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might be preferable and appropriate. But it was acknowledged
that by making epilepsy a special category there was a danger
that the stigma of insanity for people with other diseases,
for example schizophrenia, might seem to be further
emphasised.

At the end of its deliberations the conference clearly
thought that the equation of epilepsy with insanity was
abhorrent-and that on this point, as on the question of
widening the court's powers of disposal, a change in the law
was desirable.

PETER FENWICK
Senior Lecturer and Consultant Psychiatrist,
Maudsley Hospital,
London SE5 8AZ

Ample scope for improving the
health of prisoners
Many doctors must be concerned by the frequent newspaper
reports of medical mishaps in our overcrowded and
thoroughly unpleasant prisons. March's newspapers, for
instance, contained within days two such reports. The Times
carried a story of how an anonymous psychiatrist had
warned the prison authorities that the newly convicted
David Martin was a high suicide risk just before he hanged
himself in Parkhurst prison.' At the inquest it emerged that
Martin had been considered a suicide risk and had been
watched every 15 minutes. It was later, when the watch had
been reduced to every 30 minutes, that Martin killed
himself. At the inquest no criticism was made of the medical
care. A few days after the original Times report the Guardian
carried a report on the inquest into the death from cancer of
Richard Overton, a prisoner in Hull.2 The jury concluded
that Mr Overton's death was "aggravated by lack of care."
He had had a testicular tumour removed two years pre-
viously while a prisoner in Nottingham but the records did
not mention the fact, he had never told the prison doctors in
Hull, and nobody had noticed that his liver was grossly
enlarged until two days before he died.

Neither of these reports nor the many others that have
appeared over the years35 allow us to -conclude that prison
medical care is inadequate, but the accumulation of such
cases leaves us worried. (Indeed, the problem of suicide in
prisons has worried the Chief Inspector of Prisons enough
for him to make a specific inquiry into the matter. His
report is expected soon.) It was against the background of
these reports and with the knowledge that our prisons are
grossly overcrowded and run down that I began my inves-
tigations into prison health care. The 18 long and often
difficult articles that were the result were published in the
BMJ between November 1983 and March 1984. Today,
modified and expanded, they are published as a book.6 One
reason that we have published them at such length is that
despite there having been doctors in English prisons for
over 200 years there has never before been an attempt at a
comprehensive review of prison health care problems and
services.
My findings in a nutshell were that our prisoners have

many health problems-both mental and physical-and
that the prison medical services are hard put to cope.
Although prison doctors are often criticised, and have been
criticised by me, they are doing difficult jobs in difficult

conditions. As the governor of Holloway put it to me: "The
prisons are mopping up problems that the NHS won't
take." One of my main conclusions was that the prison
medical service and the NHS need to be brought much
closer together. This should be a two way process, and
outside doctors should take more interest in prisons-both
when dealing with individual patients who are sent to prison
and through their associations and colleges. The Royal
College of Psychiatrists and several other organisations have
argued that the NHS should take over full responsibility for
prison health care,7 and the Home Office has resisted the
suggestion.8 The arguments for and against such a takeover
are complex,9 and it would be no panacea-as some seem to
think. But all are agreed that full time prison doctors should
be less shut away.

I believe that they should be seen and heard much more.
Doctors working in the NHS often speak out (and even
campaign) on issues such as poverty, unemployment, seat
belt legislation, controls on tobacco and alcohol promotion,
and the proliferation of nuclear weapons, and in doing so
they probably do as much for the health of their patients as
they do in their daily work. Prison doctors should be able to
speak out similarly on the problems that they encounter in
prisons, because the health of prisoners is primarily deter-
mined by their social, economic, and physical circum-
stances. For instance, the one act that would probably do
most to improve the health of prisoners would be to reduce
dramatically the numbers in prison. Yet when prison
doctors do speak out on such matters they are either sacked'"
or have their wrists slapped."
Old habits clearly die hard-the last Home Secretary,

Viscount Whitelaw, said that his first aim for prisons was to
open them up much more to public scrutiny.'2 One very
practical way in which this can be done is to encourage
research in the prisons, and today (p 1945) we carry the first
of two important papers that have resulted from research in
Brixton Prison. Evidence from the United States, which is
one of the few countries to conduct high quality research in
its prisons, shows that such research can bring rich practical
rewards-in the form of peace.'314 Yet the British prison
authorities continue to make it difficult for researchers.

Bringing prison doctors and NHS doctors much closer
together, removing the muzzle from prison doctors, and
encouraging research in the prisons will all, I believe, be
important steps in raising the standards of prison health
care, but there are also more practical and immediate steps
to be taken. Firstly, petty offenders and those offenders
who are mentally ill, inadequate, and addicted to alcohol or
drugs should whenever possible be diverted from prison to
facilities in the community. Prison has nothing to offer
these people except an erosion of their ability to live in the
community. Secondly, so that the prison population can be
reduced the average length of sentences must be cut.
Experience in the Netherlands shows that this is possibleI' 16;
it would mean that the prisoners who are left could be much
better cared for, the minimum standards for prisoners that
have been suggested could be reached,'7 and the caring staff
would have space and time to do a much better job. A third
step would be to recruit more doctors so that the prison
medical service was up to full strength. Dr John Kilgour,
the new director of the service, is making this one of his
priorities.

