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Thirty years ago an eminent physician, called in consultation to
a patient suffering from an obscure illness, appeared to satisfy the
anxious relatives with a diagnosis of a ‘ deep-seated mischief .
This phenomenon made a deep impression on a young doctor who
had hitherto felt from his training in hospital that a precise diagnosis
should always be readily available. The years between have done
much to modify this view, and it is accepted that in a percentage of
illnesses, at any rate in the initial stages, it is impossible to fit the
individual into a disease-complex.

Much is being written in these days about morbidity and its
measurement and the College of General Practitioners has made
valuable and substantial contributions to current literature. It is
not surprising that the question of the value of diagnoses is becoming
of fundamental interest. The Research Committee (1958), reporting
on experiments recording morbidity involving twelve practices,
write on accuracy of diagnosis—* The fact that the average for the
proportion of firm diagnosis was only 55.5 per cent and the maximum
achieved was 72.4 per cent indicates the inadequacy of our diagnostic
armamentarium and hence of any conclusions based on its use ”.

Howard (1959) draws attention to the diagnostic bias of individual
doctors as a significant factor. We are all aware of the patient who
may present to one doctor as suffering from severe psychoneurotic
illness and to another as a malingerer with a high nuisance value.

It is clear however that in the large majority of cases, possibly in
excess of 70 per cent, it is possible to allocate diagnoses, given a
sufficiently wide list of diagnostic causes. The International Classifi-
cation of Diseases provides such a grouping in the 50 causes for
morbidity and social security purposes.

In the absence of any routine morbidity statistics similar to the
Registrar General’s mortality data, it is not unnatural that those
involved with the measurement of sickness in the community have
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turned to National Insurance records. These records, published in
Great Britain by the Ministry of Pensions and National Insurance,
and in Northern Ireland by the Ministry of Labour and National
Insurance, when applied to known and significant populations, give
a broad picture of morbidity rates in the insured population. Recent
studies (Park and Kidd, 1958; Kidd and Park, 1959) of the bearing
of factors such as sex, marital groups, and age on the inception rates,
of total loss of time through, and long term incapacity from some
common diseases has necessitated consideration of the value of
diagnoses given on sickness certificates.

In what follows, therefore, attention will be directed to the validity
of routine certification carried out by doctors under the national
insurance scheme, and where the Medical Referee Service is mention-
ed the comparable organization in Great Britain is the Regional
Medical Service.

In common with other data based on medical certificates, national
insurance statistics are dependent on the accuracy of certified
diagnoses. Much has been written on this point in recent years, and
it has been suggested by some writers that diagnoses will not be
reliable for this purpose. Stocks (1949) writes:

There are obvious limitations in the medical certificate of cause of incapacity
when used as a basis for morbidity rates. Its purpose is to ensure that there is
adequate reason for every claim on sick benefit or for absence from work, and
whatis written on the certificate must satisfy that criterion. It need not, however,
do more than that. In many cases the medical attendant refrains from writing
down the underlying cause on a document seen both by patient and employer,
since to do so might hinder the patient’s recovery or embarrass his future relations
with his employer. Furthermore, the first certificate, written usually at the
doctor’s first visit, often contains merely a provisional symptomatic diagnosis
because a final decision has not been reached. When subsequent certificates have
to be given, the reasons for not changing the original statement are often stronger
than the incentives for revising or adding to it, with the result that in short ill-
nesses the final diagnosis may never be stated.

There is a conflict here, sometimes between a desire for accurate recording of
illnesses and the patient’s own interests; unless it can be resolved, good morbidity
statistics can scarcely be expected from this source. Confidential certification
of the final diagnosis at the end of the illness would be a solution, but there are
difficulties in the way. If at the time of certifying the patient as again fit for
work, a record slip could be completed giving sex, age, final diagnosis and dura-
tion of incapacity, to be treated confidentially and for statistical purposes only,
these difficulties might be surmounted; but it would not be easy to ensure that
such a record was rendered to the statistical office for every person who had been
certified as unfit. If it is believed that national statistics of causes of incapacity
will serve a useful purpose, the medical profession must first be convinced that
this is so and persuaded to take that into account when writing the final certifi-
cate.

There is much truth in this, but Chiesman (1957) writes—* When
diagnoses are checked it is difficult to disagree with them, even though
many are vague . Spratling (1957) who has had considerable
experience with this problem in industry has written that—* the
proportion of diagnoses on medical certificates which could not be
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ascribed, because of imprecision, to a specific three figure code under
the International Statistical Classification was less than two per
cent.”

It should be appreciated that the diagnosis entered by the general
practitioner on the medical certificate is not given by doctor to
doctor but it is for the administrative use of the Ministry’s lay
officers. Moreover, it is handed by the doctor to his patient and it
may become available to his employers. There is indeed reason to
believe from what follows that doctors may not always record their
diagnoses as precisely as possible. It is hoped that when it becomes
more widely realized that the diagnoses which they certify are used
for a worth-while purpose, and will form the basis of statistics
which may be of use to the medical profession, more attention will
be given to precision and accuracy. In some cases it is obvious that
doctors may, for medical reasons, purposely refrain from entering
the true diagnosis, and it is clear too that some of the more frighten-
ing or less creditable diseases are grossly understated in the statistics.

