
pollution has occurred and might be a risk to health. As in
most processes operating to exacting standards, most alarms
will be false or for minor deviations from normality.
The preliminary assessment of the risks to human health is

difficult. Exactly what chemicals are involved may not be
known, especially if the incident has started with a fire or
explosion. Even when the incident starts with a single
chemical in known amounts there may be unmeasured
secondary chemical reactions, such as the acidic dissolution of
the water pipes in the Camelford incident.

In such incidents, until the results of analysis are available
the concentrations of the polluting chemicals in the water
from the consumers' taps will also be uncertain because the
flow of water in the distribution system is never constant
and, often, water from several sources is mixed. The next
uncertainty is the amount of water, and so the dose of
pollutants, consumed by the exposed people. There is likely
to be uncertainty about the toxicity of the pollutants in the
dilutions estimated to be present in the contaminated water.
Data from rats fed on a diet of the chemical, or from industrial
exposure ofmen, may be irrelevant to the short term exposure
of children and pregnant women.

Expert advice can-be obtained from the National Poisons
Information Centres, the Department of Health, and other
national centres. Whatever the advice, a population study of
the effects on health is likely to be necessary when the incident
is a rare or unique exposure. It is ethical to turn an unusual
event into an opportunity to learn about the effects of
pollution, and people will be reassured more than frightened
by the news that the preliminary health assessment is to
be backed up by an epidemiological investigation with
toxicological support.
The number of people who can conduct epidemiological

investigations of acute problems in local populations is
growing. Many of the consultants in communicable disease
control in district health authorities have an interest in
non-microbial environmental hazards. Their joint plans with
their local environmental health departments can cover
incidents of chemical as well as microbial pollution. Some of
the regional epidemiologists appointed to support these
consultants have had an active role in incidents of chemical
pollution. University departments of public health are not

only expert in epidemiology but are also likely to be regarded
as independent. Occupational health physicians and the
Employment Medical Advisory Service combine epidemio-
logical and toxicological knowledge but may be perceived as
on the side of industry.
More attention should be given to public relations in major

incidents. The expert review criticised the media for main-
taining the fears of the people in Camelford."3 There was,
however, a credibility gap between the early official advice to
the public and what people were experiencing themselves.
Public trust lost in this way is rarely regained. The staff of the
public utilities and local government and health care staff may
think that they have enough experience of crises in their usual
work to manage the public relations by themselves in a major
incident. But they are wrong: senior managers will have
more than enough to do in their daily business plus their
professional work arising from the incident. The services of
public relations firms specialising in crisis management
should be considered when emergency plans are being made.
There must be more certainty about who is available to do

the fieldwork in a major incident. Environmental health
officers have heavy workloads attending to the non-medical
aspects of environmental hazards. Public health doctors have
few directly managed staff and depend on good will and
negotiation to get help in emergencies. Good will is often
abundant in major incidents because most people see the
common cause and wish to take part, but good will is not
enough. The contracts of general practices and health service
trusts should require their participation in major incidents,
and health authorities should be prepared to fund the medical
and nursing work entailed.

RT MAYON-WHITE
Consultant public health physician

Oxfordshire Health Authority,
Oxford OX3 9DZ
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Seclusion in prison strip cells

A practice to be ashamed of

Official prison policy is that prisoners at risk of suicide should
not be placed in "strip cells" for long; if such cells have to be
used because no protective room is available then they should
be used only for short periods. Yet the evidence is that strip
cells may still be routinely used to house suicidal prisoners-
sometimes for many days. In their 1991 annual report, for
example, the Board of Visitors of Bristol Prison alleges that a
prisoner was placed in a strip cell continuously for 28 days
after attempting suicide. Why are suicidal prisoners kept in
these cells and what are the alternatives?