Fourthly, with more time prison doctors could think
much more about prevention: a captive population is a great
advantage in preventive medicine. Much of this work could
be undertaken by nurses, and a fifth practical way of
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improving prison health care would be to employ more fully
trained nurses and give better training to those discipline
officers who become hospital officers. Again Dr Kilgour
agrees with recruiting more fully trained nurses. Sixthly,
the prison doctors themselves deserve better training-both
within and outside the prisons.

Finally, there needs to be better provision within the
service for the mentally abnormal. It will never be possible
to separate out all the mentally abnormal and remove them
from the prisons: the service will always be left with many
prisoners who have mental health problems.'8 In England
Grendon Underwood, the psychiatric prison, may come to
contribute much more to managing the mentally abnormal
in the system, but this will not be enough. The lessons
learnt in Grendon and other experimental prisons need to be
applied in all prisons so that they can become much more
humane places. The present is gloomy within the prisons,
but it need not always be so.

RicHARD SMITH
Assistant Editor,
BMJ
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The breathless farm worker

Farm workers are popularly supposed to lead healthy, open
air lives. Nevertheless, occupational hazards lurk in the
farming environment, and several of these are important
causes of lung disease. The breathless farm worker may
therefore present a diagnostic challenge to the doctor.

Agricultural workers were recognised by Ramazzini in
the early eighteenth century as becoming breathless on
handling grains or after exposure to noxious gases arising
from grains,' while in modern times farmers' lung, a form of
allergic alveolitis, was described in the 1930s2 and silo fillers'
disease, a toxic pneumonitis due to nitrogen dioxide, was
described in the 1950s.3 More recently, attention has been
directed again at the frequency of asthma in farm workers,
associated with exposure to grain, fungal spores, or mites in
stored hay.4'6 Much less commonly, respiratory problems
may arise from exposure to agricultural chemicals-for
example, absorption of paraquat through the skin7 or
inhalation of antifungal sprays.8
The doctor consulted by a farm worker who has become

short of breath should bear in mind the three most common
occupational causes. Occupational asthma is usually recog-
nised by the patient as being associated with particular

activities; commonly it starts shortly after he enters a barn
or byre. It may occur in up to 15% of farm workers and is
often associated with rhinitis or lachrymation.6 Attacks may
last an hour or more but not infrequently recur later in the
day or night. A careful history should suggest the diagnosis,
which may be confirmed by lending the patient a mini peak
flow meter and getting him to record flow rates serially over
a week or two, noting down related activities in a diary.
Skin tests may be useful in tracking down a cause-
commonly one of the mites that live in hay5 6 or fungal
spores from grain.4 The asthma normally responds to
standard treatment, but efforts should be made to prevent it
by changing farming practices and if necessary by using a
respirator. A full face helmet respirator is ideal for this
purpose as it will also protect the eyes and nose from
allergens.

Farmers' lung, which may be seen in up to 5% of farm
workers,9 typically presents as an acute attack of fever,
malaise, and breathlessness four to six hours after handling
mouldy stored hay. Inspiratory crackles are heard in the
lung, and the chest radiograph shows a pattern resembling
that of pulmonary oedema. Precipitating antibodies to
thermophilic actinomycetes are frequently found in the
blood, though their absence does not exclude the
diagnosis.'0 Unfortunately, by no means all episodes are
typical. Very acute, severe, and prolonged attacks may
occur with absent precipitins after heavy exposure to fungal
spores (sometimes called mycotoxicosis1), while minor
episodes may cause general malaise and more persistent
breathlessness but with a radiograph that is almost normal.
If the diagnosis is missed the patient may develop chronic
disease with pulmonary fibrosis, though the disease does
have a tendency to resolve if exposure ceases.'0 The
diagnosis is made from the history and by finding crackles
on auscultation supplemented by chest radiographs and
testing for precipitating antibodies. Challenge testing and
lung biopsy are required only rarely to distinguish atypical
cases from other diseases causing diffuse pulmonary infiltra-
tion. The chief difficulty arises in distinguishing acute
attacks from atypical pneumonias.'2 Treatment of farmers'
lung in the acute stage usually requires corticosteroids,
though attacks are self limiting in the absence of continued
exposure. Prevention is best achieved by changing from the
use of hay to silage and by educating the farmer in handling
and laying down hay. Appropriate oronasal and full face
respirators with filters approved for use against fungal
spores give good protection-but these must be worn
whenever exposure is likely to occur and must be properly
maintained. '3

Silo fillers' lung occurs after exposure to oxides of
nitrogen from the top of an unventilated silo. Cases occur
sporadically owing to carelessness or lack of education of
farm workers. The gas is not particularly irritant, so that the
initial exposure may hardly be noticed, but cough and
breathlessness increase over several hours, eventually pro-
gressing to frank pulmonary oedema.3 Sometimes apparent
recovery may be followed several weeks later by progressive
breathlessness due to an obliterative bronchiolitis.3 14 This
may even occur if the initial attack was quite mild; deaths
have been reported in both stages of the disease. There is
anecdotal evidence that corticosteroids are useful in treating
the condition. Prevention is by proper safety education of
farm workers.

Doctors working in agricultural areas are often well aware
of these conditions. Those less familiar with them would be
wise to seek expert medical help; this can be obtained from
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