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Health and Social Security performance indicators, both
activity and cost, when adjusted for case mix, are near the
expected level; they compare favourably with other districts,
particularly provincial teaching districts. Indeed, the
Thames regions top the league table in "cost improvement"
programmes.
Many other questions are raised by the report-not least

the lack of information on priority services. But so what?
Raising questions and the subsequent debate are part of
health service planning. Should what might appear to be a
parochial issue not be settled by the 12 districts and their
regions unruffling their feathers and sitting down quietly to
review their strategies and adjust them as necessary? The
special funds made available to reduce the pressures inflicted
by the Resource Allocation Working Party will lubricate the
process and also reduce the pressures on ministers in what for
them is an important year.
The problem should not be settled in this way, primarily

because the issues raised in the report are not peculiar to the
inner London districts: they just happen to have raised them.
Patients are not behaving as planned: the Thames regions
have relied on a 15% reduction in hospital admissions in
inner London but so far there has been a 2-5% increase. The
flow from outside London appears to be increasing, not
decreasing. Bed reductions do not reduce activity-not if the
number of consultants is not also reduced, and there are no
realistic plans to do so. If, as is the case, the easy and most
cost effective reductions have taken place by closing entire
hospitals, what further reductions will have to take place to
find the remaining 60% of the £109m?

This is the nub of the issue and the not so hidden agenda
behind the report. Can the Thames regions develop priority
services, cope with demographic change, fund new develop-
ments in health care, and still run a viable acute service?
Perhaps they cannot. Perhaps no part of the country can, and
the concept that Britain can run a health service with a lower
number ofacute beds per head ofpopulation, with less ofour
gross national product going on health than most other
countries, is akin to that adopted by Canute's courtiers.
Waiting to see whether the tide will engulfus is not advisable.
The DHSS and the regions must therefore tackle the issues
raised in-the report and in addition they must be seen to be
tackling them. They should recognise that such debate will
and should take place in public and welcome reports like this
one.
They could in addition be looking across the Atlantic. If

further savings can be achieved without compromising
patient care then they will probably come from clinical work.
In most hospitals the non-clinical budgets are virtually
squeezed dry. The American hospital system has rapidly had
to learn how to control and rationalise clinical activity
because of the system of a fixed cost for each case. Some of
that knowledge might be transferable to this country. We
must also have some way ofmonitoring what is happening in
the acute sector. The various agencies who pay the bills in
American hospitals have advanced external audit systems
that masquerade under the friendly title of peer review
organisations. They look at both the process and the outcome
of clinical activity. Perhaps what we need is a health advisory
service for the acute hospital sector.
And, lastly, where we began-London. It should not

distort the national picture but neither should its present
and potential contribution to teaching and treatment be
underused or run down piecemeal. Why not call its bluff?
The only reason for other people from outside London to

receive their care in London is that it is either cheaper than
elsewhere because of its historic volume or better because of
its special skills. An inner London health authority funded to
provide local services and relying on an internal NHS market
to attract the rest of its money might tackle the issues raised
in Back to Back Planning rather faster than conventional
planning systems.

KAMGRANT
District General Manager,
City and Hackney Health Authority,
St Bartholomew's Hospital,
London EClA 7BE

1 Rivett G. The development ofthe London hospiual system 1823-1982. London: King's Fund, 1986.
2 King Edward's Hospital Fund for London. Planned health senvices for inner London. Back to back

planning. London: King's Fund, 1987.

Why the excess mortality from
psychiatric illness?
The association between psychiatric illness and premature
mortality has long been known but surprisingly little studied.
Esquirol had noted high mortality between 1784 and 1794 at
Bicetre,' and Farr, in making the first psychiatric study in
1841, considered that the risk of death was increased six to
seven times for lunatics in British asylums.2 The major causes
of death in earlier accounts of hospitals were gastrointestinal
infections such as cholera, which killed 226 out of 601
residents in the West Yorkshire Lunatic Asylum in the
autumn of 1849,3 and respiratory diseases, especially tuber-
culosis, because of poor hygiene and overcrowding in large
institutions in the United States,4 Norway,5 and Britain.6
Savino and Brody pointed out that the mortality in institu-
tions was closely linked to the average length of stay and that
this reflected the optimism of that period about recovery
from mental illness7; mortality rates, in part, thus comment
on the nature of psychiatric care.

