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MEDICAL PRACTICE

Process and Outcome

Deaths under 50

Medical Services Study Group of the Royal College of Physicians of London
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Summary and conclusions

The Medical Services Study Group has started a col-
laborative study in the Mersey, West Midlands, and
Grampian regions to examine the causes of death
among medical inpatients aged 1 to 50. The cause of death
is determined from the case notes and the consultant's
opinion. The rate of ascertainment of cases was initially
low, though it is increasing; despite this limitation an
analysis of the first 250 cases showed one important
finding. No fewer than 98 patients contributed to their
own deaths through overeating, drinking, smoking, or
not complying with treatment.
Despite the present statistical limitations of the study,

it has been valuable in enlisting the good will of the
participating physicians, which will help to ensure the
success of other projects, and it has avoided the problems
inherent in determining the cause of death from death
certificates alone.

Introduction

In an attempt to improve the quality of medical care the Medical
Services Study Group of the Royal College of Physicians'
decided to embark on a collaborative research project. We thought

that pooled information from hospital consultants in charge of
medical cases might help to improve standards, and our initial
aim was to see how far it was possible to gain the confidence and
co-operation of physicians.

Feasibility
The consultants in hospitals in the Merseyside and West Midlands

regions were visited and told about the study. The project put forward
was a broad one-namely, to look in detail at the causes and circum-
stances of all deaths of patients aged 1 to 50 years in medical wards.
For this the information contained in the case notes and the con-
sultant's opinion on the patient were needed.
Most of the consultants agreed to co-operate, but some made the

criticism that complete ascertainment would be unobtainable and that
troublesome cases would be withheld. Similar objections had been
raised in the case of Confidential Enquiries into Matemal Deaths, but
this investigation is generally considered to have produced great
improvements in obstetric care despite the fact that not all cases are
ascertained.2 For this reason, and because the idea was generally well
received, we decided to go ahead with the "deaths under 50" scheme.
After it had started the physicians in the Grampian Region asked to
participate.

Ascertainment

The total population of the three regions under investigation is
around 8 million-that is, about a sixth of the population of England
and Wales. In any year just over 5000 deaths occur in people aged
1 to 50 in the three regions.3 More than half of these deaths are
probably "surgical," and ofthe remainder two-fifths might be expected
to occur at home. Therefore we would expect about 1000 sets of case
notes on medical patients dying in hospital each year.

In August 1977 only four sets of notes were received, but the
numbers rapidly increased, and from October 1977 to September 1978
over 400 were submitted. At present the rate of ascertainment is
therefore about 50%, though there has been great variation between
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hospitals that promised support, some sending us all their deaths and
some very few or none.
The usefulness of the study is not yet determined, though the

increases in numbers of case notes submitted each quarter suggest
that the rate of ascertainument will probably be much greater in 12
months' time. Nevertheless, one point that emerged from a detailed
analysis of the first 250 patients is worth making now.

Results of analysis

The table shows the causes of death in the first 250 patients.
Through studying the case notes in detail we have been able to assess
the background to each case: in no fewer than 98 cases the patients
contributed in large measure to their own deaths.

Summary of cause of death in the 250 patients surveyed

Causes of death No of cases

Malignancies: 47
Carcinomas (primary site):
Ampulla of Vater .1
Breast 5
Bronchus .14
Colon 2
Stomach. 3
Undetermined 2

Sarcomas 2
Gliomas 4
Myelomatosis. 3
Leukaemias. 7
Lymphomas. 4

Haematological conditions 7
Cardiovascular conditions: 96

Myocardial infarction .31
Cerebrovascular accidents .51
Thromboembolic disease. 7
Miscellaneous. 7

Respiratory conditions: 14
Asthma. 6
Respiratory failure. 8

Alimentary conditions: 7
Crohn's disease 2
Small intestine gangrene. 4
Oesophageal perforation .1

Neurological conditions: 4
Multiple sclerosis. 3
Muscular dystrophy .1

Infections: 25
Pneumonia. 6
Acute laryngoepiglottitis. 3
Encephalitis. 6
Meningitis. 5
Bacterial endocarditis. 2
Gastroenteritis. 3

Hepatic failure: 12
Cirrhosis 10
Acute hepatic necrosis 2

Renal failure: 11
Chronic. 8
Acute. 3

Diabetes . .2
Congenital abnormalities, brain damage at birth, etc 10
Self-poisoning (1 accidental) 9
Others. . 6

