
BRITISH
MEDICAL
JOURNAl

LONDON SATURDAY 26 FEBRUARY 1972

aJ

Staffing Our Asylums

For more than ten years staff and patients in the vast Vic-
torian asylums throughout Britain have known that they are
scheduled to be closed. Official policy is that their functions
will be taken over by expansion of community services,
local authority hostels, and small psychiatric, geriatric, and
mental handicap units in or near the new district hospitals.
Whittingham hospital, whose ill-treated patients, inadequate
staff, and ineffective managers were so widely publicized
last week' is one of the largest of these isolated institutions.
Its grounds, market gardens, and farms cover over 400 acres,
and despite a reduction in the number of beds by a third in
recent years it still has 2,000 patients, 86% of whom have
been there for more than two years. Sir Keith Joseph ap-
parently sees the malpractice at Whittingham as evidence
of the effects of poor management;2 this, he claims, is the
sort of tragedy that his reorganization of the N.H.S. will
prevent. An alternative interpretation-and one supported
by the inquiry itself-is that part at least of the blame must
be given to the policy of planned obsolescence for the large,
isolated hospital. This has been disastrous for morale and
recruiting among the staff of these hospitals; and it has
never been realistic.

Certainly the advances in physical treatments and psycho-
therapy in the last twenty years have made it possible for
many psychotic patients to live in the community who would
formerly have spent their lives in the back wards of mental
hospitals. But there will always be people whose mental state
is totally unamenable to curative treatment and who need
protective care. Some are mentally handicapped-well below
normal intelligence. At present 60,000 such people are in
long-stay hospitals3 and another 100,000 are living in the
community helped by local authority social services.4 There
are long waiting lists for admission to long-stay units for the
mentally handicapped, particularly those suitable for child-
ren. A second group includes men and women who have
become demented with increasing age; and within both
hospitals and local authority residential homes the numbers
of these patients are rising. There are about 37,000 geriatric
beds within the N.H.S., and another 35,000 beds are occu-
pied by patients over the age of 65 in mental hospitals.
Almost 50,000 old people are looked after in private and
local authority nursing homes. If all these people in need
of custodial care are to be housed in the small, purpose-built
residential units in the community that are visualized in
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official policy, the cost would be over £100 million.5 Un-
fortunately, the cost would not stop there. The more attrac-
tive the units and the better integrated they are in the com-
munity the greater would be the demand for places from
families who at present prefer to keep one of their members
at home rather than see him incarcerated in one of the remote
Victorian institutions.
The Health Department should be given credit for having

found more money for mental handicap and mental illness
in the last two or three years; but the sort of sums needed
if the old asylums are to go are unlikely to be forthcoming.
While young adults are dying for lack of artifical kidneys,
and waiting lists lengthen at specialist cardiac surgical units,
chronic mental handicap will not get priority. But
meanwhile the staff in the large old hospitals are told "ten
to fifteen years"; the buildings are patched and cobbled;
and, as new district hospitals develop their acute psychiatric
units, the proportion of acute mental illness treated in the
old hospitals declines further. Little wonder that staff-
medical and nursing-are hard to attract into institutions
officially said to have no future.

Caring for the mentally handicapped in an isolated insti-
tution has none of the appeal of nursing acutely ill patients
in a modem hospital; but even teaching hospitals find
difficulty in attracting recruits. The Whittingham report is
frank: "Deprived of its remaining short-stay patients by the
establishment of psychiatric units at Sharoe Green and Pres-
ton, as planned, Whittingham can certainly run down so far
as this category of patient is -concerned. But the admission
to Whittingham of long-stay patients continues; that of
elderly patients rises as longevity in Lancashire, as else-
where, continues to increase; and without alternative pro-
vision for these patients the closure of the old hospital will
remain a pipe-dream. Instead, a 'two-tier' system of psy-
chiatry will be perpetuated, with therapeutic activiity con-
centrated on the short-stay patients in the new psychiatric
units while the accumulation of long-stay patients at Whit-
tingham receives no more than residual care. This system
is. as demoralising for staff as it is bad for patients." If staffing
problems and consequential poor standards are not to get
worse in the isolated long-stay units the Health Department
must look again at its policies. Acute psychiat-ric care may
well best be given in district hospitals; but it would be wise
to delay transfer of acute facilities from large mental hospi-
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tals until a realistic plan is made for the future provision
of custodial care.

For the forseeable future between 100,000 and 200,000
people-mentally handicapped and demented-are going to
need to be looked after, and this is the responsibility of the
community. No-one would disagree with the intention of the
Department's policy to house these patients in small units,
close to their relatives, and close to district hospitals so that
medical and nursing staff do not feel isolated. Meanwhile,
however, the vast majority of long-stay patients are housed
in the rural isolation of the large hospitals; and nothing
is more likely to depress standards in those institutions than
the atmosphere of borrowed time. If in fact there is little
prospect of closing these large, old hospitals the Department
should say so, and set about upgrading them and making
conditions more attractive for staff and patients alike.

1 Report of the Committee of Inquiry into Whittingham Hospital. London,
H.M.S.O., 1972.

2 The Times, 16 February 1972.
3 Department of Health and Social Security Annual Report 1970. London,

H.M.S.O., 1971. (Figures quoted are for England and Wales).
4 The Mental Health Explosion. London, C.A.R.E. for the Mentally Handi-

capped, 1971.
5 Teeling-Smith, G., quoted in New Society, 26 February 1970.

