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committee's "tinkering" with the law and health service'9
may prove to have been right.
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Why do women live longer and is
it worth it?
In England and Wales 60% ofwomen aged 65 will survive to
80 compared with only 40% of men. Death rates for men are
almost twice those ofwomen between the ages of 55 and 74.
This gap is widening: the mean sex difference in life
expectancy at age 65 had risen from one year in 1901 to over
four years by 1981.' Furthermore, between 1960 and 1980 in
those aged 65-74 there was an 11% drop in the death rate for
men compared with one of20% for women.2 This preferential
survival is not confined to England and Wales: women live
longer in all developed countries including Japan.3 Indeed, in
both developed and less developed countries life expectancy
at birth is about six years greater in girls.3 In Britain two
thirds of the excess deaths in those aged 65-74 are caused by
four major disease groups: ischaemic heart disease, cerebro-
vascular disease, chronic airways disease, and lung cancer.'
Ischaemic heart disease accounts for 43% of the difference.

Cigarette smoking explains some of the sex difference in
these specific disorders. Indeed, 15 years ago three quarters
of the secular increase in the sex difference of life expectancy
was ascribed to cigarette smoking.4 Smoking is probably the
most important factor in explaining differences in deaths
from ischaemic heart disease5 and lung cancer.6 But the
difference between the number of men and women smoking
is declining, especially in the higher socioeconomic groups,7
though it is perhaps too early to expect this to be translated

into a narrowing of the mortality ratio. Smoking is, however,
not the complete explanation for differences in deaths from
ischaemic heart disease. In contrast to the pattern for
smoking, the excess of deaths among men from ischaemic
heart disease is greater in the higher socioeconomic groups;
and, indeed, the social class gradient is greater in women.8
The prevalence of risk factors-such as hypertension and a
positive family history-is similar in the two sexes, but they
are more likely to lead to disease in men.9 "0 Thus even after
adjustment for prevalence of the "classic" risk factors the
mortality among men from ischaemic heart disease is still
around twice that among women. I

It has recently been suggested that women are protected
against death from ischaemic heart disease and all causes by
being at home or in more sheltered employment.'2 13 Against
this theory are the results from a recent study in New Mexico
that showed that employed women had more favourable
blood lipid profiles than their stay at home counterparts,
which was not explained by any confounding factor,'4
smoking habits and blood pressure being identical in the two
groups. Certainly work related fatal accidents are 50 times
more common in men. Men are also more likely to engage in
other risk taking behaviour. In 1982, 21% of men were
classified as heavy drinkers compared with 1% of women,
even though there was no difference in awareness of the
damage to health from alcohol.7 Notification rates for new
drug addicts are two and a half times higher among men than
women,'5 and notifications of sexually transmitted diseases
are also higher. The acquired immune deficiency syndrome
is much commoner in men: among the first 24000 cases
notified in the United States up to September 1986 only 1600
were women.'6
There may also be positive reasons for the disparity in

survival. Women seem to be more likely to take specific
preventive measures and use health services for established
disease-for instance, 56% ofwomen report having a regular
dental check compared with 40% of men.'7 Similarly annual
consultation rates with general practitioners are about 40%
higher in women.'7 Survival after diagnosis of major dis-
orders is, however, similar. Thus the relative (age adjusted)
five year survival rates for most common cancers are similar
between the sexes (melanoma being the interesting excep-
tion).'8 Furthermore, the risk of dying after admission to
hospital with a myocardial infarction is, if anything, slightly
higher in women.'9
Much research into the sex differential in survival has

concentrated on the possible protective effect of endogenous
female sex hormones.20 But cancers dependent on female
hormones (those of the breast, ovary, and endometrium) kill
many women, and postmenopausal women, who have
hormone concentrations closer to those of men,2' still have a
survival advantage as large as that ofpremenopausal women.
Men may thus die younger because they live more risky

