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Contemporary Themes

Closure of a hospital and some people with epilepsy

C A HOULDER

British Medical Journal, 1977, 1, 1266-1267

There is a small but important group of epileptics who live in
the epileptic colonies and also at St Faith's Hospital, Brentwood,
which is the sole remaining National Health Service Hospital
dealing exclusively with epileptic patients. St David's Hospital,
Edmonton, was a similar hospital for male epileptics, but it was
amalgamated with St Faith's Hospital several years ago.

Altogether about 3000 people live at the hospital and in the
colonies. They tend to be underprivileged and unable to
represent their own interests effectively. They are a group of
handicapped people who cannot be fitted into and are not
accepted by psychiatric hospitals or hospitals for the subnormal.
Neither can they live in the community either at home or in
other part III establishments.

Special needs

Like blindness, epilepsy has many causes, yet the presenting
symptom is often the important one that gives patients a

common interest. Most institutionalised epileptics have damaged
brains and may show episodic behaviour disorders and psychotic
disturbances related to their epilepsy. A typical patient who finds
his or her way into an epileptic colony or St Faith's Hospital is
not considered acceptable for a bed in a psychiatric or subnormal
hospital and we have to face the fact that they cannot be dealt
with elsewhere other than in a colony or a special hospital. Such
people need a settled order to their lives and any disruption of
this can have severe consequences.
We experienced some of these consequences when the patients

from St David's Hospital were transferred to St Faith's. The
disturbance of their life style was such that one patient committed
suicide and many others showed severe behaviour disorder and
exacerbation of their fits, which took many months to settle
down. In some epilepsy that had been quiescent for years once

again became a serious problem. This emphasises that any
change in settled order can be very harmful. Some patients can

start a series of epileptic fits, often leading into status epilepticus,
for trivial reasons, such as a minor quarrel or failure to receive
an expected letter from home. One patient had a fit after 10
years of freedom during the stress of being interviewed for a job.

Clearly therefore these patients have special medical, nursing,
and social needs, which cannot be met other than in a colony or

special hospital geared to their requirements. There will always
be a hardcore of patients who will continue to be best served by
this arrangement whatever the advances in prevention and
rehabilitation. I believe that institutionalisation with all its
melancholy connotations is the best that can be done for some

people with epilepsy. Perhaps some of our 3000 epileptics at
St Faith's and in the colonies are unique in this respect. Their
special propensity to have fits must place them apart from all
other groups of long-stay patients.
To fill the needs of this special group of handicapped people,

the epileptic colonies, of which there are seven in England and
Wales, and the two special hospitals, St David's and St Faith's,
were established. Most of the colonies were built at the turn of
the century and the two hospitals were built between 1910 and
1920. Most of them suffer from their Victorian ancestry, yet
their function is not reproduced elsewhere.

The Reid Report

In 1969 these matters were examined in some detail by a

subcommittee of the Advisory Committee on the Health and
Welfare of Handicapped Persons under the chairmanship of
J J A Reid. The report produced by the subcommittee, People
with Epilepsy,' is a sensitive and comprehensive survey of
epilepsy in general, though it suffered from the fact that too few
of the members of the subcommittee were themselves concerned
with the day-to-day care of institutionalised epileptics. The
subcommittee made 56 recommendations, and it is disappointing
to note how few of them have as yet been implemented.
The report's major recommendation was that special centres

should be established for people with epilepsy whose
management presents particular problems. These centres should
consist of a neurological and neurosurgical unit and a residential
unit with facilities for carrying out assessments under everyday
living and working conditions. Initially five or six units should be
established in England and Wales on a supraregional basis, and
these units should form focal points for research and teaching
about epilepsy. The report also recommended that as medical
and social services expand the colonies should plan to reduce the
facilities they have traditionally provided.