Traumatic Perforation of
Oesophagus
Owing to its protected position the oesophagus is only
rarely perforated by penetrating wounds, though these in-
clude inadvertent damage during surgery in the neck and
especially in the region of the oesophageal hiatus in the
diaphragm. Swallowed foreign bodies may perforate, and
rupture may occur from explosions or compressed air
accidents.' However, by far the commonest traumatic per-
foration of the oesphagus results from endoscopy. C. C. K.
Smith and N. C. Tanner2 estimated that injury to the
oesophagus occurs in one in every 300 gastroscopies and
one in every 100 oesophagoscopies. Two types of perfora-
tion may occur. The first and commoner, especially in
elderly subjects with anterior bony projection due to cervical
osteoarthritis, results from compression of the posterior
oesophageal wall between the instrument and the cervical
spinal column causing pressure necrosis or splitting of the
posterior wall in the postcricoid region. The second type,
which may occur anywhere in the oesophagus but more
especially in the thoracic portion, results from direct split-
ting of the wall by the tip of an endoscope or, more com-
monly, from the passage of a dilator or intubating tube or
from the use of forceps. Injury is more likely in the presence
of a stricture or growth.
The prognosis closely correlates with early diagnosis and

immediate treatment. The possibility of perforation should
be constantly in mind after any oesophageal intubation.
Pyrexia in the range of 990-101°F (37-20-38.3'C) is almost
always present. Perforation in the cervical region is sug-
gested by supraclavicular tenderness, spasms of the sterno-
mastoid muscles, and particularly by the development of
surgical emphysema in the neck tissue. Perforation of the
thoracic segment is accompanied by pain usually felt deep
in the thorax and the back, but with perforations near the
cardia the pain is often in the upper abdomen.3 In cervical
perforations a lateral radiograph of the neck may show free

air in the tissues together with broadening of the retro-
tracheal space. A thoracic perforation may be accompanied
by mediastinal emphysema, pneumothorax, or hydro-
pneumothorax. X-ray examination after swallowing water-
soluble contrast medium will usually confirm the per-
foration and accurately define its position, though a small
perforation or one that has sealed itself off may not be
demonstrated.

After the introduction of antibiotics and a policy of early
repair the mortality of oesophageal perforation fell from
about 90% to 20%. Smith and Tanner,2 however, advocated
conservative treatment of cervical perforations, and they
reported 26 cases treated a few hours after perforation
without a death. They thought perforations of the lower
oesophagus should be treated by immediate suture or re-
section. The treatment of oesophageal injury is still a matter
of controversy. Since it is uncommon, any one surgeon
probably has a fairly limited experience. L. P. Mengoli and
K. P. Klassen4 advocated conservative management of all
perforations of the oesphagus and treated 18 cases (six of
the upper and fifteen of the lower oesphagus) by intra-
venous fluids, penicillin and streptomycin, and nasogastric
suction together with chest aspiration when a hydrothorax
was present. Only one patient died. Most of the cases were
diagnosed within 24 hours. W. M. Tuttle and R. J. Barrett5
treated 19 cases of perforation, four in the cervical and 15
in the thoracic region, with antibiotics together with drain-
age of the chest in the cases of thoracic perforation. Fifteen
of their patients were seen 24 hours or more after perfora-
tion. Feeding by mouth was allowed even when some of the
feed discharged through the chest drain, yet there were
only three (15.7%) deaths in this series.

J. Youngs and D. Nicoloff,6 while agreeing that small
perforations could be managed conservatively, pointed to the
difficulty of diagnosing the extent of the perforation and the
amount of perioesophageal contamination. Of 11 patients
they treated conservatively six required intervention later
and four of those died. Eight of their patients were operated
on as soon as the diagnosis was made. Three had primary
closure of the perforation, three had mediastinal drainage,
and two had immediate resection of a perforated carcinoma
of the cardia. The only death was in one of the cases of
oesophageal resection. Because of this experience these
authors advocate immediate surgical intervention. D. P. Boyd
and C. J. Wittmann,7 after a study of 19 cases, advocate a
selective policy. When there is pneumothorax, pneumo-
peritoneum, mediastinal emphysema, or subcutaneous
emphysema they advise simple drainage in cervical perfora-
tion and suture, drainage, or emergency resection in thoracic
perforations. Otherwise they begin with conservative treat-
ment and drain any abscess that subsequently forms. Four-
teen of their patients were operated on with two deaths
and five were treated conservatively without loss.

S. Bertelsen3 points out that the difference in mortality
between perforations of the cervical and of the thoracic parts
of the oesophagus is considerable. The consensus is that
cervical perforations should be managed conservatively with
immediate drainage in the event of the slightest sign of
spread of infection or abscess formation in the mediastinum.
Cervical drainage is easily done through a small supra-
clavicular incision.2 Conservative management consists of
total fasting, nasogastric suction, and broad-spectrum anti-
biotic therapy. Adequate nourishment can usually be pro-
vided intravenously. In perforations of the thoracic part of
the oesophagus, however, the situation is quite different, and
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