lives and they should perhaps adopt a more "wholesome
lifestyle."'2 But there is a sting in the tail: many of the extra
years that women live are years of poor quality. Many are
spent in social isolation (60% ofwomen over 80 live alone'7)
and poverty; and dementia increases greatly in the eighth and
ninth decades. Comparing active years of life over 65 is
perhaps ofgreater relevance, and for this indicator the results
for both sexes are similar.'3
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Services for people with
epilepsy
Medical opinion no longer links epilepsy with onanism, and
the lay notion of diabolic possession has been largely
disabused, but those with epilepsy remain disadvantaged
in many aspects of ordinary life. The International League
Against Epilepsy, the British Epilepsy Association, the
National Society for Epilepsy, and other groups and indi-
viduals have done much to dispel ignorance and myth-yet
the approach to epilepsy of nurses, social workers, teachers,
and employers is often unsatisfactory. Doctors too cannot
escape censure: familiar still are the repeat prescriptions
for inappropriate anticonvulsant polytherapy and the rare
outpatient clinic review by often changing junior medical
staff.

In 1969-services for people with epilepsy were reviewed
in the comprehensive Reid report.' On the initiative of
the Department of Health and Social Security a working
party was set up in 1983 to consider how much the Reid
recommendations had been implemented, the impact
of subsequent research (J D Morgan and A E Bennet,
unpublished reports), and other developments. The con-
clusions of this group have now been published and should
be carefully considered by all those caring for people with
epilepsy.2
Many of the recommendations apply only to the com-

paratively few severely affected children and adults as these
are the people most in need of special services. Much of the
comment is, however, relevant to all those with epilepsy.
Most will agree that it is no longer a counsel ofperfection that
all who have a seizure should be seen by a physician with an
interest in epilepsy; usually this will be a neurologist or

paediatrician with ready access to standard and specialised
investigations. Most patients will then be cared for by their
general practitioner, but many require continued hospital
surveillance. The report makes a strong case for selected
patients to be seen in epilepsy clinics. These clinics should
link up with non-medical, statutory, and voluntary bodies;
train postgraduates, undergraduates, and other interested
groups; and participate in research. The prospect of the
further proliferation of special district or supradistrict clinics
is not universally popular, but setting up as an experiment a
few model epilepsy clinics seems sensible. This might be
done within existing facilities and with little additional
expenditure.
The special schools and the special centres for the assess-

ment, management, and rehabilitation of those with severe
epilepsy are now well established, but their geographical
distribution is unequal and the number of places inadequate.
The working group recommends developing two new special
assessment centres and an additional special centre for
children. The Supraregional Services Advisory Group
should be asked, it suggests, to designate those centres and
encourage their direct funding by the Department of Health
and Social Security. Only a few people with epilepsy require
long term residential accommodation as distinct from a
period of residential assessment and rehabilitation. These
people may have associated mental subnormality and are best
cared for within the mental handicap services. For the rest
there is scope for improving the type of accommodation, the
general facilities available, and the provision of transitional
placement.

School leavers and adults with epilepsy know that their
most difficult hurdles are related to employment.3 Grafted
on to the traditional prejudices of employers and other
employees is the modern bane ofunemployment. The reality
for young men and women with epilepsy, particularly in
less privileged areas, is that the search for permanent
employment is often unrewarding despite the best efforts of
the career services, the Disablement Advisory Service,
and the disablement resettlement officer. The statutory
obligations are widely ignored, and doctors should inform,
educate, and exhort local employers to achieve an unemploy-
ment rate among those with epilepsy no greater than that
among others.
The reports of working parties often, are merely a paper

exercise and gather dust on departmental shelves. Further-
more, epilepsy has never been a fashionable disorder, often
repelling rather than attracting the consideration, sympathy,
and attention deserved. The present report should stimulate
action from doctors and others concerned with epilepsy
and from those officers at the health authorities and the
Department of- Health and Social Security who are re-
sponsible for resource allocation.
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