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PRACTICE OBSERVED

Practice Research

Death certification in general practice: review of records

D A BLACK, S ] JACHUCK

Abstract

The records of death that had been certified by general
practitioners in one practice over 18 years were assessed
in the light of the recent joint publications of the Royal
College of Physicians and the Royal College of Patholo-
gists. Over this period roughly 30% of the deaths in the
practice population occurred outside hospital and a total
of 262 certificates were issucd.

A review of 262 counterfoils of records of death certi-
fication showed that 12 counterfoils (46%) had no age
and sex mentioned, and three counterfoils did not
describe the place of death. The average age at death
outside hospital was 716 years—the age of women being
751 years compared with that of men of 682 years. Only
2% of patients had had a necropsy. The common causes
of death stated in the certificates were: cardiovascular
419%, carcinoma 35%, respiratory 15%, and stroke 8%.
All contributory causes are also mentioned. Ninety
seven per cent of the patients were scen after death by
the doctors in the practice and 68% had been seen in the
two days preceding death.

We emphasise the importance of keeping accurate
records of deaths in gemeral practice for audit and
rescarch as well as for planning services for terminally
ill and recently bereaved patients.
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Introduction

The recent joint publication by the Royal College of Physicians
and the Royal College of Pathologists on medical aspects of death
certification is the first review of this important subject since the
publication of the Brodrick report in 19711 Both reports
contain recommendations of relevance to the general practitioner,
particularly with regard to the accuracy of information contained
in the death certificate and its use in medical au

Motivated by these reports we decided to review the available
records which had been made in our group practice over the
years 1964-82. In analysing the data we attempted to identify
deficiencies highlighted in the reports and to examine the solu-
ions.

Method

In general practice the oniy record of death in the practice com-
munity, certified by the general practitioners, is the counterfoils in
the books of Medical Certificates of Cause of Death, since the medical
records of the deceased are not available for review. In our group
practice we had records of 262 such deaths, covering the years 1964-82.
We extracted the following information from these counterfoils:
(@) Age, sex, and date of death. (8) Cause of death, both primary and
contributory factors. (¢) Place of death. (d) Date last seen alive and
name of practitioner who certified death. () Referral for further ex-
amination (coroner necropsy).

Results and discussion

Although our list size had remained fairly static at around
8000 patients, the average number of deaths certified outside
hospital had doubled from 10 patients a year in the first decade
to 21 patients 2 year in the second decade. In the past three
years the overall death rate, obtained from the records of the

family d averaged 96 per 1000 patients
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The jont report of th coyal colleges, n afrming this view, call
for an increase in the number of

129
lack of trsining st undergraduste and postgraduate levels in the

The death certificate is usually provided by the coroner
when the case is referred to him; in certain cases, however, it is
the local practice for the general practitioner to issue the certifi-
cate after discussing the details with the coroner.

The value of the death certificate as an accurate statement of
the cause of death depends on the accuracy of the information
contained therein. Increasing the number of necropsies per-
formed on deaths outside hospital would certainly improve the
accuracy and the validity of the national mortality statistics. In
addition fying death, however, the g
has to counsel the bereaved. Given the available facilities I'or
performing necropsics, increasing the number performed would
inevitably lead to delays in funeral arrangements and would
adversely affect managing the bereaved. Preventing this delay
would require improved pathology services to cope with the
increased workload. In the present economic climate and given
the pattern of mortality in our study we think that this would not
be cost effective.

Conclusion

The significance of the death certificate to the general
practitioner may be spelled out as follows:

(1) Tt has medicolegal importance.

(2) It provides a means of auditing the quality of care offered
to those who are terminally ill and recently bercaved.

(3) It provides an account of the pattern of death, the experi-
ence needed for the care of the dying, and the supportive services
necessary to cope with the demand

(4) Tt could be an important research tool in occupational
medicine. It is a pity that the occupation of the deceased is not
entered on the death certificate.

The results of this review show that the documentation of
death in general practice is deficient in 6", of the counterfoils.
Several factors seem to be responsible: (a) Inadequate under-
standing of the importance of the death certificate. (b) A virtual

e certificate. () An absence of
mectings in (enenl practice to discuss deaths, which provide a
forum not only to reinforce the above but also to review the
overall care of the dyi
At a practical fevel the following solutions might be

considered: (a) Adequate training should be given to all
medical students, which would then be reinforced in vocational
training. (8) Meetings to discuss deaths should be held and
attended by all members of the primary health care team.
() Certificates should be issued in all cases of death, including
those referred to the coroner, and updated with the results of
possible findings. Furthermore, all deaths that occur in general
practice should be recorded in the practice so that an accurate
and complete record of the pattern of death is obtained.

We thank Dr F M Walters, Dr H B Cooper, Dr A W Goodwin, and
Dr S Burnett for their help.
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Generic alternatives in general practice

ROBERT J ANDERSON, PHILIP M REILLY

Abstract

Using a standard analysis of one month’s prescribing in
a general practice we showed a potential saving of 8.8%
(£883 22) of the net cost of ingredients through substitut-
ing exact generic alternatives. Our results confirm the
possible reduction in cost of drugs to the National Health
Service by the use of generic substitution as suggested
in the Greenfield report. Although was

diuretics. Of the prescriptions (31%) with potential
generic alternatives, less than three quarters were
actually available.

