
Unauthorized “No Code” 
On Friday, September 11, 2015 The Patient's Wife met with 
Nephrologist “Dr. R. K.” to discuss renal failure options for her 
husband The Patient. “Dr. R. K.” said “your husband looks like a well 
man and he is young….so I think we should proceed with dialysis. 
Let’s see how he does over the weekend and discuss it on Monday 
morning. As long as he is cognitive, we will do it….but if he becomes 
encephalopathic I would not advise it” 

On Saturday, September 12, 2015, a nurse informed The Patient's Wife that The 
Patient’s lactulose was stopped and a milder version was given. The Patient's 
Wife discussed with The Patient’s Father in Florida that she feared if it was 
milder that he may have ammonia build up which could trigger encephalopathy 
and therefore he may be denied the life extending dialysis treatment.  On Sunday, 
September 13, 2015,  The Patient exhibited a reduction in cognition and 
increased sleepiness  and The Patient's Wife did not sleep all night due to anxiety 
about the meeting with “Dr. R. K.” on Monday regarding his decision about 
starting dialysis. 



On Monday, September 14, 2015, “Dr. R. K.” never met with The Patient's Wife 
and Palliative Care “Dr. R. F.” came in to The Patient’s room to tell The Patient’s 
Wife that dialysis was not “not an option”.  He said that it has been 60 days since 
The Patient arrived at the Catholic Hospital and they need a need a new plan of 
care.  The Patient and his wife, despite this pressure, emphatically reiterated that 
they wanted to exhaust all options to continue to fight.  However “Dr. R. F.”’s note 
regarding this encounter said just the opposite. 

In a Progress Note dated September 15, 2015, “Dr. F.O.”, Hospitalist, noted that 
Kevin Hunt’s Code had been changed. 

Later, The Patient was moaning in hunger pain around lunch because the PEG 
feeding had stopped. The Patient's Wife talked to Gastroenterologist “Dr. T. G.” 
who was examining The Patient and asked why all feedings had stopped and he 
said they were waiting for a dietician to come and do a swallowing test to assess 
what diet he could handle. The Patient's Wife asked him why could they not at 
least do liquid feedings in the PEG tube and he said there is no reason why they 
could not and that he would. The Patient's Wife had to go home for the  children’ 
arrival after school but phoned in around dinner time to check with the floor 
nurse that PEG food was given.   The nurse verified that the feeding was still on 



hold as they were still waiting for a dietician. The Patient's Wife became very 
agitated and emphatically asked why the PEG feeding stopped. The Patient's Wife 
asked her to call the hospitalist on duty and have them call her immediately on 
her cell phone to explain why they were starving her husband. Her cell phone 
rang 5 minutes later.  It was not a doctor, but a nurse telling The Patient's Wife 
that she had hooked up The Patient’s food. 

On Tuesday, September 15, 2015, “Dr. R. F.” came into The Patient’s room to tell 
The Patient's Wife that he was setting up a meeting with a hospice worker to 
educate her on what services they provide. The record reflects that he had 
written the order on September 14, the previous day for a “Routine, info 
meeting”. 

Reluctantly, The Patient's Wife met that afternoon with a Hospice and Home Care 
organization, located 50 minutes away from their home, with her sister-n-law, 
“Sister E.T.”.  At the onset of the meeting, The Patient's Wife asked if The Patient 
could get dialysis and lactulose in hospice and the representative said no and The 
Patient’s Wife said, “then the meeting is over”. The meeting lasted less than 2 
minutes. 

On Wednesday September 16, 2015,  The Patient's Wife received a call while at the 
Hospital from a friend, Rxxxx Pxxxxxxx, to whom she had conveyed her 
concerns about the discontinuation in The Patient’s feeding and and some of his 
medications (lactulose).   Rxxxx said that she had talked to an ICU nurse, “K.B. 
RN", at a nearby Hospital and relayed that lactulose was stopped, feeding was 
stopped and “Dr. R. F.” had said that dialysis was not an option. “K.B. RN" told The 
Patient’s Wife  to ask what his code was because it sounded like they are 
withdrawing care. 

