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their names and practice addresses; therefore,
we cannot make the conventional claims that
the views of those who responded are likely to
be representative of those who did not. We
chose not to send follow up letters to
non-respondents, which largely explains the
low response rate, because we wanted the
respondents' immediate responses to the re-

ports, and because the pilot stage showed that
some respondents felt unable to fill out the
questionnaire after the patients' notes had been
returned to the Family Health Services Au-
thority. Surveys of general practitioners are

notorious for producing low response rates.38
Even with a low return rate, we feel that the

findings are important, and support our view
that the distribution of autopsy reports to gen-
eral practitioners is worthwhile. For instance,
102 of the 135 (75.6%) respondents agreed
strongly that they found the report useful, and
even if we assume that all the non-responders
held the contrary view, this would still indicate
a success rate of 25.8% (102 of 395). Similarly,
even the small proportion who feel the report
may change their clinical practice is, in our

view, ample justification for the generation and
distribution of one extra copy of each report.
We did a follow up survey by telephone of

those who had indicated that they might
change their clinical practice, and a number of
interesting insights were gleaned. Some could
not be contacted, but we can guess the
response of the general practitioner who
reintroduced warfarin into a psychotic patient's
regimen after discharge from hospital (without
reinstituting monitoring of prothrombin times
despite previous poor anticoagulant control) to
learning of the patient's death from an acute
subdural haemorrhage. Comments by those
who could be contacted were mainly about
policy issues, rather than specific features of
management. For instance, one general
practitioner indicated that an intention to
institute regular home visits to elderly patients
who did not attend the surgery was crystallised
into action by our finding of an unanticipated
bronchial carcinoma in such a patient, and
another signalled an intent to chase up younger
non-attenders after a 38 year old man died of
hypertensive heart disease after failing to
attend follow up appointments. More specific
changes are illustrated by a general practitioner

in a deprived inner city area who indicated that
an autopsy report had alerted him to a better
understanding of the possible sites of sepsis in
intravenous drug abusers.
The majority of respondents anticipated

"that the relatives will find the report useful",
which contrasts with the observation that only
27.2% had discussed, or intended to discuss,
the report with relatives. Several respondents
indicated that their lack of intention to discuss
the report with relatives was because they had
no means of contacting them, or that they felt
inhibited about contacting individuals on the
lists of other general practitioners. Others may
have been inhibited by the standard admoni-
tion that appears on each report, at the request
of the coroner, that the content should not be
disclosed to a third party without his permis-
sion. Anecdotal evidence suggests that some

coroners prevent the dissemination of reports
through any route,39 even though the Coroners'
Society takes the view that it is appropriate for
coroners to forward copies of autopsy reports
to general practitioners who provide a

stamped, self-addressed envelope. Relatives
have no statutory rights to details, and so a

general practitioner in possession of a copy of
an autopsy report may be in an invidious posi-
tion when asked for details. Autopsies may

reveal findings relevant to the future wellbeing
of surviving relatives,40 and in such cases the
general practitioner may feel a moral responsi-
bility to pass on such information even when
this is in conflict with the legal requirement of
confidentiality. We can only suggest that
general practitioners concerned by such con-

flicts should explain the situation to the
coroner, but that they should be prepared for
refusal to divulge details to relatives if an

inquest is to be held, at least until the hearing is
over.

The utility of the autopsy report to relatives
may, therefore, be compromised by the struc-
ture of the health care system and by the
requirements of the legal system, a difficulty
which might be addressed if and when a long
overdue overhaul of the legal aspects of death
certification takes place.4' This is an important
issue because accurate information about a

relative's death, such as that derived from
autopsy, can help families deal with grief.42 43 In
general, hospital staff make few systematic

Table 5 Responses to attitude statements about the autopsy in general

Strongly Neither agree Disagree a Strongly Mean
Attitude statementst agree Agree a little nor disagree little disagree rank * No response

22 The only justification for autopsy is the 10 (7.6) 6 (4.6) 10 (7.6) 20 (15.3) 85 (64.9) 4.2 4
suspicion of serious crime

23 The autopsy often reveals pathological 79 (59.4) 39 (29.3) 6 (4.5) 5 (3.8) 4 (3.0) 1.7 2
processes not detected in life

24 Autopsiescanbeinterestingevenifno 50 (37.9) 52 (39.4) 18 (13.6) 7 (5.3) 5 (3.8) 2.0 3
unanticipated findings are made

25 The autopsy is a thoroughly unpleasant 17 (12.8) 26 (19.5) 38 (28.6) 23 (17.3) 29 (21.8) 3.1 2
procedure

26 Withoutthe autopsy, ourabilityto monitor 63 (47.7) 35 (26.5) 18 (13.6) 11 (8.3) 5 (3.8) 1.9 3
standards of clinical practice would be
impaired severely