Introduction

Thc cost of drugs has provoked much discussion both political

theoretically available in most therapeutic classes, two
thirds of the potential savings pertained to two classes,
preparations acting on the nervous system and pre-
parations acting on the cardiovascular system and

by approved name (generic
presulblng) has been encouraged to reduce cost without
ctriment in the quality of treatment or loss of the doctor’s

clinical freedom.
In Northern Ireland the average net cost of ingredient per
person per year in 1980 was 28°, higher than in Britain.’
for pricing in Northern Ireland
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are fully computerised and a variety of analyses of their pre-
scribing are available confidentially to_general practitioners
from the Unit, D of Health
and Social Security, Northern Ireland.

This study arose from discussions about prescribing with
the two general practitioners of an urban general practice
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a year. Thus in our practice deaths outside hospital represented
30°% of our total death rate, in keeping with the national mortality
statistics.

AGE AND SEX (TABLE 1)

The mean age at death was 716 years, and 82% of patients
had reached their 60th birthday. As expected, the mean age at
death of women (751 years) was greater than that of the men
(682 years).* There was one report of nconatal death at home
and two deaths in early infancy. It was not possible to analyse
the results by age and sex in 12 cases because no details were
included on the counterfoils.

Ate and sex not mentioned in 12 cases.

TABLE 11— Underlying causes of death

Cardiovascular disease (0~ 107)
Myocardal infarction
Chronic heart (ailure

g
3
cmwaoTEE

i
i

Ovar
Prostate

Berpratery ducase (0239

Chrome bronchitis and emphysema.
Influenze

——nol

Bronchitis

Congeniual atclectasin

Seroke n-21)

Other (n =

Chronic duod auw sleer
berculosis

cause

Table 11 gives the primary causes of death for each case, and
table II1 gives the range and frequency of contributory causes
(where mentioned). The details include only the accounts of the
records available in the practice book of death certificates. The
dm-h of uluel ol‘ dﬁth inthe pru:uce community not access le

occur in : (1) sudden
ed deaths referred to the coroner and when no
) some deaths occurring in hospitals.
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Despite the unavoidable element of selection introduced, the
results agree with those published in other series and the usual
major causes of death predominated.*

PLACE OF DEATH

Details of place of death were included in 259 counterfoils.
Most (208) died at home, 42 died in residential care, seven in
hospital, one in an ambulance, and there was one sudden death
in a social club.

TABLE i—Contributory causes of death

Gardivvascula disease (0.~ 37)
ypertention

Heart falue

Ansemis

Atherosclerons

Peripheral vascular disease
Rheumatic heart diseate
Heart block

Aneuryim

Caneer(n=3)

Respratory dseae (2 49)

Prcumonts »
R bronchiti and cmphysema %

Tohocnes ?

Gontral merveus ystom and menil

Bomenns

St

Birnson's dicase

ot meurone drscase

se tn - 16)

.

etabelc and endecrine discase 0= 14
e

Rt fature

Liver failure

Amyloid

Hypothyrodism

Hypothermia

Gastrowntesnsnal disease (0= 3)

Peptic uicer

Guroenteriuis

Musculo-sheletal dusease (n =~ B)

=
H
H
H
£
Z

Tatrogeme (= 3)
Gastrectoms 1
rugs (atrond osteoporesi 1

s e
Congenital -a.wm.... 1
Down's synd 1
Myciofbeons 1

DATE LAST SEEN ALIVE AND PRACTITIONER WHO CERTIFIED
DEATH

‘The date when the patient was last seen alive and the name of
the doctor who certified the death are important for three
reasons. Firstly, they can be taken as a measure of the standard of
care offered to terminally ill patients and those who have been
bereaved. Secondly, they indicate the frequency of unexpected
death in general practice. Finally, they are important in assessing
the quality of the information entered on the death certificates.

‘We found a range of 0-89 days between the date of death and
the last contact with the general practitioner. The average in-
terval was 4-7 days. In only nine cases was there an interval of
over one month and in all these cases the deaths were sudden
and unexpected. Sixty eight per cent of patients were seen after
death by the attending doctor or another partner.

FURTHER EXAMINATION

‘The quality of death certification in England and Wales has
‘been compared favourably with that practised in other countries.”
Several authors, however, have commented on the discrepancy
between clinical and necropsy diagnosis of the causes of death.*-*
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where RJA spent two weeks of his fourth year medical course.
Permission was given to us to obtain details from the Prescribing
Monitoring Unit of all prescriptions written by the practice in
November 1982. The practice has a list of 3327 patients and is
in south Belfast in the Eastern Area Board. There is a very
high proportion of elderly patients (table I). Studics of such
practices should show maximum savings in the number, type,
and duration of medication.* * We proposed to cxamine the
potential reduction in cost by replacing proprietary
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of medications to be supplied we recategorised the prescribed
preparations as follows: (a) 4 generic preparation; (5) a proprictary
preparation for which an exact generic equivalent with the ssme
active ingredient, strength, and form is listed in the Brirish National
Formulary, No 4, 1982 edition, the current edition at the time of
study; (c) a proprietary preparation for which no exact generic
alternative exists in the Brirish National Formulary. Prescriptions for
preparations used in diagnoses, dressings, and appliances were left
unchanged as their prices are negotiated with the drug industry
using a generic d

where possible, with alternative generic versions.

