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Dangerous Patients
Graham Frederick Young has won for himself a permanent
place in the annals of crime in this country. He, it will never
be forgotten, murdered by poisoning two of his workmates
and endangered the lives of others during a relatively short
period of conditional release from Broadmoor, where he had
been committed ten years previously for an attempt by
identical methods on the lives of his father, sister, and a
friend. So great was the public alarm occasioned by the dis-
closure of the facts after his trial that the then Home
Secretary, Mr. Reginald Maudling in addition to steps he
had already taken to tighten the procedure for the discharge
and supervision of patients from Special Hospitals-an-
nounced in the House of Commons' that two committees
were to be set up. The first was to consider what could be
done within the present law to effect further improvements,
and the second to consider the wider issues of possible
changes in the criminal law in relation to mentally dis-
ordered offenders.
The first of the reports of a team headed by Sir Carl

Aarvold, Recorder of London, has now been published.2
What is of paramount importance in assessing its value is to
see the problem in perspective. The report emphasizes that
Young was unique in forensic psychiatric experience and also
the fact that there are "very few exceptionally difficult cases
which might slip through the network of precaution already
established." The inference is, therefore, that the procedures
employed previously had, in general, worked well. This is
amply supported by statistical evidence that "the conditional
discharge procedure had been effective in keeping at a very
low level the reconvictions-including those for further vio-
lence-of the patients so discharged." Young, indeed, was
the only patient "to have committed homicide whilst under
active supervision," a remarkable record when one takes into
account (as the report points out) that Broadmoor has
housed many of the most dangerous and difficult patients in
the country.
The recommendations made by this report, it must be

emphasized, are concerned only with patients subjected to
special restrictions as imposed by Sections 60/65 of the
Mental Health Act, 1959. It infers that all such restrictions
should be indefinite. Nobody can legimately quarrel with
this: restrictions for a finite period are an attempt to prog-
nosticate when a dangerous patient-and by implication all
such patients are dangerous-will cease to be so. Even
Judges, with respect, are in no position to make such a
prognosis at the time such an order is made.
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To identify cases needing special care in assessment-
that is, individuals who are exceptionally dangerous-the
report recommends that within three months after admis-
sion to hospital the responsible medical officer should notify
the Home Office of this assessment and that thereafter "the
classification should not be removed." In effect, this is to
brand some patients indelibly with the mark of Cain. There
is a certain naivety in the suggestions that the consultant in
charge should "use his own discretion in deciding whether
or not to tell the patient of the view taken in his case." How
can the patient not get to know that he is so branded, and
with this knowledge how can he be expected to co-operate
fully in treatment?

Great emphasis is laid by the report on the value of
mulitidisciplinary case conferences representing nursing,
occupational, psychological, and social work staff when con-
sidering proposals for discharge of patients, or for transfer
from special to National Health Service (conventional) hospi-
tals. The importance of this type of conference cannot be
gainsaid, but could a position arise in which one of the an-
cillary representatives could veto what in the final analysis
must be a medical recommendation. A further safeguard is
advised before the Home Secretary makes his decision about
any aspect of increased freedom of restricted patients (mainly
those previously identified as needing special care in assess-
ment.) This is that the opinion of an independent body,
carefully differentiated from the Mental Health Review
Tribunal, should be sought. The proposed advisory board
would consist of three members: a forensic psychiatrist, a
representative of the social work profession (with appropriate
experience), and a chairman drawn from the legal profes-
sion. It would not be obligatory for the patient to appear
before the advisory board unless they so decide. Neverthe-
less, if this is so then the procedure falls below the stan-
dards set by the Mental Health Review Tribunal, where it
is mandatory for the patient to appear before them, and
for an independent psychiatrist to have examined him be-
fore the tribunal meets.
The section concerned with the continuing care and

supervision of the patient during his period of conditional
discharge will meet with much approval. "Each member
of the team who takes part in the process should be fully
informed about the patient's background and current situa-
tion," the report insists, and later on it recommends the
full dissemination of information "where the potential danger
to others might be appreciable in the event of relapse" to
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others outside the professional circle-such as relatives, em-
ployers, and landlords. The vexed problem of confidentiality
could be overcome, it recommends, by asking the patient
"when discharge is under consideration, for his written con-
sent to the disclosure of relevant information."
Throughout the report there are frequent references to

