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Reviving the hospital
necropsy

Six years ago we drew attention' to a deterioration in the
effectiveness of the post-mortem services, both as a quality
control in the National Health Service and as an instrument
of medical education. A study from Scotland (p 1577) on the
trends in necropsy rates there suggests that the decline in the
use of the necropsy has not been halted. The same trend has
been reported in Birmingham2 and in London.3 The extent of
the decline is evident from the observations recorded in the
Goodenough Report4 in 1944 that two teaching hospitals in
London and one in the provinces had rates of 90%0. Today
hospital necropsy rates in Britain average around 20-25%,
though the range is wide.

Decreasing necropsy rates do not necessarily imply a
corresponding fall in the absolute number of necropsies done
in hospitals, for the proportion of deaths occurring in hospitals
has steadily risen-from 41% of all deaths in 1957 to nearly
53% in 1973.3 Furthermore, where the coroner system operates
there has been a steady rise in the number of deaths reported
to the coroner, on almost all of which necropsies are ordered.
Possibly, then, the absolute number of necropsies may have

declined little, if at all, in England and Wales, though in
Scotland (where there are fewer medicolegal necropsies on
deaths from natural causes) there may have been some fall-off.
The fact remains that throughout Britain an increasing
proportion of deaths occurring in hospitals escape the "benefit"
of having a necropsy.
Few would deny the past gains from the careful correlation

of necropsy studies with observations made during life, in the
era when techniques of clinical investigation developed from
palpation, percussion, and auscultation up to the elaborate
technological procedures of today. Surely this role for the
necropsy must continue. Again, the post-mortem services
have a valuable function of quality control. Now that per-
formance monitoring is the order of the day for all the in-
vestigative services, is it not right that the clinician should still
have this check on the accuracy of his diagnosis and the
appropriateness of his treatment? Sometimes, too, important
original discoveries stem directly from what have seemed to be
requests for routine necropsies-as instanced by postpartum
pituitary necrosis5 and hypertrophic obstructive cardiomyo-
pathy.6 A final, vital function of a necropsy service is to main-
tain a high standard of accuracy in health records and statistics:
thus in the Birmingham study there was a 2000 disagreement
between clinical and post-mortem diagnoses.2

There can be little point, however, in necropsies if they are
not well done; or if, as is now so often the case, clinicians do
not attend to benefit from what is disclosed; or if, as the
Scottish survey suggests, the necropsy findings make no
impact on the recorded diagnoses even when there have been
gross discrepancies. The decline in hospital necropsy rates can
be reversed if both clinicians and pathologists have the will to
do it. District laboratory services are mostly overstretched,
and in these hard times the necropsy service is unlikely to
attract funds for upgrading facilities-though much could be
done at little cost. As Robertson7 has said, post-mortem room
technology needs to be updated so that the pathologist is
relieved of detailed dissection and his time used for more
specialist work. Regrettably the Institute ofMedical Laboratory
Sciences (formerly Technology) turned its back on the post-
mortem room technicians, who, despite some notable excep-
tions, remain members of a self-perpetuating inferior branch of
the technological profession. Their pay-scales have been kept
at a level that gives little incentive for a move from hospital
porter grades. There is much to be said for post-mortem room
technology to be closely linked-as it used to be-with
technology in histopathology and museum display. It is the
teaching hospitals, where staffing is usually rather more
generous, that should lead the way in pushing the necropsy
rates back over 500o and in improving the quality of the work
so as to regain clinicians' interest-which implies some
agreement between clinicians and pathologists on case
selection.3
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