Total 250

THE 98 CASES OF "SELF-DESTRUCTION"

Eight patients died from deliberate self-poisoning. In one there
was no evidence of any previous psychiatric illness, but of the other
seven, one had schizophrenia, one had a psychopathic personality, one
was hopelessly dependent on alcohol, and the other four were de-
pressives. Fashions in suicidal agents change and three used paraquat
to kill themselves. One who died from barbiturate poisoning had had
every conceivable treatment for schizophrenic depression: had been
admitted for self-poisoning on three previous occasions; had slashed
her wrists in an attempt to kill herself; and in her final illness had.
spent 10 days in an intensive care unit. During her time in the in-
tensive care unit she underwent 94 laboratory tests and eight radio-
graphic examinations-a sad example of the frequent inescapable
commitment of skills and resources to patients beyond hope of being
saved or restored to any worthwhile life.

Six of the 98 died from alcoholic cirrhosis of the liver, and another,
whose liver disease was not primarily alcoholic in origin, accelerated
his death by a high intake of alcohol. Though this group is small they
exemplify the difficulty of helping alcoholics and the enormous
demand they make on the health and social services. One 24-year-old

man, who suffered cardiac arrest and irretrievable brain damage
during acute alcoholic intoxication, occupied a bed in a teaching
hospital for four months before he died, though it was clear from
the outset that no recovery was possible.

Thirteen patients who died from carcinoma of the bronchus were
strongly addicted to cigarettes, some smoking as many as 60 a day.
Three other heavy cigarette smokers died from chronic airways
obstruction and one from bronchopneumonia.
Among those whose death was attributable to myocardial infarction

there were 25 with one or more causal factors within their own control.
Twelve were grossly overweight; 22 smoked large numbers of cigar-
ettes; two diabetics and two hypertensives did not comply with their
treatment; and three others had had symptoms for a long time before
they consulted a doctor.
Nine of the 98 patients delayed in seeking medical advice and in

four this probably cost them their lives, for two died from gastro-
enteritis, one from meningococcal infection, and one from myxoedema.
The patient with myxoedema had been ill for many years but had
refused to see a doctor. Two of the other five might have survived and
the remaining three lived longer had they sought help earlier.

Thirty-seven of the 98 patients refused admission to hospital, were
unwilling to submit to investigation, discharged themselves from
hospital, defaulted from diabetic clinics, or did not co-operate in
taking medication. These attitudes were often encouraged by their
spouses. It is impossible to quantify this factor, but certainly in many
cases it was to some extent responsible for the fatal issue. while in
others it hastened death. An anxious and nervous temperament was
responsible in many instances but in others lack of co-operation
seemed to stem from fecklessness or a psychopathic attitude to life and
to doctors in particular. There was little to indicate that lack of
intelligence played any significant part.

Discussion

Our initial finding will come as no surprise to the profession.
Doctors have been saying for years that the causes of many of
the killing diseases of middle life are not mysteries, but are con-
tributed to by overeating, excess alcohol, and tobacco. Doctors'
pronouncements tend not to be popular-some are contradic-
tory and some are frankly disbelieved, and the disbelief is rein-
forced by the fact that the "patient" often feels quite well. Health
education is Qften derided ("It won't happen to me"), but there
is an astonishing statistic which can stand much repetition. In
1930-2 the standard mortality ratio for ischaemic heart disease in
social class I was 237 (normal 100). Over the next four decades it
gradually fell to 88, but from 1951 to 1971 the crude mortality
rate from ischaemic heart disease in all males almost doubled.4
Much the most likely explanation for this is that people in social
class I do heed such advice whereas other groups do not.
The "deaths under 50" project may be criticised on statis-

tical grounds, but any bias in ascertaining the cases of
"self-destruction" is probably in the direction of under-
reporting. Also the exercise cannot be measured entirely in terms
of numbers. The good will that has been evident in most
physicians will help to ensure the success of other projects on
specific diseases that are being set up on a nationwide basis with
the help of specialist societies and other colleges. The study's
other great merit lies in the fact that the information on cause of
death is obtained from case notes and the clinicians' expert
opinions, whereas in many surveys where the rate of ascertain-
ment is better this information comes from death certificates.
How death certificates alone may not tell the whole story is the
subject of the next paper.
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