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TABLE Iv-Odds ratios and 95% confidence intervals from logistic analysis of
participants suriving myocardial infarction and surviving participants free of
myocardial infarction

95% Confidence
Odds ratio interval

Ex-smoker v non-smoker 0 70 0 40 to 125
No of cigarettes a day:

1-5 v non-smoker 0-82 0-35 to 1-88
6-l5 v non-smoker 1-13 0 68 to 1 89
- 16v non-smoker 2-07 1-25 to 3-41

Systolic blood pressure 142 v 133 mm Hg 1-19 1 06 to 1 33
Serum triglycerides 2 70 v 1-76 mmol/l 112 1 01 to 1-24
Serum cholesterol 6 48 v 6100 mmol/l 1 12 0 99 to 1-26
Body mass index 26-4 v 250 1 11 0-99 to 1 24

death and men who survived a myocardial infarction showed only the two
types of registration as discriminating between the two groups (not shown in
the tables).

Discussion

In our study population every second subject who suffered a
sudden death was registered at the Temperance Board. This
was four times the prevalence of such registrations among the
population at large. The odds ratio for sudden death for a person
registered at both the Temperance Board and the Bureau of Social
Services was 3-74. Registration at the Bureau of Social Services,
however, may be an indicator ofadvanced alcoholism'6 rather than a
factor carrying a risk of its own. Our finding corresponds well with
the risk ratio of 3 99 for death from coronary heart disease among
problem drinkers as compared with non-problem drinkers in an
American population.'7 The 26 participants in our study who
suffered sudden death differed from the controls with respect to the
classical risk factors for ischaemic heart disease. Nevertheless,
multiple logistic analysis including registration at the Temperance
Board showed that this factor accounted for much of the variation
and effect of the classical risk factors, so that only systolic blood
pressure and registration at the Bureau of Social Services were
included as independent of registration at the Temperance Board.
Registration for alcohol intemperance has been shown to be
overrepresented among men with an increased risk of ischaemic
heart disease'68'l and of sudden death in particular.'9 Raised
systolic blood pressure reportedly characterises subjects with fatal
ischaemic heart disease as compared with those with non-fatal
ischaemic heart disease,'6 and our results confirm this.

Measuring the blood alcohol concentration at necropsy has also
been used as an aid to deciding whether alcohol may have
contributed to death. After excluding cases of sudden death in
which ethanol was found in the blood the prevalence of subjects
with known alcohol abuse was no longer significantly increased
among those with ischaemic heart disease and sudden death.20
Subjects in whom ethanol was detected at necropsy accounted for
40% of all cases of sudden death,202' which corresponds well with
our finding that 490/o of subjects who died suddenly were registered
for alcohol intemperance. In an American study the risk of sudden
death was increased by a factor of 2-3 among people of poor
education as compared with highly educated people.Y2 This effect of
poor education was not accounted for by differences in conventional
risk factors, electrocardiographic findings, access to medical care,
or other variables.22 Sudden death and death from coronary heart
disease were more common in low than in high social classes in
Norway.23 Alcohol intake was not taken into account in either study,
however, so we cannot exclude the possibility that poor education
and low social class may have substituted for alcohol abuse. In our
study non-attendance at the screening examinations was no longer a
risk factor for sudden death when registration at the Temperance
Board was taken into account.
The pattern of the classical risk factors in the sudden death group

and the group with non-fatal myocardial infarction was strikingly
similar. In the Framingham study the pattern of risk factors for
sudden death was very much the same as for ischaemic heart
disease.24 In our study the only factors discriminating between the
sudden death group and the group with non-fatal myocardial

infarction were the two types of registration. The relative un-
importance of the classical risk factors may have been due to the
active treatment of hypertension and hyperlipidaemia in this
population. Very few of the sudden deaths, however, occurred in
men in the treatment groups. Our findings agree with other
epidemiological studies suggesting that sudden death is more likely
among alcoholics who suffer myocardial infarction.25 Alcohol abuse
may cause intracellular electrolyte disturbances25 which may result
in cardiac arrhythmias26 and may explain why sudden deaths occur
even in subjects without severe narrowing ofthe coronary arteries.27
Our results show that among middle aged men a large proportion

of sudden deaths occur in those with known alcohol intemperance.
This was the main factor discriminating this group from survivors of
myocardial infarction. It has been suggested that the key to
preventing sudden death may be reduction of the risk of coronary
heart disease.24 Our data show that preventing alcohol abuse is an
essential part of that strategy.
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Correction
What are health authorities doing about the health problems caused
by unemployment?
Anerror occurred in this paper byChristiane Haris and Richard Smith (25 April,
p1076). The percentages on lines 8 and 9ofthe introduction were transposed and
should have read: "Those who are threatened with losing their jobs consult their
general practitioner 20% more often than controls who are in work and are
referred 60%'/ more often for hospital outpatient appointments."
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