the part to be played by the National Health Service hospi-
tals in the treatment of patients under restrictions and, in-
deed, to those needing special care in assessment. To such
participation we have repeatedly objected.3-7 All these
patients are potentially dangerous and to commit them to
what are both in theory and in practice open hospitals is to
court disaster. This is particularly so at the present time,
when mental hospitals are under constant attack in the lay
press, so that even as an exercise in public relations the ad-
mission or transfer of patients to their care known to be
dangerous is undesirable to say the least. In the first instance
all patients under restriction should be admitted to Special
Hospitals, where security is maximum and where the staff
are security-minded. If discharge is considered then this
should be to hostels where surveillance would be by the
combined facilities of the social and probation services. The
latter would provide probation officers skilled in the super-
vision of released prisoners, dangerous or otherwise, who
have been incarcerated for long periods. If there are not
sufficient places in Special Hospitals or hostels, as is patently
the case, then the Government must see to it that they are
provided.
Though the committee is to be congratulated on the

thoroughness and the expedition of its inquiry, unfortunately
the recommendations it makes cannot be accepted without
some reserve. Deep down there lurks a nagging doubt
whether the elaborate machinery proposed is not an over-
reaction. Moreover, are not the existing arrangements (par-
ticularly as strengthened when the Young case came to
light) in themselves sufficient to protect the public and
ensure fair play for those patients in Special Hospitals who
pose no threat to society after discharge?8

I House of Commons, Parliamentary Debates (Hansard) 29 June 1972,
col. 1683. London, H.M.S.O.

2 Home Office Report on the review of procedures for the discharge
and supervision of psychiatric patients subject to special restrictions,
Cmnd. 5191. London, H.M.S.O., 1973.

3 British Medical 7ournal, 1967, 1. 317.
4 British Medical Yournal, 1969, 3, 426.
5 British Medical 7ournal, 1970, 3, 537.
6 British Medical 7ournal, 1971, 3, 443.
7 Bitish Medical !ournal, 1972, 4, 129.
8 British Medical 7ournal, 1972, 3, 70.

Herpes Hepatitis in Adults
Irfection of the liver is a rare complication of primary herpes
in adults, though it is a well-recognized and prominent
feature of generalized herpes of the newborn.'-3 Nevertheless,
since the report three years ago of T. H. Flewett and col-
leagues4 further cases of herpes hepatitis in adults have been
reported.5"8 With one exception, all the six adult patients
described have had predisposing factors which almost cer-
tainly caused increased susceptibility to infection.

In the case reported by Flewett and his colleagues the
patient was pregnant, had hyperemesis gravidarum, and had
previously been treated with tetracycline and trifluoperazine,
so that there were three possible causes of liver damage.

Two of the subsequently reported patients had extensive burns
and one of them was also receiving tetracycline. Another
patient was on long-term steroid therapy for asthma. A fifth
patient had severe coeliac disease with hypoproteinaemia,
which probably predisposed to infection in the same way as
did kwashiorkor in children past the neonatal period in whom
generalized herpes has been described.9 10 Only one patient
showed no obvious cause for the apparent breakdown in the
normal defence mechanisms against what is usually one of
the mildest virus infections.

In all patients the hepatitis was associated with primary
herpes elsewhere. In four patients this took the form of stoma-
titis-the commonest symptom of primary infection. But in
the two burned patients the primary lesion was a herpetic
invasion of the burned skin. The onset of hepatitis was
associated with progressive deterioration in the patient's
condition. The liver became enlarged, and in the only two
patients in whom the investigations were carried out the
serum transaminase levels were raised. Two patients became
jaundiced. All the patients except the pregnant woman died,
and she recovered only after being dangerously ill for four
days. At examination post mortem the main findings have
been of multiple discrete areas of necrosis in the liver, with
the intranuclear inclusions characteristic of herpes-infected
cells. Similar changes were present in the adrenal glands of
three patients. Herpes simplex virus was isolated from the
liver of the five patients from whom specimens were sub-
mitted for virus culture and was demonstrated by electron-
microscopy in the liver of the remaining patient.
The severity of the disease suggests that patients with

herpes hepatitis might be suitable cases for antiviral chemo-
therapy. None of the patients in fact had had any specific
treatment. Cytosine arabinoside has given apparently bene-
ficial effects in severe generalized primary herpes in
adults." 12 This disease is often accompanied by hepatitis
and, like herpes hepatitis, usually follows a primary herpetic
stomatitis. If herpes hepatitis is suspected on clinical grounds,
a confirmatory liver biopsy should be carried out. If the
diagnosis is confirmed, serious consideration should be given
to starting treatment with cytosine arabinoside or one of the
other antiviral drugs which are active against herpes simplex
virus. Cytosine arabinoside is a cytotoxic drug, so that there
is some risk that it may itself cause liver damage. But herpes
hepatitis is such a lethal condition that its use in this disease
is probably justifiable. B. E. Juel-Jensen and F. 0. Mac-
Callum'2 recommend giving the drug intravenously in a dose
of 4 mg per kg of body weight per day for the first day of
treatment followed by 2 mg per kg per day for a further 4
days. Cytosine arabinoside can also depress the bone mar-
row, so that the white cell count, haemaglobin, and platelets
should be checked daily in any patient receiving the drug.
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