If a protective room is specifically designed to provide a safe
environment what then is a strip cell? A stripped room, to give
it its official title, has been described as a cell of bare stone,
often without decoration, with little or no natural light and
containing only a mattress, a terylene blanket, and perhaps a
cardboard chair. The occupant must don terylene clothing, is

allowed no possessions, and is deprived of intellectual and
social stimulation. A prison officer observes the occupant
through a spyhole every 15 minutes.
How often are stripped rooms being used to contain

suicidal prisoners? Unlike disciplinary seclusion, for which
careful records are mandatory, there has been no national
system registering the purpose, frequency, or duration of
seclusion on medical grounds. We know that there were
746 recorded episodes of self harm with suicidal intent in
1991-2, and Gunn et al found it common practice to transfer
prisoners at risk of self harm to a strip cell after a brief
psychiatric assessment.1 Limited data do exist comparing
the frequency of use of protective rooms and strip cells in
every health care centre (formerly known as prison hospital
wings) over five non-consecutive weeks in 1992. Across the
130 prisons of England and Wales protective rooms were
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occupied between seven and 17 times each week whereas
stripped rooms were occupied on average 10 times more often
(Dr Rosemary Wool, personal communication). Even these
figures are of limited significance because some strip cells are
located outside health care centres and medical seclusion may
be authorised for reasons other than potential suicide.

Secluding potentially suicidal prisoners in strip cells may be
damaging and is certainly inhumane and counterproductive.
Soliday showed that two thirds of secluded patients saw it as a
punishment and half found it humiliating.2 "They should
know that if they stick someone in a place like that, where they
can't smoke, you don't have nothing to sit on, you have this
horrible grubby little mattress on the floor and a couple of
blankets and a bucket . . . you're going to feel worse."
(A Liebling, H Krarup, unpublished study). Indeed, one of
the commonest reasons prisoners cited for not disclosing
suicidal feelings was fear of the isolation of strip cells: "You
try crying for help but nothing happens; or you get put in
strips. That just about finishes you off" (A Liebling, H
Krarup, unpublished study).
These reactions are important because most prisoners who

attempt suicide do not have a history of psychiatric illness. In
contrast to people who commit suicide in the community,
where up to 90% may have a history of psychiatric illness, only
30% of prison suicide cases have a psychiatric history,
dropping to 13% among those aged under 21. In other words,
for 87% of young male offenders the cause of suicide is
situational-focused on either their family or prison circum-
stances.
Yet prison staff may have only limited options for coping

with suicidal prisoners. Few wards in prison health care
centres are fully staffed, and there are often too few staff in the
main prison to keep a close eye on prisoners at risk. Because of
its high incidence of suicide Brixton Prison has 96 health care
staff, yet nearby Pentonville, with 100 more prisoners, has
only 22 (Frances Crook, personal communication). One
hundred and forty full time and 125 part time prison doctors
are responsible for 43 300 prisoners, and 40% ofthose who are
sentenced have a psychiatric disorder, in a custodial system
with a throughput of 110 000 people a year.' Last year
43 prisoners in England and Wales committed suicide, and,
not surprisingly, fear of "trial by inquest" encourages staff to
minimise risks when a prisoner appears to be suicidal.
Sometimes prisoners themselves ask to be placed in stripped

conditions, so accustomed are they to this physical response to
suicide risk (A Liebling, H Krarup, unpublished study).
None the less, the placing ofpeople with few coping resources
in such an extreme and deprived environment can never be
wholly justified.

In April 1993 the director of the Health Care Service for
Prisoners, Dr Rosemary Wool, appealed to all medical
officers to avoid using seclusion solely on account of suicidal
ideation and recommended that prison doctors and governors
work together towards alternative strategies.4 At policy
level the prison service's response to suicide risk has been
transformed in recent years and, in some prisons, is being
translated into more imaginative, humane, and effective
practice. Swansea Prison, for example, where three years ago
15 year old Philip Knight became the youngest prisoner to
commit suicide when he hanged himself, has abandoned strip
cells. Instead, it has a care room decorated by prisoners where
occupants can receive company, contact, and support
(B Davies, personal communication). While other establish-
ments are seeking to achieve similar improvements, some are
not so advanced in practice. Pentonville's refurbished medical
care centre contains five seclusion rooms, two of which are
designated antisuicide rooms (Frances Crook, personal
communication). Only weeks ago the inquest took place of a
man who committed suicide after being held for three days
without authorisation in a Pentonville strip cell, then alone in
a cell under 15 minute observations.

Authorisation by a doctor is obligatory before a suicidal
prisoner may be secluded. The practice should be consigned
to history-a legacy the future prison service may recall with
some shame.
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