27 The autopsy represents unacceptable 6 (4.5) 9 (6.8) 19 (14.3) 25 (18.8) 74 (55.6) 4.1 2
mutilation of a human being

Numbers in parentheses are percentages, calculated after exclusion of non-respondents from the denominator.
*Mean ranks are calculated by ascribing a score of 1 to strongly agree, 2 to agree a little, etc.
tThese statements are based on items in a previous study.20
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Table 6 Cause of death on reports where respondents strongly agreed with the statement
"the cause of death was a complete surprise to me"

Sex and age (years) of
Case patients Cause ofdeath

1-7 F 77; M 80; M 75; M 72; Complications of coronary artery atheroma
M 56;M 52;M 36

8 M 69 Pulmonary embolism associated with deep vein
thrombosis

9 M 36 Mitral valve prolapse
10 F 60 Acute subdural haemorrhage; patient on warfarin
11 M 73 Subarachnoid haemorrhage associated with berry

aneurysm
12 F 37 Bronchopneumonia; carcinoma of the bronchus
13 F 84 Primary malignant tumour of the liver
14 M 37 Overdose of dothiepin

No details available for three cases because of obliteration of case numbers on returned question-
naires.

efforts to provide such assistance by discussing
autopsy results with relatives, although paedia-
tricians are often an exception.44 4 Pathologists
may contribute to postautopsy conferences
with bereaved relatives, especially the bereaved
parents of children,44 46 47 but this is not yet
standard practice in the UK. In a service like
ours, where the majority of the autopsies are on
subjects who died outside hospital, the general
practitioner represents the only realistic route
of disseminating autopsy results to relatives.

In this hospital, there is a centralised office
(known locally as the RMO's Office), which
deals with issues such as death certification and
liaison with the Coroner's Office, but it does
not concern itselfwith subjects who die outside
of the hospital. Because of this, and to facilitate
rapid completion of autopsies, the mortuary
staff contact general practitioners to determine
whether they feel able to issue Death Certifi-
cates in such cases. By this means they provide
the general practitioner with the first indication
of the patient's death in 10.4% of cases, and in
another 8.9% receipt of the autopsy report
appears to perform the same function. This last
figure is surprising, as the police, the mortuary
staff, or a member of the RMO's Office staff
telephone general practitioners' surgeries soon
after each death. We can think of no simple
explanation, apart from poor communication
within surgeries, but our finding coincides with
a previous observation that general practition-
ers often learn of their patients' deaths only
after a delay.48
One of the benefits of autopsy is its function

in audit,'0 37 a feature supported by the fact that
40.7% of respondents were surprised by the
patient's death, and 20.3% were surprised by
the cause of death. Table 6 provides details of
some of the cases where general practitioners
were surprised by the cause of death. Almost all
cases were coroner's cases, recently shown to
reveal many clinically silent lesions.49 Others
have found that general practitioners have an
imperfect understanding of which cases should
be reported to the coroner,36 which correlates
with our observation that 7.5% were surprised
that autopsy had been carried out, and that
only 91.8% understood why. Overall, general
practitioners agree that the autopsy reveals
diagnoses not detected in life, and that it has a
role outside the investigation of crime, includ-
ing the audit of clinical practice. They tended
to disagree with the view that autopsies repre-

sent unacceptable mutilation, and to agree that
they can be interesting even ifthey demonstrate
no unanticipated lesions.

This study was conceived initially as an audit
of the quality of our reports. These are full
reports, typically consisting of patient identifi-
cation data, a list of the pathological lesions, a
summary ofthe clinical presentation, a descrip-
tion of the findings, brief explanatory com-
ments that may correlate clinical and patho-
logical observations, and a cause ofdeath in the
standard World Health Organisation format.
This format reflects the recommendations of
the Royal College of Pathologists.50 One or
more of these sections may be omitted at the
discretion of the pathologist, for example when
no clinical history is available. It is of concern
that 12.8% ofrespondents found the statement
of cause of death difficult to find, and that
20.9% found the report too long; one respond-
ent requested that a condensed version be pro-
duced especially for general practitioners.
However, very few disagreed with the conten-
tion that the report was written in a helpful
manner, and few believed it contained too
much jargon.
We know from informal discussions that

many other autopsy services send copies of
reports to general practitioners routinely,
whereas some are forbidden to do so by their
coroner. We even have an example where a
coroner will not allow reports to be distributed
within the hospital where the patient died. Our
study suggests that general practitioners appre-
ciate autopsy reports, and that they may have a
significant impact upon practice, both as a
form of case audit and feedback for relatives.
Distribution of autopsy reports to general
practitioners should become the norm, and
legal barriers to this dissemination should be
demolished.

We thank Margaret Barringer, Anita Brookes, Irene Bohanna,
and Lisa Ward for duplicating and distributing the question-
naires.
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