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Increasing Autopsy Rates at a Public Hospital

 

Victor L. Souza, MD, Fred Rosner, MD

 

Despite the acknowledged value of autopsies, autopsy rates
are low in American hospitals. We developed an extensive in-
tervention to increase the autopsy rate on the medical ser-
vice of our urban teaching hospital and to identify obstacles
to obtaining permission for autopsy. The 6-month interven-
tion increased the autopsy rate from 7.5% during the previ-
ous 2 years to 16.8%, but this effect disappeared after the in-
tervention. Among patients for whom permission for autopsy
was not obtained, physicians failed to request permission for
31% and families refused permission for 69%.
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utopsy rates in the United States have steadily de-
clined from 50% in the 1940s to 10% in the 1980s.

 

1,2

 

Several protocols have been proposed to increase autopsy
rates.

 

2–6

 

 To increase the autopsy rate on the medical ser-
vice of a public hospital, we developed and implemented
an intervention that involved training resident physicians
in requesting permission for autopsy, an autopsy ques-
tionnaire filled out by the doctor signing the death certifi-
cate, and follow-up of all deaths by the chief medical resi-
dent. We also identified the difficulties encountered in
obtaining autopsy content.

 

METHODS

 

The study was conducted on the medical service of
Queens Hospital Center, a 350-bed public teaching hospi-
tal affiliated with the Mount Sinai School of Medicine.
Resident physicians under attending physician supervi-
sion were primarily responsible for patients and interac-
tion with patient families. To increase the autopsy rate,
an intervention was designed and implemented for 6
months, beginning in January, 1995. The intervention
had three parts. First, junior and senior medical residents
were trained in a 2-hour didactic session about how to re-
quest permission for autopsy respectfully and informa-
tively from family members. The training emphasized the
facts that the costs of autopsy do not accrue to the family,
the delay of funeral services is minimal, and the autopsy
results may be important to family members and would
be communicated to them. Second, physicians complet-

ing death certificates for patients not undergoing autopsy
were required to complete a questionnaire inquiring about
why permission for autopsy was not received. Third, the
medical records of all patients who died were reviewed by
the chief medical resident, who attempted to obtain per-
mission for autopsy when it had not already been ob-
tained.

The numbers of deaths and autopsies on the medical
service were determined for the 2 years before the inter-
vention and for the 6 months after the intervention was
completed. Differences in autopsy rates were tested using
the 

 

x
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 statistic. Causes of death were determined by au-
topsy or by review of medical records of patients who did
not undergo autopsy. Reasons why an autopsy was not
performed were determined by review of the questionnaire
completed by the physician certifying death, supplemented
when necessary by the chief medical resident’s interview
of the physicians caring for the patient or of a family
member. Reasons why an autopsy was not performed
were classified as those describing why the family denied
permission for autopsy and those describing why the fam-
ily was not asked for permission.

 

RESULTS

 

During the intervention period, 101 patients on the
medical service died and 17 autopsies were performed.
Thus, the autopsy rate was 16.8%, compared with rates
between 6.2% and 8.6% during the four 6-month periods
before the intervention (Table 1). After the intervention,
the autopsy rate fell to 7%.

Among the 101 patients who died during the inter-
vention period, the causes of death were acquired immuno-
deficiency syndrome (

 

n

 

 

 

5

 

 24), cancer (

 

n

 

 

 

5

 

 24), cardiopul-
monary disease (

 

n

 

 

 

5

 

 21), sepsis (

 

n

 

 

 

5

 

 16), gastrointestinal
disease (

 

n

 

 

 

5

 

 5), hematologic disease (

 

n

 

 

 

5

 

 5), neurologic
disease (

 

n

 

 

 

5

 

 4), renal disease (

 

n

 

 

 

5

 

 1), and an acute ab-
dominal process (

 

n

 

 

 

5

 

 1). The autopsy rate did not differ
significantly (

 

p

 

 

 

5

 

 .3) among patients with different causes
of death.

