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Introduction

The Exeter Centre for Medical History (CMH) and the Devon Record Office (DRO) have collaborated in an interdisciplinary project on mental health treatment. The project was initially targeted for a period of three months (08 January to 07 April 2007), but owing to unexpected findings it was extended to the month of May 2007. The collaboration was initiated because the DRO had received a deposit of an estimated 30,000 Hospital Index Cards (HICs) and about 10,000 individual patient files from Digby, Exminster and Wonford House hospitals dating from 1870 to the early 1970s. Due to limitations in space the collection can only be temporarily housed at the DRO. The primary aim of the project therefore was the archival preservation of these data through cataloguing and digitalisation – desirably with a wider (regional or even national) impact for the permanent retention of similar materials. In addition, the deposit was to be assessed for the quantity and quality of its contents, its historical importance and potential research value.

Methodology

The time allocated to this project did not allow for a thorough investigation of the entire deposit. We therefore decided to carry out a detailed investigation of a core sample of approximately ten to twenty percent. Negotiating a sample proved difficult, as we would end up almost certainly with a subpopulation instead of a representative sample, but eventually all team members agreed on concentrating on the earliest admissions (up to 1944 inclusive). Earlier files are commonly known to be the more florid files, but we hoped in particular that this selection would inform us about longstay patients as well as multiple readmissions. The time period would also include World Wars I and II as well as any potential impact of the revised 1930 Mental Health Act.

Project activities were divided into several stages and guided by three principal questions and several related subquestions, which took into consideration the physical condition of the deposit, the quality of its information, and its potential for academic research. Progress was documented in monthly reports and discussed amongst all project members in several meetings.

Our set of questions was:

a) What is the role of the HICs within this deposit?

· What is the physical condition of the HICs (legibility, etc.)?

· What kind of information do HICs provide?

· How (if ever) do HICs relate to the files (filing / reference system)?

b) What is the archival value of the files?

· What are the contents of the files like in terms of quantity and quality?

· Does the architecture / design of the files change over time?

· Do the files show value for permanent retention? If so, how can they be best preserved (database; photographic images, etc.)?

· Is there any indication for a proactive strategy for the retention of records?

c) What is the value of the deposit in terms of future academic research?

· Is it possible to create a patient career by establishing links between patient care in the institution and the community?

Once we had found that, although differing in number, the HICs and the files belonged to the same set and the Patients’ General Reference Numbers (PGRN) on the HICs were the key to the files, information provided on the HICs was used as the basis for building up a searchable MS ACCESS database. The individual patient files as well as additional documentary material available at the DRO completed this information and filled gaps in the database.

Below is a brief outline of the major findings and methodological problems we encountered in trying to answer our guidance questions.

Major findings and outputs

a) Assessment of HICs

Although the entire deposit was delivered from Wonford House Hospital, the HICs belonged to two different sets: patients treated at Exminster and Wonford House hospitals. They are cardboard cards in fairly good condition, as storage in metal boxes protected them from destructive influences. Legibility is good, as most sections show pre-printed options to ring (probably to make filling them in as little labour-intensive as possible). Information, however, is inconsistent, as eight different types of HICs were used, each of them relating to a particular time period. The HICs contain primarily socio-economic data (personal and contact details, occupation). Information on the patient’s medical history is limited to the diagnosis and dates of previous hospitalisation. The most important information is the PGRN, which proved to be the key to the individual patient files.

Our detailed investigation and consultation of additional documentary evidence showed that the HICs have to be regarded as “snapshots” of a particular time, and that the information was not always reliable. They were filled in retrospectively (most likely in the 1960s), and therefore cover only the subpopulation of patients considered “live” in the system at that time. This turned out to be a major setback, as we had assumed they would cover all admissions, and based our database on them. Another difficulty we encountered was that patients were allocated a HIC on each admission, i.e. patients with multiple readmissions have several HICs (this explains the difference in number between HICs and patient files referred to above). Due to a change in the hospitals’ reference system in the early 1960s, some HICs were retrospectively renumbered, which makes it very difficult to locate all the corresponding files in the deposit, as not all of them underwent renumbering. The HICs might have been created as a quick reference to a patient’s details; we found them useful for research purposes only in connection with medical notes.

Based on the HICs an initial database of 1,742 records was created containing admissions between 1870 and 1944. 1,095 of these referred to Exminster patients, 647 to patients treated in Wonford House Hospital. The database was later split into two tables: T1 (1870 to 1939) containing 1,274 records (464 W
), and T2 (1940 to 1944) with 468 records (183 W). The assessment of the HICs and creation of the database took about a month, keeping us well within our set timeline.
b) Assessment of files

Assessing the patient files took up most of the project time. It meant to manually sort through the entire deposit, which had been put into storage in no particular order, in order to identify and retrieve the file related to the time period under consideration, whose condition and contents would then be analysed and interpreted.