TABLE (—Dustribution of ciderly peaple in Aprl 1982. (Source: Central Services
Agency)

o detail other than total number and cost was available for
preparations unclassiicd under the price codiag system. Unclassfied
medications include new drugs, new and old drugs used very in-
frequently, and Veol
preparations.

The list of generic equivalents was submitted to the pharmaceutical

Northen  Eastern Area  South Study
Treland ‘Bourd Bel

Age (years) Ifast pracuce

) (i) [E3)
65 and over 12% 1508 2350
75 and over 43 500 so8 1223
Method

With the written permission of the two general practitioners we
Shuained a standard analyss of thetr prescribing for November 1952,
The month ch 0 avoid bias by

of the Central Services Agency for costing. The prices
of these generic preparations were obtaincd from the Drug Tariff
or, if not stated, from the lists of specific wholesalers and manu-
facturers.

Results

The total number of prescriptions supplied to the study practice
in November 1982 was 2625 at a total cost for ingredients of £10 893
(table 11). The average net cost of ingredients per prescription is
£385, which is higher than both the Northern Ircland and national
averages. This difference may be accounted for by either the #

preseribed by form, strengih, qumuy, and cost. It also made
available the amount and cost per prescription

The strategy followed by Wade and McDevitt in their assessment of
prescribing was adopted, using the British National Formulary as an
authoritative and acceptable standard.” Without altering the quantities

TABLE 11—Comparsion of average net cost of ingredients per prescription of
study pracnce with local and national figures

Average net
Total net cont of
No of con o ingredicnts
prescriptions  ingredients  per Brescription
3] w

Study practice Nov 1982 2025 1009300
Northern Ireland Nov jon2+ 1162565 392860604 3379

n Ireland fan (o Dec 19821 13445364 43886 66563 3263
United Kingdom fan 10 Sept 1982: 231 100000 716 60000000 3161

3845

*Analysic of prescribing by therapeutic class, Central Services Agency, Northern
Narthern Ircland Heaith and S
cport 195:

ial Services, Central Services Agency, Annual

e S ccs, 17 January 1983 Puriament: questions in the Commns. NHS
R oo s Med Y V505 288 400

TABLE 11— Study practice: analysis by mumber of prescriprions, November 1982

e practice population or the prescribing habits of
the two general practitioners.

Table 111 shows by therapeutic class the number of prescriptions
as classified in our method. The total number of prescriptions supplicd
was 2625. Of these, 184 were generic preparations, 1385 were pro-
prictary preparations only, and 818 could potentially be converted
to generic alternatives—that is, where an exact generic lent
with the same active ingredient, strength, and form is listed in the
BNF, No 4, 1982 edition. The results of our analysis, however,
indicate that only 592 (72°,) of this last catcgory were actually
available to pharmacists in generic form

Table IV gives by therapeutic class the cost of prescriptions as
classified in our method. The total cost of prescribing for the study
month was £10093, of which generic preparations cost £181:62,
proprictary preparations only £6567-96, while the remaining drugs
with potential generic slternatives cost {2330-54. Therapeutic
classes 17, 20, 21, and 0 (unclassified), totalling £1012:88 (10%),
could not be considered for analysis for the reasons stated under
method.

The potential saving from generic substitution was £883-22, which
is 8:8", of the total cost of ingredients. Two thirds of this potential
saving is by two classes: acting
on the nervous system and preparations acting on the cardiovascular
system and diuretics.

Generic altgrnanives

Generic Proprietary Total No of
“Pherspeuric class pecparsons  Porenually Acrually preparsaom
et bl onty
ora2 Rt o e nervous e u 9 ™ P
> ASing o tne Bt o ) 5 B 285
on the Eadiommaculr W HC and diress i 15 i B &
% ACting on the respiratory sruiom i i
0 Presctibed for theametam 0 “ w Y4 i%
& A S ST e urnary tact 5 K ] i R
% Acting wystematically on infection s 135 109 w s
% With hormone or anhormone tiviy 2 3% 23 b 53
It Atecung ‘ind the biood f % (] 3
b For the sresument of maligman disesse ] ] 0 i |
iz For i daordens H 0 10 “ 59
15 Affccung aiereic reace H ] ] 5 3
i Ating Tocally ' the skin and mucous membranes 1 3 i 13 226
s on the eye ] i} 1 5 i
It ot Thmanolosy ° 3 ]
V04 g i dingmon, dressings, snd apii 1000
in sings, xnd appliancer
ep , . . . "
° prep 1385)
Toral No () [CY) oD N 1385 63 2625 (100)




