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Preface

The Agency for Healthcare Research and Quality (AHRQ), through its Evidence-Based
Practice Centers (EPCs), sponsors the development of evidence reports and technol ogy
assessments to assist public- and private-sector organizations in their efforts to improve the
quality of health care in the United States. The reports and assessments provide organizations
with comprehensive, science-based information on common, costly medical conditions and new
health care technologies. The EPCs systematically review the relevant scientific literature on
topics assigned to them by AHRQ and conduct additional analyses when appropriate prior to
developing their reports and assessments.

To bring the broadest range of expertsinto the development of evidence reports and health
technology assessments, AHRQ encourages the EPCs to form partnerships and enter into
collaborations with other medical and research organizations. The EPCswork with these partner
organizations to ensure that the evidence reports and technol ogy assessments they produce will
become building blocks for health care quality improvement projects throughout the Nation. The
reports undergo peer review prior to their release.

AHRQ expects that the EPC evidence reports and technology assessments will inform
individual health plans, providers, and purchasers as well as the health care system as awhole by
providing important information to help improve health care quality.

We welcome written comments on this evidence report. They may be sent to: Acting
Director, Center for Practice and Technology Assessment, Agency for Healthcare Research and
Quality, 6010 Executive Blvd., Suite 300, Rockville, MD 20852.

Carolyn M. Clancy, M.D. Robert Graham, M.D.
Acting Director Director, Center for Practice and
Agency for Healthcare Research and Quality Technology Assessment

Agency for Healthcare Research and Quality

The authors of this report are responsible for its content. Statements in the report should not be
construed as endorsement by the Agency for Healthcare Research and Quality or the U.S.
Department of Health and Human Services of a particular drug, device, test, treatment, or other
clinical service.







Structured Abstract

Context. Despite an extensive literature documenting multiple benefits of the autopsy, only
approximately 5% of deaths nationally undergo autopsy. Many of the autopsy’ s benefits—
relating to medical education, characterization of new diseases, and advancing the understanding
of disease pathogenesis—are difficult to quantify and thus less likely to change the attitudes,
reimbursement mechanisms, and other factors that have produced this dramatic declinein
autopsy performance. This report, therefore, focuses on more quantifiable benefits—to
individua clinicians, institutions, and the healthcare system as awhole. Specifically, the report
reviews the literature addressing the extent to which the autopsy reveals important errorsin
clinical diagnosis and the roles these data have in measuring and improving clinical performance.

M ethods. We conducted an extensive search of the MEDLINE® database, supplemented by
hand searches of article bibliographies and consultation with experts in the field. Included studies
were required to have well-defined patient samples, clinical diagnoses derived from autopsy
request forms or chart review (rather than death certificates), and identification of diagnostic
errors using well-defined classification schemes.

Main Results. Multiple regression analysis incorporating study period, autopsy rate, country
(U.S. vs. non-U.S.) and case mix as predictors showed that diagnostic errors that may have
affected patient outcome (“Class | errors’) are detected in 10.2% (95% ClI: 6.7-15.3%) of
autopsies performed in the base time (1980) and country (U.S.), and with the reference case mix
(general autopsies) and mean autopsy rate. The prevalence of other “major errors’ related to the
principal diagnosis or underlying cause of death was 25.2% (95% CI: 20.8-31.2%). When
changes in autopsy rates are taken into account, these error rates showed modest decreases with
time. Specifically, Class| errors exhibited arelative decrease of 26.2% per decade (p=0.10), and
major errors decreased at arate of 28.0% per decade (p=0.006). Nonetheless, Class| errors still
occur in 3.8-7.9% of cases and major errorsin 8.0-22.8%, with these ranges reflecting the impact
of variationsin autopsy rates. Studies specifically addressing the issue of clinical selection
indicate that clinicians cannot reliably predict which autopsies will be of high diagnostic yield.
No intervention study has directly addressed the impact of autopsy findings on clinical practice
or performance improvement. However, the existing evidence strongly suggests substantial
inaccuraciesin death certificates and hospital discharge data, both of which play important roles
in epidemiologic research and healthcare policy decisions.

Conclusions. At the level of theindividual clinician, the chance that autopsy will revea
important unsuspected diagnoses in a given case remains significant. Moreover, clinicians do not
seem able to predict the cases in which such findings are likely to occur. There is no evidence to
determine whether findings from autopsy improve subsequent clinical performance. The existing
literature does demonstrate that clinical diagnoses, whether obtained from death certificates or
hospital discharge data, contain major inaccuracies compared with autopsy diagnoses. The health
care system as awhole can thus benefit enormously from autopsy data, by substantially
enhancing the accuracy of vital statistics, which play important roles in research, funding, and
other policy decisions. Future research opportunities include characterizing the factors leading to



errorsin clinical diagnosis, establishing optimal means of using autopsy datain performance
improvement strategies, and exploring different mechanisms for encouraging autopsies.

Vi
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