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hand rub and use disposable plastic aprons or gowns before
and after contact with an affected patient or his immediate
enviroinment. Patients should use an antiseptic detergent for
washing and bathing.
The working party favours a dedicated unit for isolating

patients with epidemic resistant S aureus. Failing that, it
preferred a small ward with designated staff to side wards or
rooms in general wards, where staff do not understand or
have time for infection control. This recommendation is
supported by the experience from several outbreaks 1112 31 32;
and in one hospital spread increased when a unit was closed
and reduced again when it was reopened. The cost of such a
unit must be weighed against the lengthened hospital stay of
more cases without one.

Treatment to eliminate S aureus from carriers and cases is
unreliable at best, and epidemic resistant S aureus responds
poorly to nasal antiseptics.32
The guidelines suggest mupirocin for nasal carriage2 33 and

to treat the organism in eczema and pressure sores. Clearance
may be declared only after three weekly negative swabs from
the nose, axillae, fingers, perineum, and lesions. Clearly, the
doctor in charge of a patient should on discharge tell the
general practitioner or the infection control officer of the
receiving hospital.
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Murdering while asleep
A person who commits a criminal act while asleep is not
conscious ofhis actions and cannot be held legally responsible
for them. The law calls these acts sane automatisms, and
Lord Justice Lawton has described them as a "quagmire of
the law, seldom entered save by those in desperate need of
some kind of a defence."' Recently defence counsels have
shown less reluctance to enter this quagmire. It is therefore
essential that the court examines critically any medical
evidence presented in such cases.

Is it possible for people to act violently, and even kill,
during sleep? Yes-but only exceptionally.25 A night's sleep
consists of cycles of slow wave sleep and rapid eye movement
(REM or dreaming) sleep, alternating in periods of about 90
minutes. What we think of as dreaming, with complex
imagery and a narrative, occurs in REM sleep. Dreams and
nightmares are usually easily and immediately recalled on
wakening. Aggression is common in dreams6 (occurring in
over half the dreams in one American study) but cannot be
acted out because the body is paralysed during REM sleep.
During the waking stages of a dream movements may occur,
but clear consciousness returns too quickly for any coordin-
ated violent act to be committed. Crimes after a nightmare
are usually motivated and cannot easily be attributed to a
confusional state.

Mental experiences do occur during slow wave sleep but
are quite different from typical dreams. The imagery is
poorly formed and non-narrative. If the sleeper is aroused,
clear consciousness does not return immediately-it may
take five or 10 minutes for him to become fully awake.
Finally, there is poor memory or no recall, of the experience.
The body is not paralysed during slow wave sleep, and it is
during this phase that sleep walking, sleep talking, and night
terrors occur. Sleep walking and night terrors usually occur
in the deepest phase of slow wave sleep, within two hours of
falling asleep.

Highly complex, coordinated movements are possible in
both sleep walking and night terrors. There are reports of
sleep walkers firing guns, driving cars, walking down fire
escapes, and committing murders. Night terrors differ from
sleep walking in that the dreamer shows intense emotional
arousal: heart rate and respiratory rate accelerate, and there
is profuse perspiration. The sleeper may scream piercingly
and make physical movements, such as sitting up, or, very
occasionally, assaulting a sleeping partner, or fleeing from
the room. Night terrors have all the characteristics of
experiences during slow wave sleep. Mental content usually
consists of falling, being crushed, trapped, or abandoned,
dying, choking, or being attacked, although rarely it may
have a thin narrative quality.7
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Night terrors occur in about 3% of children between 1 and
14 years old. They are uncommon in adults and occur only in
predisposed people, who usually have a family history of
sleep disorders. According to Schatzman,8 murders during
night terrors are very rare indeed. Only two cases have been
reported in England in the past 25 years, though there have
been other reports of violent acts committed during sleep
that did not result in death.4
The most recent case is that of Kemp, who killed his wife

during a night terror in which he dreamed he was being
chased by Japanese soldiers.8 This case is of interest because
it lacks some of the usual features of a night terror. The
apparent detailed recall of the dream content, with vivid
imagery and a narrative, approximates much more closely to
a nightmare.

Night terrors allow a defence ofsane automatism, which, if
successful, results in acquittal. For most other violent
automatic acts carried out in an organic confusional state
there is a mandatory referral to hospital, usually a secure one.
This difference seems illogical and suggests that the law on
automatism needs revision.
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Skimping on care of the
newborn is false economy
Despite at least five national reports in the past 15 years
urging improved care for the newborn,'`5 the government has
not provided the necessary resources. Much has been
achieved locally, but British neonatal care remains
inadequate,6 unstructured, understaffed, and under-
equipped. These failures have been exacerbated by the
success of neonatal intensive care: in the best centres 80% of
babies born at 28 weeks' gestation survive, as do half of those
born at 26 weeks. But achieving such results makes heavy
demands on resources, and some of the best centres are
particularly hard pressed because of the consequences of the
Resource Allocation Working Party formula.

In 1971 the Sheldon Committee recommended that there
should be one neonatal intensive care cot for every 2000
annual births and three nurses for each cot.' By 1980 this
requirement had still not been met.3 Meanwhile, the Sheldon
recommendations had become outdated, and in 1981 the
British Paediatric Association and the Royal College of
Obstetricians and Gynaecologists emphasised the need for
one intensive care cot for every 1000 births and four nurses
for each cot.7 In 1984 the House ofCommons Social Services
Committee identified the inadequacies in neonatal intensive
care and the shortage of nurses as the most urgent priority in
neonatal care.4 The National Birthday Trust Fund found in
1984 that there were 641 designated neonatal intensive care

cots in the United Kingdom8-88 fewer than the number
suggested by the British Paediatric Association and the Royal
College of Obstetricians and Gynaecologists. In fact, only
473 of these cots were equipped and staffed for intensive
care, resulting in a 35% underprovision.
The chronic shortage of nurses results partly from the

continued use of the outdated Sheldon formula and partly
from lack of funds and is further exacerbated by increasing
difficulty in recruitment. Inadequate pay is one reason for
recruitment difficulties, but another is the stress caused by
staff shortages: a vicious circle has been established-
overwork, stress, resignation, and more work for the remain-
ing staff.

Paediatricians have been doing their best to persuade
management of the need for more resources for some
years,9-"' but the task is not easy in the present climate. To
support their case the British Paediatric Association and
British Association for Perinatal Paediatrics recently pub-
lished categories of newborn care.'2 Three categories have
been defined: routine, special, and intensive. Each is des-
cribed in detail with guidelines on how each infant should be
graded. Units have been recommended to audit their work-
load daily or twice daily (to include the night shift).
Workload can thus be related to available staffing and
facilities. Early experience with the audit in Bristol has
already shown that the recommendations of one intensive
care cot for every 1000 births may be too low; the true
requirement seems to be 1-4 cots.
Managers do not seem to accept that inadequate provision

of neonatal intensive care is false economy. Neonatal
intensive care is cheaper than is popularly thought"'5 and is
only a small fraction of the cost of the lifelong care of
individuals with avoidable handicaps." Further, expert
neonatal intensive care seems to reduce not only mortality
but also long term morbidity.
The Maternity Services Advisory Committee Report

recognised the present deficiences in newborn care but then
went on to ask regions to plan improvements over the next 10
years.'6 A junior health minister called this a major step
forward, but the Spastics Society called it a 10 year set back.'7
Paediatricians think that at most there should be two years
for planning and three for implementation."8 For too long
procrastination has been the order of the day.
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