Trying to retrieve the files through the PGRN and / or admission date proved very difficult from the start. The files are stored in large envelops with the patient’s name, admission date and PGRN written on the front. In accordance with our selection criteria, I looked for all admissions up to 1944 inclusive and / or all PGRNs up to 23,000 for Exminster patients and 5,000 for Wonford House patients. It became soon evident that the deposit contains only fragmentary evidence of pre-1950s files and absolutely no files for patients treated in Wonford House, i.e. in a first step I retrieved only about 12% of the files I was hoping to find. New records were created for patients who were not yet in our database because no HIC existed – probably because their cases were considered “dormant” at the time the HICs were filled in. Further investigation also revealed that a considerable number of files are labelled incorrectly, i.e. the dates and PGRN on the envelope of the file do not refer to the patient’s first admission, whereas the envelopes contain documentary evidence of previous admissions. Most of these accounted for new records in our database. In these cases a HIC might exist, but would have been left out when we created the database because the admission date and PGRN under which these patients are registered did not meet our principal search criteria. Eleven records referring to patients treated in Digby hospital were also added, as the deposit does not contain any Digby HICs. There are 27 more records, which mention previous admissions – in most cases this information was provided by the patient’s relatives – but as there is not sufficient evidence for the actual admission, these have been excluded from the database.
The above mentioned changes increased the number of records to a total of 1,950 (677 W, 11 D
). Of these 1,432 (493 W, 11 D) were admitted between 1870 and 1939, and 518 (184 W) between 1940 and 1944
. I retrieved a total of 355 files referring to 342 patients (13 patients had two files), which is about 18% of files I was aiming to find. In addition, I discovered medical case notes, of which I am unsure whether they are originals or copies, in the stocks of the DRO for another 341 patients. In total, medical notes (files or case notes) exist for 35.6% of our records.

The condition of the files varies very much, as does information in terms of quantity and quality. The earlier files are large sheets, often with pictures of the patient. Many are frayed or have parts missing. More recent files are little booklets, whose first page is a copy of the HIC. The presentation of information (keywords, sentences, or abbreviations / handwritten or typed) and the degree of legibility is largely dependent on the physician and / or nurses. Most files contain the case notes, the first sheet of which provides the patient’s personal and family details, medical history and contact details of relatives. The more modern files contain an increasing amount of information about the patients’ social and family backgrounds, including dates of birth and marriage, number and age of children, and housing conditions. Apart from these, the contents of the files are collections of loose sheets of papers, mostly correspondence with relatives, solicitors, and councils. An important document for research purposes is the slip of the Ministry of Health containing the National Insurance Number, as this might help establish linkages (see below).

c) Evaluation of linkage information
Examining these files revealed their potential for further academic research into the relation between institutional and community care. In this paragraph I am presenting facts that underpin this point. Many patients were frequently readmitted, and the table below shows the distribution of previous admissions and readmissions according to sex:
	Admission
	total
	male
	female

	Previous
	339
	143 (42.2%)
	196 (57.8%)

	RA1
	382
	139 (36.4%)
	243 (63.6%)

	RA2
	168
	54 (32.1%)
	114 (67.9%)

	RA3
	88
	28 (31.8%)
	60 (68.2%)

	RA4
	46
	16 (34.8%)
	30 (65.2%)

	RA5
	30
	12 (41.4%)
	18 (58.6%)

	RA6
	19
	7 (38.9%)
	12 (61.1%)

	RA7
	13
	4 (33.3%)
	9 (66.6%)

	RA8
	11
	3 (30.0%)
	8 (70.0%

	RA9
	8
	1 (12.5%)
	7 (87.5%)

	RA10
	5
	1 (20.0%)
	4 (80.0%)

	> 10
	5
	2 (40.0%)
	3 (60.0%)


The proportion of male to female patients in our database is 37.8% to 62.2%. As far as previous admissions are concerned, the ratio changes slightly to the disadvantage of male patients (maybe because some of them were treated in military hospitals before their admission to one of the three hospitals we investigated). Looking at readmissions, particularly multiple readmissions, however, demonstrates that more women than men are affected. Among the people with more than ten readmissions is one woman with 34 admissions between 1924 and 1969.
I have tried to create a profile of patients with at least one readmission. The majority of them had been classified as voluntary or temporary patients at their first hospitalisation in one of the hospitals under consideration. Many returned as voluntary patients, and their frequent stays in the institution are usually limited to a few months.

For 356 patients who were readmitted at least once the age on their first admission is available (see Appendix, Table 1). 19 were first admitted during adolescence. They are six boys and 15 girls. My assumption that they were suffering from congenital mental illness turned out to be wrong, as the majority was treated for conditions such as schizophrenia, mania and depression. Interestingly, however, only one of them was readmitted a second. The age groups most likely to be readmitted were people between 35 to 39 and 45 to 49 at their first admission, several of them returned more than once. A look at multiple readmissions (i.e. five and more) reveals that these patients do not fall into the above age group. The majority of them are in their twenties and early thirties at their first admission. Patients with multiple readmissions usually return to the hospital within regular intervals with weeks or months in between two admissions. Some other patients, however, return to the hospital ten, twenty or even fifty years after their first admission.
339 patients had been treated in a hospital at least once prior to their admission to one of the three hospitals we were investigating. 76 of these were transferred from those hospitals to Digby / Exminster / Wonford House, and ten were again transferred after having had treatment there.

