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Editorial

The neuropathological necropsy and audit

In the early days of neurological, psychiatric and neuro-
surgical practice necropsy examination in fatal cases
played a very important role. The ability to accurately
localise many lesions in the nervous system on the basis
of elicited symptoms and signs invitingly challenged clini-
cians to seek confirmation of their diagnoses after death.
Investigations that could be performed were so rudimen-
tary that it was difficult for such confirmation to be
achieved with the patient still alive. Now, everything
seems to have changed. The journals are flooded with
papers displaying in marvellous detail images of the living
brain, spinal cord and their coverings, and of the
pathologies they develop. For sure, there are some prob-
lems with the interpretation of the significance of such
features as unidentified bright objects and diffuse white
matter low/high density, but they will be cleared up in
time. What need is there for necropsies any more?
General necropsy rates in many countries have fallen
sharply in recent years, continuing a trend that started
some four decades ago.12 But does this matter? With the
newly adjusted scales in which the value of a service must
be weighed against its cost, is there any need to strive to
reverse necropsy rates that have dropped to 3% (exclud-
ing coroners' post mortem examinations)3 of all deaths?
A report by a Joint Working Party of the Royal

Colleges of Physicians, Surgeons and Pathologists thinks
there iS.4 Necropsies provide a good index of patient care,
and for comparative analyses the necropsy rates in hospi-
tals must be high enough to allow reliable comparisons to
be made. How cases are selected for necropsy needs also
to be comparable, but an overall rate of about 35% of
hospital deaths has been suggested as adequate.5
Discrepancies between clinical and necropsy diagnosis in
recent studies are found in about 10% of cases. This
10% does not include discoveries of incidental findings of
little or no consequence to the patient, but those that
would probably have led to a change of management
which might have resulted in cure or prolonged survi-
val.67 Furthermore, this significant discrepancy rate in
cases dying in hospital after thorough investigation sug-
gests that equal or higher levels of discrepancy may apply
to deaths outside hospital, and casts doubt on the validity
of widely used mortality statistics based on death certifi-
cates unsupported by necropsy examination.89 There is
therefore a need for clinicians to continue to learn from
necropsies and to bring the discrepancy rate down.
The Royal Colleges' report4 makes sensible recom-

mendations on how to improve hospital necropsy rates
and learn more from the necropsy. It suggests that
permission from relatives for necropsy should be
obtained by the consultant in charge of a case or delegat-
ed to a specially trained bereavement officer, with delega-
tion to junior medical staff in individual cases only. Good
communication between clinician and pathologist is
essential if the maximum value is to be derived from a

necropsy examination. This includes the full completion
by the clinician of a necropsy request form, highlighting
any hazards involved, and the provision of case notes and
radiographs to the pathologist. The necropsy should be
carried out under supervision or by a consultant patholo-
gist and the findings conveyed promptly to the clinician
and general practitioner. There should be a random sam-
ple for necropsy (minimum 10%) of general hospital
deaths, in addition to those necropsies requested to clari-
fy the cause of death in problematic cases. Meetings
between clinicians and pathologists to discuss necropsied
cases should take place regularly. Discrepancy rates
between ante mortem and post mortem diagnoses should
be monitored and made available to individual consul-
tants and, with their consent, more widely in the hospital.
Royal Colleges should include an assessment of the
necropsy rate and the use made of necropsy findings in
their approval and accreditation procedures for clinical
training, and the College of Pathologists should empha-
sise the importance of necropsy skills in its examinations.
Finally, adequate funding for the hospital necropsy ser-
vice must be found and safeguarded so that increasing
hospital necropsy rates can be sustained and necropsy
requests from general practitioners on cases of interest
encouraged.
Common misconceptions about necropsies abound.

Relatives are thought by many clinicians to find a request
for necropsy distressing. Of course such a request should
be made with sensitivity and sympathy, but a study of the
families of patients that underwent necropsy found that
88% considered they had benefited.'0 The benefits
included reassurance that all appropriate medical care
had been given, that the correct diagnosis had been made
and that by consenting, the relatives had enabled medical
knowledge to be advanced. For relatives to gain full value
from a necropsy it is essential that time be made available
by the clinician for the findings to be discussed with them
and that any questions they may have are answered
fully."I 12 This post-necropsy meeting should provide an
important incentive to the pathologist to complete his or
her final report within a minimum period. Monitoring
the delay in sending out interim and final reports should
form part of the audit of the necropsy itself. Another mis-
conception about necropsies is that permission may be
refused on religious grounds. However, none of the
major religions absolutely prohibits necropsy."'-5

Neuropathological necropsies pose particular problems
in meeting all the recommendations of the Joint Working
Party report.4 Neuropathologists are generally thin on the
ground and a number of neuropathological cases must
initially be dealt with by general pathologists who may
then pass on the fixed brain and spinal cord to a neu-
ropathological colleague. Removing the spinal cord
undamaged is time-consuming and difficult for the inex-
perienced. General pathologists unaccustomed to the
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task may also have difficulty locating appropriate speci-
mens of identified nerves and muscles at necropsy.
Neuropathologists need to make themselves readily
accessible to histopathologist colleagues to provide advice
and to teach their junior staff if the maximum value is to
be obtained from every necropsy. A further problem aris-
es from the long period of time needed to fix an intact
brain (some 2-3 weeks minimum) and to process large
and often numerous blocks of tissue for microscopy.
Developments in the use of microwaves for fixation and
processing of tissues may eventually shorten these
inevitable delays.'6
The value of a necropsy is not limited to its role in

audit but extends to the education of undergraduates and
postgraduates and to research. Neuropathological
necropsies have every bit as much to contribute in these
contexts as to audit-perhaps more. But even with
respect to audit, neuropathologists and their clinical col-
leagues have ample grounds for demonstrating afresh to
themselves and their hospital managers that a healthy
necropsy service is an essential part of first class medical
provision, even if it is not the first one to be highlighted
in their glossy brochures.
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