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An English XYY Murder Trial
Back in 1962 the late Dr. Court Brown' raised the question
of criminal responsibility in persons with abnormal numbers
of sex chromosomes. He stated that if, as he expected,
evidence should accrue that they might be predisposed to
crime then this " would raise the whole problem of whether
such individuals could be held in law to suffer from a
diminished responsibility by virtue of their abnormal consti-
tution."

It is now known that extra X chromosomes greatly increase
the likelihood of mental illness and subnormality,2 while an
extra Y chromosome is related in some persons to tallness, low
intelligence, and admission to an institution (whether prison,
hospital for subnormal persons, or special hospital). Some
conclusions reached are not yet wholly justified-for instance,
"Some men are criminals because of an abnormality of their
chromosomes."3 And the link between crime and the double
YY complement has been accepted as suggesting that man
is not "completely immune from inheritance of complex
behaviour patterns."4 More cautiously Court Brown and col-
leagues have stated- that in their experience the men with
XYY chromosomes show " a spectrum of behaviour ranging
from apparently normal through those with a mild personality
defect to those who are severe psychopaths." They suggest
that it is highly misleading to suppose that the XYY male
is predestined to a life of crime. P. D. Scott and J. Kahn'
discuss some of the factors which might prevent behaviour
disturbances in the XYY person and state that " the XYY
complement may have a less important medico-legal implica-
tion than at first might have been supposed." Cases have
been described7-9 in which men with XYY or XXYY
chromosomes have not shown criminal behaviour. More-
over, there are instances in which the normal siblings of XYY
males have shown disturbances of behaviour like that noted
in XYY men. The double Y complement has figured in
several murder trials in various countries.

In commenting on a case in Melbourne, Australia, our
Legal Correspondent1 said that the medico-legal significance
of the case should not be overrated, for " criminal responsi-
bility is assessed on evidence of a man's state of mind and no
doubt will continue to be so assessed for a few years yet."
This approach certainly seems to have been taken in the first
British murder trial of a known XYY male, at Lewes Assizes
on 20 December 1968. The defendant pleaded guilty to man-
slaughter of his four children in a wood near the River Arun.
His plea of diminished responsibility by reason of mental
abnormality was supported by all three of the medical reports
without the necessity of raising the fact of his abnormal
karyotype, which was therefore never mentioned in the pro-
ceedings of the court. He was a man of 6 ft. 81 in. (305 cm.),
of good intelligence, with a long history of psychopathic dis-
order, including admissions to mental hospitals, where this
diagnosis had been made. There was no evidence of psychosis
and the electroencephalograph was entirely normal. He was

ordered to be sent to Broadmoor Hospital under section 60
of the Mental Health Act, 1959, and a restriction order of
unlimited duration was added. The whole proceedings took
less than half an hour.
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Reversibility of Pulmonary
Hypertension

Different types of pulmonary hypertension produce different
histological appearances in the pulmonary vessels. The
vascular pattern produced by left-to-right shunts differs from
that secondary to left atrial hypertension," and conditions
associated with hypoxia2-6 produce yet another appearance.

P. S. Hasleton, D. Heath, and D. B. Brewer in Birmingham
have recently clarified the nature of the specific response to
chronic hypoxia.7 The media of the muscular pulmonary,
arteries remains normal, but the arterioles develop a muscular
medial layer. Both arteries and arterioles develop longi-
tudinal muscle fibres in the intima and sometimes external
to the outer elastic lamina. At a later stage intimal
elastosis and fibrosis may develop, but vascular occlusion has
not been noted. This evidence suggests that the important
change is the formation of new muscle tissue and that the
increased pulmonary vascular resistance and raised pulmonary
arterial pressures are due to vasoconstriction of the pulmonary
arterioles. Evidence from clinical and experimental studies
has shown that pulmonary hypertension secondary to chronic
hypoxia can be reversed when the specific vasoconstricting
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stimulus is removed.8" Hasleton and his colleagues have
provided a clear and convincing pathological explanation.
More experience and further correlation between clinical

and pathological findings in the various forms of pulmonary
hypertension is still needed to increase understanding of this
perplexing condition. There is great individual variation in
the reactivity of pulmonary vessels to vasoconstrictive
stimuli."6-8 Pulmonary hypertension may be familial,"9 and
the pulmonary vascular reaction to life at high altitudes may
vary in different ethnic groups.20 Generalizations on the
reversibility of pulmonary hypertension must, therefore, be
treated with caution. The absence of obstructive vascular
lesions in chronic hypoxia may be related to the duration and
variability of the pulmonary hypertension rather than to its
aetiology. Pulmonary hypertension associated with large
left-to-right shunts is usually reversible when the shunt is
occluded before the development of secondary pulmonary
vascular damage, but in some young patients the occlusion
of the shunt may not prevent progression of the pulmonary
hypertension.2' N. S. Braunwald and his colleagues22 related
reversibility to the site of the shunt, but their results corre-
lated better with the age of their patients and took no account
of the great variation with which secondary pulmonary
vascular changes may develop.2' 24 A necropsy survey of the
pulmonary vessels of dwellers at high altitudes, comparable
to that of 0. Brenner2 in 1935, might show more severe
intimal changes than those which Brenner showed to be
normal in the older age groups in Birmingham.