Rather than expanding, however, medical and social services
have contracted, and Chalfont colony is the only colony that fits
the description of a special centre.
Most of the other recommendations are unexceptionable. For

example, the report states that colonies should accept people
only after full medical and social assessment, they should keep in
contact with social workers and general practitioners, and
they should have a social worker on the staff or attached from
the local authority. St Faith's Hospital has, however, just lost its
social worker with a special interest in these epileptic patients.
Although the report recommended that the colonies should
increase the amount of accommodation that could serve as a

"half-way house," St Faith's is actually not allowed to admit
patients who may become long-term problems.
The report suggests that as epilepsy is a symptom and not a

disease, the sufferers should be distributed among the institutions
or hospitals that cater for their primary diseases. This is a
dangerous doctrine, which ignores these patients' special needs.
Equally dangerous are the suggestions that people with epilepsy
needing part III residential care shoud be accommodated in
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small homes with people with other handicaps and that elderly
epileptics whose condition does not warrant hospital care should
be placed in local authority homes for the elderly.
A geriatric patient with severe epilepsy would not be best

served in a geriatric ward or a district general hospital, where it
is doubtful that his special needs would be met. I am quite
certain that epileptics requiring long-term care are not likely
to be well looked after with a group of other patients suffering
from other handicaps.

Wind of change

Sadly it now seems inevitable that the recommendations of the
regional health authority that St Faith's Hospital should be
closed will be accepted by the Department of Health and Social
Security. But this is only part of the wind of change that is
blowing through our mini-field of epilepsy. For some time the
epileptic colonies have suffered through the failure of the
appropriate local authorities to fund the admission of suitable
patients. Similarly, St Faith's has had its catchment area
progressively reduced and the hospital is no longer viable
because it has been directed to accept no more long-stay patients.
It is now administered at district level, and clearly it is considered
a financial embarrassment. I am quite certain that the hospital
should be seen in a supraregional context and should be
developed to become an important unit in south-east England.
Some years ago, with the blessing of the then Ministry of

Health, a Joint Consultative Committee (JCC), consisting of the
staff of the epileptic colonies and, more recently, St Faith's
Hospital was established. Its function was to serve as a channel of
communication between the Ministry of Health, the colonies,

and the special hospitals. All members of the JCC have naturally
been concerned about recent changes, and at their last meeting
representatives from the department of health, regional health
authority, area health authority, and the district management
team for the Brentwood area were invited to attend. In the event,
no representative from any level of the Health Service hierarchy
attended.

I am wholeheartedly behind the Reid Report's recommenda-
tion that great efforts should be made to assess and rehabilitate
patients with epilepsy before the often final admission to a long-
stay institution has taken place. But it is irresponsible to run
these hospitals down and close them before the perhaps Utopian
alternatives devised by Reid and his colleagues have even begun
to be implemented. The diffusion of responsibility through the
various levels of Health Service authority is such that often the
wrong advice is taken from the wrong people and wrong
decisions are made.
The future and even the present gives cause for much concern.

What help can I give to a district social worker, general prac-
titioner, or hospital urgently seeking a place for one of our
underprivileged misfits, who collectively cannot speak for
themselves? Somebody must speak on their behalf. My
qualifications are that I have worked with them and attempted
to serve them for 25 years.
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Letter from... Chicago

Primary health-care crises

GEORGE DUNEA

British Medical journal, 1977, 1, 1267-1268

As the great debate over the American health-care crisis con-
tinues to unfold, it becomes apparent that one person's crisis
is not another's, and that different ailments need different
remedies. Thus, the crisis of sizable rural areas deprived of
doctors might well be corrected by appropriate incentives;
the crisis of the urban poor may need suitable financial arrange-
ments or some kind of national health insurance; and the crisis
of the suburban lady with conflicting doctor's and hairdresser's
appointments suggests the need for more hairdressers rather
than the wholesale production of primary-care physicians.
Yet it is about primary care that the debate is most intense,
sharpened in recent months by the provisions of the new medical
manpower legislation.
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Two approaches

The issues, in this debate, may well be narrowed down to
two points of view, the pastoral and the pleuralistic. Of these,
the pastoral approach is vigorously espoused by the adherents
of the family practice movement, from the wide-eyed blonde
resident who enthusiastically declares that she takes care of
families, to her mentors who emphasise that most human
illnesses are simple. Family practitioners, they point out, can
adequately deal with 85°0 of all patients' complaints, and yet
medical schools spend 85 o of their time and money teaching
future doctors about the other 1500 of illnesses. For this and
for the resulting maldistribution of doctors they tend to blame
the Flexner report; and, having become organised within an
Academy of Family Practice, they are trying to determine what
skills should be taught to family practice residents during their
three years of postdoctoral training. Meanwhile, they loudly
proclaim the advantages offered by the, family practitioner:
he is available night and day; he is part of the community and
may have known the family for generations; and he can often
embellish or modify his history by interviewing relatives or
neighbours. Moreover, in remote areas, he provides total care
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