Mortality is still greater for psychiatric patients than
expected, although less excessive since the introduction of
modern treatments and shorter durations of inpatient care.8
This increase occurs from suicide, accidental death, and
natural causes among those previously psychiatrically ill and
for all major psychiatric diagnostic groupings-organic
states, schizophrenia, affective disorders, and neuroses and
related conditions.9 It occurs in both sexes, in many different
countries and ethnic groups, and is independent of type
of treatment (Corten P, Ribourdouille M, unpublished
observations)'0; this increased death rate is ofreal importance
for public health.
The association between psychiatric illness and suicide is

obvious and well known.0'II A depressive illness or another
psychiatric disorder could be diagnosed retrospectively in
most cases of completed suicide'2; psychiatric morbidity was
high among those for whom a coroners' open verdict was
returned'3; and psychiatric illnesses are the most common
predisposing causes for suicide. 14 Similarly psychiatric illness
is associated with accidental death. 15-17 Those with psychiatric
illnesses are more likely tobe the victims of violence and are
more likely to put themselves at risk; and alcohol and drug
abuse is associated with other mental disorders and with risk
of accidental death.'1819
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The more surprising finding is that the excess mortality
remains even when suicide and accidental deaths are ex-
cluded. The highest increase is among those with organic
psychotic conditions, especially any type of dementia, but is
raised for all psychiatric diagnoses520 and paradoxically is
greater for those aged under 40.11 Among the psychiatrically
ill there have been accounts of sudden death, death with no
organic disease, and also of unexpected death from known
physical illness.2' Most of the excess mortality from natural
causes is, however, from common conditions: cardiovascular
disease and arteriosclerosis,12 pulmonary infection,23 and
influenza."' Whether there is an excess of deaths from
malignancy is debatable." 22

Postulated causes for the excess mortality may be divided
broadly into biological and psychosocial. Kendler has con-
sidered that genetic factors are important in mortality from
trauma (suicide and accident) and those with schizophrenia
and from diseases (natural causes) among those with neurotic
conditions.24 Psychiatric illness and physical conditions
resulting in death may be linked in three ways: the mentally
ill may have an increased exposure to known causes ofdisease
or death-for example, tobacco, alcohol, and dangerous
driving; for a given degree of environmental exposure they
may have an increased susceptibility to develop illness
(psychosomatic disorder); and mental illness may adversely
affect the outcome of a physical disease.25
The excess mortality could be accounted for by several

different psychological theories. The cluster theory suggests
that illnesses tend to cluster in different bodily and psycho-
logical systems in the same individual, that there is a higher
concentration of some illnesses in a minority of the popula-
tion, and that several illnesses tend to occur within a few
years of the whole life span.26 The affect of hopelessness may
be associated with the early stages of a severe physical
illness,27 and many studies have looked at the association
between adverse life events and the subsequent onset of
serious illness and death.2' The experience of loss has been
related to increased mortality,-' and the inability to com-
municate distressing emotion verbally (alexithymia) may be
related to the onset of physical illness.30 Type A behaviour
patterns, with competitive striving, aggressiveness, hostility,
and continuous working to time limits, have been related to
an increased incidence of coronary heart disease.3' Very
different life stresses may result in a common pathological
pattern of illness resulting in death,32 and in certain pre-
dicaments the untoward event has had a last straw effect,
resulting in premature death.33 Associations have-also been
sought between abnormal psychological states and accident
proneness.34
With this bewildering array of findings and theories one

might concur with Tsuang and Simpson's answer to their self
imposed question: "Mortality studies in psychiatry-should
they stop or proceed?": "There is a continuing need for
mortality studies and increased opportunities for integrating
these investigations with other longitudinal studies of psy-
chiatric population."35 The study of mortality is the hardest
fact of psychiatric epidemiology and can give useful infor-
mation on the course of mental disorders and the efficacy of
treatment.
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Asymptom-atic hyperuricaemia
Defining hyperuricaemia exactly is difficult,' but practically
it is a urate concentration above 420 Rimol/l in men and
360 ,umol/I in women. Sometimes hyperuricaemia will be
found on routine screening in a person who has never had
gout, and as it may be a risk factor for gout, renal disease, and
ischaemic heart disease the question arises whether any
treatment should be offered.

Prolonged hyperuricaemia certainly carries a risk of gouty
arthritis proportionate to its severity and duration. The
prevalence of gout is high in populations whose uric acid
concentrations are above those found in Europe, and the
height of the serum urate concentration correlates with the
prevalence of gout. Data from the Framingham study
showed that 90% of those with urate concentrations above
540 Ftmol/l had gout,2 but only 10 men had this degree of
hyperuricaemia and other studies have not confirmed such a
high incidence of gout. For example, Fessel found that only
three of 66 men with concentrations above 540 ,utmol/l, in
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