal” and “abnormal”
flexion (withdrawal to pain and decorticate response)
increasing the “best motor response” item by one
point.3 This revised scale is central to important clinical
guidelines and has been the accepted version for more
than 25 years.4

Nevertheless, anecdotal evidence suggests that
neurological observation charts based on the original
14 point scale are still being used in British hospitals.
This study establishes the prevalence of this practice
because it carries the potential for errors in communi-
cation and conflict with guidelines.

Participants, methods, and results
I conducted a national observational study of the
neurological observation charts used in hospitals

which care for adult patients with traumatic brain
injuries.

Using the 2001-2 directory of the British
Association for Accident and Emergency Medicine, I
identified all UK emergency departments which
manage patients with traumatic brain injuries. We con-
tacted a sister or charge nurse in each departments.
Using a structured telephone interview, we asked staff
to determine which version of the Glasgow coma scale
they used by checking the neurological observation
chart visually. We also asked the nurse to name one
ward providing observation for patients with traumatic
brain injuries, where we repeated the interview. Finally,
we telephoned one ward in every specialist neurosurgi-
cal unit in the United Kingdom (table).

Comment
The original, 14 point, Glasgow coma scale continues
to be used in many British hospital units which
manage patients with traumatic brain injuries. Many of
the staff that we contacted were not aware that the ver-
sion of the scale that they were using had been
superseded.

The parallel use of two versions of the Glasgow
coma scale in the United Kingdom has been virtually
unnoticed, possibly because publication of the revised
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