The Patient's Wife and her sister-in-law, “Sister E.T.” immediately went to the 
Nurses’ Station and asked to see a doctor, urgently.  Almost immediately, CC 
Hospitalist "Dr O.F." arrived and The Patient's Wife and “Sister E.T.” asked what 



his code was and she said “No Code, there is a DNR”.   The Patient's Wife became 
hysterical and demanded to know who authorized that and that she want it 
changed. CC Hospitalist, “Dr. O. F.” changed the code in the computer in front of 
The Patient's Wife and “Sister E.T.” who expressed their displeasure regarding 
“Dr. R. F.”’s intervention. The Patient's Wife then said she wanted to get her 
husband transferred to another facility where they would promote his life rather 
than promote his death.  While “Dr. R. F”’s original order is not in any of the 
records the family have received from the Catholic Hospital, “Dr. O.F.”’s Order to 
cancel the DNR is in the records. 

The Patient's Wife told “Dr. O. F.” she was not fond of “Dr. R. F.” and that she felt 
he was a Dr. Kevorkian. She asked “Dr. O. F.” if “Dr. R. F.” got commissions on 
hospice referrals and she said he does not, but that he wishes he did. 



On Thursday September 17, 2015, The Patient's Wife then contacted a Big City 
Hospital in another state after losing confidence that the Catholic Hospital 
wanted to care for The Patient. The Big City Hospital’s  Transfer unit said the 
doctor from the Catholic Hospital needed to contact the Hepatology Doctor at Big 
City Hospital to brief him on on The Patient’s care. 

That morning, in a meeting in The Patient’s room, The Patient's Wife told 
Hospitalist, “Dr. F. O.” that she had lost faith in The Catholic Hospital’s willingness 
to care for her husband since she learned he had a DNR instituted without family 
or patient consent.  The Patient's Wife asked Hospitalist, “Dr. F. O.” who 
authorized the DNR and he said he checked and it was “ordered by “Dr. R. F.” per 
a conversation with The Patient's Wife. The Patient's Wife was outraged! 

“Dr. F. O.” noted that day that The Patient’s Code status had been switched back 
to FULL CODE. 

The Patient was not in pain and still having qualitative visits with family and 
friends, especially his children…until the weekend’s medical interventions had 



stopped and toxins built up.  That afternoon, Hospitalist, “Dr. F. O.” called The 
Patient's Wife on her cell phone and said he had a private consult with Big City 
Hospital and asked her to meet him in the lobby to discuss it.  A family friend, 
Txx Exxxxx was leaving after a visit with The Patient and so joined the meeting.  
During the meeting, Hospitalist, “Dr. F. O.” stated that the typical prognosis for a 
patient with ESLD is 10 weeks and that The Patient was 2 weeks into it. The 
Patient's Wife and family friend, Txx Exxxxx said they understood his prognosis 
but wanted to spend every day possible with The Patient as long as he was willing 
and comfortable and they wanted to take the risk of dialysis. 
  
The Patient's Wife then informed him that “Dr. R. F.” told both The Patient's Wife 
and “Sister E.T.” that dialysis could not be performed on The Patient and that 
because of this she was seeking a 2nd opinion.  Hospitalist, “Dr. F. O.” said that 
dialysis was still an available option and that “Dr. R. F.” must have “misspoken”. 

Txx Exxxxx witnessed the very extensive discussion regarding the lack of 
consent for the DNR. 

Hospitalist, “Dr. F. O.” said typically patients are only transferred if there is a 
service that cannot be performed at their current location.   

On Friday September 18, 2015, The Patient's Wife was informed, by phone, that 
dialysis was to start that day so she rushed to the hospital.  She stayed until 
midnight, but dialysis was not done that day.  Dialysis commenced on Saturday, 
September 19, 2015.  

The Patient’s Wife stayed with The Patient for his 1st treatment and there were 
no problems with his blood pressure.  The Patient was able to tolerate the 
dialysis. 

On Monday, September 21, 2015, the Patient’s Other Sister (he has three) “Sister 
TA” went to the hospital early in the morning and was just outside his ICU room, 
when the Team of Doctors overseeing the floor were having their morning 
meetings outside each patient’s room.  When they got to The Patient’s room, she 
overheard them discussing The Patient’s condition and the Dr doing the briefing, 
“Dr R. C.” stated “Then his wife changed his mind”.  "Sister TA" happened to run 
into that “Dr. R. C.” in the late afternoon in the parking garage and told him she 
was very upset to hear that narrative regarding The Patient’s DNR because it 
was false. She told him emphatically that The Patient and 
his Wife NEVER changed their mind. The Family and The Patient only wanted to 
fight and to stay alive as long as possible. 

