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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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have been introduced-or imposed-at a time when the
NHS had not yet shaken down from the reorganisation of
1982, and the result has been to create further uncertainty
among staff and a fall in their morale and commitment.
Furthermore, the changes are taking place as many health
authorities are facing financial crisis because of the govern-
ment's refusal to fund the full amount of the 1985 pay
awards.3 NHS staff and health authority members are
having to cope with a major structural reorganisation at the
same time as carrying out a major damage containment
exercise on behalf of patients' services.

This burden has been aggravated by an unrealistic time-
table set by politicians eager to see quick financial savings
from a supposedly more efficient service. Confused health
authorities have had to rush the appointments of regional and
district managers, largely without help or guidance from the
key management group in the new structure: the NHS
management board. This board, whose membership is still
incomplete, was not set up until April 1985,4 long after the
government's implementation circulars had been sent out in
England,and Wales.5 Furthermore, its relationships to the
DHSS and to regional health authorities are still far from
clear. The appointment of the new managers has been
further bedevilled by interference from ministers, who in
their anxiety to achieve their objective of injecting more
outside management skills into the NHS have, according to
reports, rejected in house candidates recommended by
health authorities.
The appointment of managers in England and Wales is all

but complete-Scotland's management reforms are taking
place more slowly-and an analysis of their origins was
published recently.6 These new managers, 80% of whom
come from within the NHS, are setting up new management
structures in their authorities, a process that also seems to be
proceeding with unwise haste. Many of the district and unit
structures emerging are different from their predecessors, as
Ellis pointed out in the BMJ last week.7 The outcome looks
like a sharp reduction in the influence of doctors (and nurses)
in the management of the service, a change that will be most
unwelcome to the BMA's annual representative meeting,
which this year urged the council "to take the necessary steps
to strengthen the clinician's role in management."8
The profession has not been helping its own cause.

Despite a programme of briefing meetings in England and
Wales organised jointly by the BMA and the NHS Training
Authority clinicians have shown scant enthusiasm for taking
part in management. No doubt most prefer to concentrate on
their patients, and some may have been deterred from joining
management, anyway at unit level, because of the uncertain
financial compensation. Whatever the reason their poor
response is unfortunate because professional advice for
management is essential for the effective running of the
NHS. Though by no means perfect the district management
teams of the pre Griffiths era provided an effective channel
for professional input. But despite ministerial assurances to
preserve them-as the profession wanted-these teams are
being dismantled by many ofthe new managers committed to
functional management.

In dismantling the previous teams some managers seem
intent also on dismantling-or at least undermining-
community medicine. In one authority, for example, the
district medical officer returned from leave to find his job

abolished. The BMA is fighting to rectify that catastrophe,
inflicted, as it happens, on a prominent member of the
BMA's Central Committee for Community Medicine
and Community Health. That committee, meeting on 13
September, heard other worrying reports from the English
regions and members were anxious about the specialty's
future.9 As well as defending individual community
physicians under threat the BMA will be planning to secure
the future of the whole specialty, no easy task given that
community physicians have long been divided about whether
their place is in management, epidemiology, preventive
medicine, or permutations of these.
Had the specialty of community medicine been more

widely understood and accepted inside and outside the
profession the future place of doctors in management might
have been more secure. But clinicians' years of unassailable
influence in the NHS had lulled them into believing that their
dominant place in the NHS was an inalienable right. It also
saved them from having to master the techniques of modern
management. The Griffiths inquiry while recognising the
importance of doctors also proposed a different balance of
power in the NHS. If doctors wish to join in management
they will have to learn the necessary skills, and courses are
already available. Unfortunately the compromise solution of
clinicians as part time managers in units-ministers set great
store by giving clinicians influence at this level-is in danger
because many districts are reducing the number of units,
thereby by increasing their size and management responsi-
bilities and making it hard for clinicians to be part time unit
managers. Whether this local development is based on
efficiency criteria or is because of a determination by the new
general managers to relegate doctors-and nurses, who are
also faring badly in obtaining manager's posts-to an
advisory role is hard to say. It does, however, present the
profession with a dilemma. Should doctors embark on a
medicopolitical campaign to secure more places in manage-
ment-not easy to achieve in the time available and given
clinicians' reluctance to join in-or should they adopt a
different tack by reinvigorating the underused medical
advisory machinery?
The answer may largely depend on the attitude of local

managers, whose power is an unfamiliar phenomenon for
NHS staff accustomed to central negotiations. Even so, the
BMA's first step should be along its traditional path to the
top. The arrival at the DHSS of Mr Barney Hayhoe, the
new-and reportedly more conciliatory-minister for health
gives the association an opportunity to present its views on
the management restructuring. The BMA's leaders should
also visit Mr Victor Paige, "managing director" of NHS
incorporated, for clearly, the medicine now being admini-
stered to the NHS by him and his general managers is not
what the doctor ordered.
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