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Necropsies on patients after
stroke
Current research is looking at methods of prevention and
improvement in both the treatment and the clinical manage-
ment of cerebral stroke, work which is being supported by
many national and local research bodies. The pattern of
medical care of stroke in Britain is such that research has to
look not only at patients admitted to hospital but also at the
illness in the community, where most patients are treated
under the direction of general practitioners. In the past
decade there have been some 14 large British studies of
cerebrovascular disease in the community.'

Yet if research on the epidemiological features of stroke is
to be worth while the diagnosis of individual cases should be
sufficiently accurate to justify scientific analysis of the data.
Unfortunately, the diagnosis of cerebral stroke is frequently
inaccurate when it is based on the clinical history and the
results of physical examination. We know little about the
accuracy of the diagnosis of strokes in the community, but
several studies have been made of fatal cases treated in
hospital comparing the diagnosis during life with the findings
at necropsy. An Edinburgh study analysed prospectively
1152 hospital necropsies on patients in hospitals in south
Lothian and examined the inaccuracies in death certification
and in the diagnoses made in the notes. This was a
prospective study based on hospital patients with the benefit
of diagnostic aids, and the consultants were invited to correct
or add to their recorded diagnoses. Nevertheless, the results
showed that the main diagnosis in hospital was frequently
wrong, especially for cerebral strokes. Though in 129 cases
the clinical diagnosis of cerebral vascular disease was confirmed
at necropsy, in a further 71 cases the pathological examina-
tion found cerebrovascular diseases not suspected clinically
(underdiagnosis), and in a further 47 cases the clinicians had
diagnosed cerebrovascular disease which was not found at
necropsy (overdiagnosis). These last mentioned cases of
overdiagnosis of cerebrovascular disease were often serious
misdiagnoses-for example, the hypotension of myocardial
infarction or of peptic ulcer bleeding or the systemic shock of
peptic ulcer perforation or of pulmonary embolism were
mistaken for cerebral ischaemia. Some 28 of the 47 instances
of overdiagnosis were of this type. The authors concluded
that in cerebrovascular disease the diagnosis may be as often
wrong as right. Reports from other countries suggest that
misdiagnosis of stroke is widespread."
The necropsy has a dual value in these circumstances,

serving as a check on the management ofpatients with strokes
and as an important component in research studies on fatal
cases. A routine necropsy performed by a general pathologist
-or by a junior doctor or a medical student under super-
vision-may provide within a few minutes most of the gross
data required. The examination of the heart, major vessels,
lungs, and other major organs will rapidly establish the
presence of serious lesions outside the nervous system. The
distinction between cerebral haemorrhage and infarct, a well
known cause of clinical error, is easy, and the nature of the
cerebral arterial disease or the source of a haemorrhage is
usually readily apparent.
The skill of the neuropathologist or the pathologist with an

interest in neuropathology in the examination of patients
with stroke is more subtle. The hardened formalin fixed brain
is much easier to examine for the detail of cerebral
haemorrhage and cerebral infarction. The age, size, and

anatomical distribution of the lesions may be accurately
assessed, and it is easier to take sections to show the source of
bleeding, the nature of the occlusive vascular disease, and
whether embolism or thrombosis was the cause of any
vascular occlusion.
Though the presence or absence of the various patho-

logical lesions seen in cerebral stroke may be obvious, the
judgment of the cause of death is more difficult. The
neuropathologist, seeing many of these cases and studying
them in detail, is well aware that, for example, recovery is
possible from many cerebral haemorrhages and some are
silent clinically, and that a single major cerebral artery
occlusion or an extensive subarachnoid haemorrhage is not
by itself, uncomplicated, a satisfactory cause of death.
Research based on necropsies needs to consider with care and
with specialised knowledge all the relevant information in the
reports.6 7
One of the features of clinical practice in the past two

decades has been the progressive decline of the routine
hospital necropsy. It still has an important part to play in
analysing the effective management of stroke and as a
component of research into data on stroke-when in some
instances it should be backed up by a full neuropathological
examination.
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Griffiths in action: not what the
doctor ordered
Were the BMJ to indulge in tabloid headlines this article
might have been titled "Administrators hijack NHS." Such a
headline sums up the feelings of many doctors about the
direction of the management reforms recommended by the
Griffiths inquiry,' which were enthusiastically endorsed
by ministers, quickly embraced by administrators, but
reluctantly accepted by doctors. As many people predicted,
the introduction of these reforms is proving to be one of the
biggest shake ups that the health service has undergone.
Whether the dislocation accompanying the changes will be
worth while is too early to judge, but anxiety about what is
happening, particularly in the English regions, is evident
among the professional staff in the NHS.
The original thrust of the Griffiths inquiry for a more

rigorous accountable management structure in which
clinicians would have a prominent part was cautiously
welcomed by the BMJ in 1983.2 But the post Griffiths NHS
is in danger of shutting out doctors, nurses, and other
professionals from management. The management changes
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