On Tuesday, September 22, 2015, The Patient’s Wife called a meeting with the 
Case Manager “E.C. RN”  request a copy of the DNR (No Code) order and to 
express The Family’s distress about a DNR (No Code) being put in place without 



out consent of The Patient or any Family member.  She said she would take the 
matter to the COO. 

Soon after the meeting, she approached The Patient’s Wife, who was alone while 
she waited for The Patient’s bedding to be changed.   
Case Manager “E.C. RN” told The Patient’s Wife that she had checked the system 
and that there was NEVER a DNR (No Code) on The Patient and that The 
Patient’s Wife mistook the term “No Code” for really “No directive at all”. 

Case Manager “E.C. RN” also said that there were lots of notes from “Dr. R. F.” 
that concurred with and conveyed the family wishes to keep fighting.  She said 
that “Dr. R. F.” logged them in a separate notation column that would not have 
been included in the print out of the basic notes which explains why there is no 
information about the DNR (No Code) from “Dr. R. F.” 

Following that encounter, The Patient’s Wife ordered the full medical records to 
include all notations in an effort to read all notations from “Dr. R. F.”   Having 
received only about 60 pages, most of which were Physical Therapy notes, The 
Patient’s Wife found only one note dated August 31, and there was no mention of 
the Patient’s Code in that note. 

The Patient’s Wife then requested a meeting with the Case Manager “E.C. RN” 
which occurred on Wednesday September 23 2015.  They were shocked that the 
Case Manager told them that there was never a DNR (No Code) in the system.   It 
was at this moment, they knew that there was something amiss in the Hospitals 
approach to Kevin’s case. The Patient’s Wife and “Sister ET” had witnessed “Dr 
O.F.” change the code back to “Full Code” in the computer system.  Why change 
the Code in the first place and then why lie about it?  Why not just say it was a 
misunderstanding or error? 



Months later The Patient’s Wife and “Sister TA” got their first copy of of what was 
purported to be The Patient’s full Catholic Hospital Medical record (they have 
despite repeated requests never received the full record), they were shocked 
(and somewhat relieved) that to find that Case Manager “E.C. RN” had actually 
mostly accurately documented the meeting that took place that day.  What she 
didn’t know was that from the moment she emphatically stated that there was no 
“DNR (No Code)”, The Patient’s Wife and Sister knew there was something 
seriously wrong as they knew the Case Manager “E.C. RN” was lying.  They 
changed the tone of the meeting to make her feel like they had been placated.  
However, the two began to plan to continue to try to move The Patient to another 
facility.  

As the possibility of going to Big City Hospital had been “blocked”, The Patient’s 
Wife and “Sister TA” again met with Case Manager “E.C. RN” to see if Home Care 
could be an option as they were desperate to get him out of The Catholic Hospital.  

Following this meeting, they had another discussion with RN “K. B.” and she said 
that she wasn’t sure that she could help get him into the Hospital where she 
worked, but that as a last resort, they could order an ambulance and take The 
Patient to an Emergency Room, where they would have to at least examine The 
Patient.  The Patient’s Wife and “Sister TA” were hoping to find another more 
reasonable option. 

On October 2, 2015, The Patient was transferred to Ivy League Hospital and died 
a year later at a Convalescent Home near the Family’s home. 

Record anomalies associated  with this episode: 

In the records the Catholic Hospital sent to Attorney #1, the note detailing that 
The Patients Wife was upset was omitted.  Fortunately, however, in the records 
sent to Attorney 2, someone forgot to take it out.  Please see the records at the 
end of this document. 

Also found in the records was “Dr O.F.”’s 9/16/2015 discontinuation of “Dr R.F.”’s 
order on 9/14/2015 which states Order Details…“DNR w/ interventions, Refer to 
Code Status Documentation, Spouse, no escalation of care, no mechanical vent, 
no pressers”. 



The Patient’s Wife has asked for a copy of the Code Status Documentation and the 
Catholic Hospital responded that they do not have it. 

In a curious turn of events, The Palliative Care doctor,  “Dr R.F.”, who ordered the 
unauthorized Code change, resubmitted a claim for services rendered during this 
time period to The Patient’s Insurance Company. The original claim was 
submitted 9/14/15 (the day the Code change was made) and Insurance Company 
sent payment on 9/18/15. So it is unclear why the doctor resubmitted another 



claim for the same amount and same date of service on 6/2/17, nearly two years 
later. 
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