Alveolar hypoventilation can be corrected by reduction in
weight in the grossly obese, by antibiotics in obstructive bron-
chitis, and by surgery in obstructive lesions of the upper
respiratory tract. The relation between stimulus and vaso-
constrictive response, however, has not been fully explained.
Even when the primary cause is not removed, infusions of
acetylcholine and tolazoline hydrochloride may be effective
in relieving pulmonary vasoconstriction.7 26-29 In patients
with cystic fibrosis of the lungs repeated peripheral injections
of tolazoline have recently been shown to lower the pulmonary
arterial pressure progressively, without an associated change
in either pH or arterial p02.30 Tolazoline's mode of action
is not fully known, and more investigation is needed. Clinic-
ally applicable methods of reducing hypertension in the pul-
monary circulation would extend the scope of treatment in
many pulmonary and cardiovascular diseases.

Industrial Therapy in Mental
Hospitals

In 1955 G. M. Carstairs and his colleagues,' after a survey
of industrial therapy units in Europe, envisaged the mental
hospital of the future as " a school for social learning where
the psychotic, discarded by society as a whole," would again
acquire social and work skills enabling him to return to the
outside community or to live at as high a level as possible
within the hospital. Subsequently workshops and factories
were set up in many hospitals in Britain. D. F. Early2 at Bristol
pioneered the development of a private company, Industrial
Therapy Organization (I.T.O.), that has expanded to provide
what he called a " gradient of employment" from simple
projects in hospital, through more complex training at the
I.T.O. factory, to independent employment in industry. At

the same time this organization concerned itself with social
rehabilitation-the preparation of the long-stay patient to
resume ordinary living. The I.T.O. (Bristol) Ltd. has also
sponsored the placement of patients as individuals or as groups
in local factories and provided a sheltered workshop and
living accommodation in training-houses or hostels. Such an
imaginative scheme aroused great enthusiasm and encouraged
imitation.
A recent publication by the King Edward's Hospital Fund3

is an attempt to investigate the present state of industrial
therapy departments in mental hospitals and is intended as
the first phase of a detailed investigation of their value in the
treatment or rehabilitation of psychiatric patients. From this
survey it can be seen that industrial and social rehabilitation
techniques have yet to be wholeheartedly employed on a wide
scale in Great Britain.

In this survey 80% of the hospitals circulated by question-
ary replied, and 75 completed documents were studied.
These showed that 46% of male patients and 56% of females
in the hospitals studied were reported as working, but only
about one-quarter of the working patients were employed in
industrial therapy projects. The remainder were engaged in
domestic duties, occupational therapy, and other types of work
traditional in mental hospitals. Industrial therapy units
varied greatly in size, some having only 4 patients, but they
were usually within the range 50-300 patients. The hospitals
estimated that on average each hospital could benefit a further
46 patients with industrial therapy if facilities were expanded.
Far from fulfilling the hope that industrial therapy would pro-
vide demanding situations where patients could be trained by
industrial supervisors towards ultimate employment in outside
industry, the King's Fund investigators found that in staffing,
methods of payment, and, one might add, in hours worked,
the industrial therapy undertaken in many instances did not

materially differ from other work carried out in mental
hospitals.
The history of individual units showed a haphazard

development much influenced by the predilection of the
initiator. Almost one-quarter of the industrial therapy units
were still housed in wards where patients live, eat, and sleep.
Only 30% were in purpose-built units. The projects were
too often monotonous assembly tasks. Only one patient in
every 128 had the opportunity of progressing to using
machines, and few patients were able to become supervisors
or inspectors. Of the staff supervising industrial therapy
65% were qualified nurses, 17.7% were occupational
therapists, and only 7.5% were industrially qualified. Many
nurses and occupational therapists have adapted to the new
attitudes and techniques of industrial therapy, and without
their enthusiasm there would have been many fewer successful
departments. But it is surely not unreasonable to assume
that such a new approach requires appropriately trained staff
and a national salary scale. Most important of all, the report
emphasizes the failure to provide sheltered work for those
who do not achieve employment in the outside community
and who at present " silt up hospital industrial units," remain
unemployed at home, or contribute to the increasing hospital
readmission rates.
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