From a consideration of certified diagnoses in a sample of case
papers which passed through the Medical Referee Service in Northern
Ireland, the following points emerged:

1. Where the patients initial symptoms and signs are vague and indefinite there
is a tendency to enter a completely vague diagnosis such as ‘ nervous debility °,
¢ debility ’ or ‘ anaemia and debility °.

2. Havinginitiated such a diagnosis the doctoris apparently reluctant tochange
it when the precise diagnosis has become manifest. This is, in a measure, due
to a misapprehension commonly held that a change in diagnosis results in an
immediate reference by the Ministry of Labour and National Insurance of the
patient concerned to the Medical Referee Service.

3. Acute medical and surgical conditions such as pneumonia, appendicitis,
fractures, perforations, cerebral haemorrhage and thrombosis and coronary
thrombosis are certified with a high degree of accuracy.

4. Bronchitis, arthritis and the peptic ulcer syndrome have a relatively high
degree of accuracy, but not uncommonly with some degree of vagueness. For
example, bronchitis may be complicated by emphysema, asthma or cor pulmonale
and be certified as ‘ bronchitis>. Arthritis may be rheumatoid or osteo. The
peptic ulcer syndrome may be a post gastrectomy condition. These could be
described as accurate but incomplete.

One could not fail to be intrigued by the diagnosis of nervous
debility which is not uncommon in the United Kingdom generally.
A series of one hundred consecutive case notes with this diagnosis
which passed through the Medical Referee Service were scrutinized
and the result is shown in table 1. It will be seen that allocation to
a more precise or definite diagnosis was possible from the clinical
information provided by the doctor in his reports to the Medical
Referee Service, or by the clinical assessment of the examining
doctors of that service. Psychosis, commonly schizophrenia and
depressive states and psychoneurosis, commonly anxiety states and
hysteria, account for a large percentage of the whole. Epilepsy
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TABLE 1
DIAGNOSES EXTRACTED FROM CERTIFIED ‘ NERVOUS DEBILITY ’

Diagnoses Numbers

Psychoses .. .. .. .. 27
Psychoneuroses .. .. ..
Epilepsy (major and minor)
Mental deficiency
Parkinson’s disease
Disseminated sclerosis
Cerebral vascular lesions
Tabes dorsalis

Chorea

Thyrotoxicosis
Rheumatism

Neuritis

Hypertension .
Cardiovascular disease
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ranks high, as does Parkinson’s disease and disseminated sclerosis.

Current interest in bronchitis stimulated a similar type of analysis
of one hundred consecutive case papers with this diagnosis. Table II
shows that a substantial percentage (85) can be included in the
bronchitis/emphysema group. (It is of interest that the figure
derived from a similar but more detailed study in Scotland was 78
per cent.)

TABLE 11
DIAGNOSES EXTRACED FROM CERTIFIED ¢ BRONCHITIS *

Diagnoses Numbers

Bronchitis or chronic bronchitis 65
Bronchitis and emphysema 15
Bronchitis and asthma 7
Bronchiectasis 4
Pulmonary tuberculosis 3
Fibroid phthisis 1
Bronchial carcinoma 2
Pneumonitis .. 1
Congestive heart failure 2

100

Table III gives the diagnoses which were certified in a number of
case papers where there was evidence, from the general practitioners’
notes or from the examining doctors’ findings, that an episode of
coronary thrombosis had taken place. This table illustrates the
variety of names which can quite correctly be applied to this clinical
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entity. Current medical nomenclature does not assist diagnostic
precision.

TABLE III
DIAGNOSTIC VARIATIONS IN CASES OF ‘ CORONARY THROMBOSIS ’

Diagnoses ‘; Numbers

Myocardial infarction

Coronary infarction

Coronary thrombosis

Coronary heart disease
Ischaemic heart disease

Angina pectoris (or of effort)
Chest pain or precordial pain ..
Cardiac ischaemia .. ..
Myocardial degeneration
Myocarditis .

Cardiac debility

Cardiac weakness ..

Cardiac lesion
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To sum up, there is a lack of diagnostic precision in a percentage
of cases in most diagnostic groups. However, this fact does little
to detract from the value of this source of statistical data, and in
actual practice there are relatively few cases which cannot be allo-
cated to the broad diagnostic groups of our classification.

However, on the broader issue it is perhaps not too much to ask
that with the knowledge that the statistics compiled from certification
material are used for worth-while purposes of research, a greater
effort should be made towards diagnostic precision.

Most doctors are and have been trained as individualists but the
attention of the profession should be drawn to the facts of the
present situation and the necessity for improvement. For the future
the medical schools, which to some extent could effectively mould
our outlook in such matters, must shoulder the burden of impressing
on students the social value of accurate information on all routine
certificates of sickness and death.
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