Among the 84 patients who did not undergo autopsy
during the intervention period, permission for autopsy
was denied by the family in 58 cases (69%; Table 2). Most
often, the families denied permission without giving a
specific reason (27 cases). Despite the intervention, fami-
lies often denied permission for autopsy because they be-
lieved they knew the cause of death (14 cases) or because
of concern about delay in funeral services (8 cases). In 26
cases (31%), permission for autopsy was not sought by a
physician, most often because the patient was “do not re-
suscitate” (11 cases) or because the physicians believed
they already knew the cause of death (8 cases).
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DISCUSSION

 

We confirmed previous studies showing that a con-
certed effort by senior housestaff (in our study, the chief
resident) and committed attending physicians can increase
autopsy rates, even in municipal teaching hospitals.

 

2–6

 

Maintaining a reasonable autopsy rate is important be-
cause autopsies continue to yield clinically relevant find-
ings that are vital to ensuring the quality of medical
care.

 

1,7–9

 

 Accordingly, the Residency Review Committee for
Internal Medicine has established a 15% autopsy rate as
the minimum standard—a level that was achieved during
our intervention but is not achieved by half of all internal
medicine residency programs reviewed for accreditation.

 

8

 

The effect of our intervention, however, was modest
and short-lived: the autopsy rate increased from an aver-
age rate of 7.5% to 17% during the intervention period
and fell to 7% during the 6 months after the intervention.
We identified and enumerated specific difficulties in at-
tempting to increase the autopsy rate. Some of these diffi-
culties relate to the fact that many of our patients come
from low socioeconomic environments, have limited for-
mal education, have no private physicians, and come to
the municipal hospital as a last resort. Many are unin-
sured or illegal aliens. Some have no family or telephone
at home. In this setting, it is not infrequent for family
members to be unreachable immediately after a patient’s
death.

Our findings suggest that doctors can make a sub-
stantial difference in obtaining consent for autopsy by
clarifying and dispelling myths, taboos, and simply wrong
impressions about autopsies. Families should be told that
the deceased will not be disfigured by autopsy and that
there is no cost to the family. Concerns about delays in
funeral services can be alleviated by expediting the au-
topsy through good communication between clinicians
and pathologists. At times, junior medical residents were
reluctant to ask for autopsy consent because the patient
had an obvious incurable, irreversible, terminal disease
and a do not resuscitate order in the chart. Do not re-
suscitate orders should not preclude autopsies, however,
because the putative cause of death can be confirmed or
denied by autopsy. Despite the significant advances in
laboratory tests, imaging procedures, and endoscopic
techniques, autopsies continue to reveal major unex-
pected findings in 10% to 20% of cases.

 

7,9

 

In conclusion, autopsy remains an important diag-
nostic tool. We and others have shown that autopsy rates
are significantly higher during periods of intense effort
and follow-up of deaths with family members, even if it
takes days to contact the family. The process of obtaining
autopsy consent is filled with obstacles that may cause
physicians to find excuses for not seeking consent. Family
members may refuse consent because they did not receive
an apropriate explanation of autopsy. These obstacles can
often be overcome if the interest of resident physicians in

 

Table 1. The Autopsy Rate During the Intervention Period Compared with Periods Before and After the Intervention

 

*

 

Before Intervention After

1/93–6/93 7/93–12/93 1/94–6/94 7/94–12/94 1/95–6/95 7/95–12/95

 

p 

 

Value

 

Deaths, 

 

n

 

160 154 128 120 101 100 —
Autoposies, 

 

n

 

10 11 11 10 17 7 —
Autopsy rate,% 6.2 7.1 8.6 8.3 16.8 7.0

 

,

 

.001

*

 

The time periods should be 6-month periods to be comparable to the intervention period.

 

Table 2. Reasons Why Permission for Autopsy Was Not Obtained During the Intervention Period

 

Patients, 

 

n

 

 (%)

 

All patients for whom permission for autopsy was not obtained 84 (100)

The family denied permission for autopsy 58 (69)
No reason given 27
Because the cause of death was believed to be known 14
Because of concern about delay in funeral services 8
Because of disagreement among family members 4
Because the body needed to be moved to another country 3
Because of misunderstanding about what autopsy entails 2

A physician did not request permission for autopsy 26 (31)
Because the patient was “do not resuscitate” 11
Because the cause of death was believed to be known 8
Because a family member could not be found 5
Because the physician feared malpractice litigation 2
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seeking permission for autopsy is maintained, if autopsy
is explained well to family members, and if autopsy is
available without delay. To overcome these obstacles and
increase the autopsy rate, clinicians and pathologists
need to concentrate and coordinate their efforts to im-
prove the process of obtaining autopsy consent.
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