Given these findings, I think, it would be very interesting to explore these different patterns of returning and non-admissions in a longer research project to particularly explore the relationship between institutional and community treatment. Looking into the setting of the hospital could reveal insights on what special environment the hospital provided, how this changed over time, and how these changes affected (re-)admissions.
The topic of linkages between treatment in the hospital and community has hardly been touched so far, probably because, as in our case, it proves to be very difficult. “Satellite connections”, i.e. units in the community offering treatment and therefore holding patient records, are not easy to discover. The files give very little evidence of links to community care (e.g. names of doctors), and the NI number, which might provide a link, is available for only 94 patients in our sample.

A meeting with Nick Hopkinson and Emmy Lloyd, who are involved in the preservation of records at Wonford House Hospital, was arranged during the course of the project and shed light on modern proceedings. It was marginally helpful for our project, as it turned out that there are more patient files at Wonford House Hospital, which might relate to the deposit we have investigated. Nick and Emmy offered to look into this matter. Other than that we learned that files, as property of the institution / unit providing treatment, do never follow patients around, i.e. in order to trace a patient’s career we’ll have to identify all the places they were treated and unearth the relevant records. John Draisey has been trying to make a start by contacting people dealing with community records, but was only marginally successful, as interest from social services seems to be low. 

Conclusion

The project has achieved its primary archival aim in cataloguing a sample of the earliest patients through the assessment of HICs, patient files and other related documents. The major physical output is a searchable MS ACCESS database covering admissions to Digby, Exminster and Wonford House Hospitals between 1870 and 1944. Although a step into the right direction, the database in its current form cannot serve as a model for sampling and archiving this kind of data. It would need further improvements and linkages to visual materials. Although we originally aimed for the digital preservation of the files, we later discarded this idea as too labour intensive for the short time period available. Our findings show, however, that it is certainly desirable to complete the database by adding the remaining approximately 9,000 patient files, which would be possible with funding for an estimated 6 months.

Assessing the patient files and HICs has highlighted a lot of methodological problems. It has demonstrated how difficult it can be to work with a historical artefact such as the HICs and try to relate them to a deposit of entirely unsorted patient files. It made us think about how to deal with fragmentary or missing files. But most of all it has taught us how difficult it is to get hold of records in order to establish links to community care. The project has revealed flaws in how institutions as well as social services deal with records and shows that immediate action is required. Thanks to John’s efforts, we got hold of the Social Services Retention Policy, which tells us what (should) happen(s) to modern mental health records. The fact that it does not allow for a permanent retention of records makes our project the more valuable.

The project has shown that archival and research issues are tied closely together, and it shows considerable potential for further research into mental health treatment in the institution and community. Interesting research topics are readmissions, periods of non-admission, impact of war, possible therapeutic impacts [drugs]. An application to a major funding body in order to get the financial resources to investigate one or more of these issues is certainly worth submitting.
Appendix

Table 1: Readmissions according to age & age groups on their first admission

	Age Group
	Total
	Age at 1st admission
	male
	female

	< 20
	19
	13
	1
	0

	
	
	15
	0
	1

	
	
	16
	1
	2

	
	
	17
	1
	0

	
	
	18
	2
	5

	
	
	19
	1
	5

	20 to 24
	30
	20
	6
	1

	
	
	21
	0
	3

	
	
	22
	2
	3

	
	
	23
	6
	2

	
	
	24
	1
	7

	25 to 29
	32
	25
	2
	3

	
	
	26
	1
	2

	
	
	27
	6
	6

	
	
	28
	3
	1

	
	
	29
	3
	5

	30 to 34
	35
	30
	3
	5

	
	
	31
	2
	11

	
	
	32
	3
	1

	
	
	33
	1
	3

	
	
	34
	5
	1

	35 to 39
	58
	35
	6
	4

	
	
	36
	3
	10

	
	
	37
	4
	5

	
	
	38
	4
	10

	
	
	39
	3
	9

	40 to 44
	36
	40
	2
	5

	
	
	41
	1
	5

	
	
	42
	4
	7

	
	
	43
	2
	4

	
	
	44
	1
	5

	45 to 49
	45
	45
	2
	7

	
	
	46
	1
	5

	
	
	47
	4
	6

	
	
	48
	2
	5

	
	
	49
	4
	9

	50 to 54
	36
	50
	3
	10

	
	
	51
	2
	2

	
	
	52
	1
	3

	
	
	53
	2
	4

	
	
	54
	4
	5

	55 to 59
	29
	55
	2
	3

	
	
	56
	2
	5

	
	
	57
	0
	6

	
	
	58
	1
	3

	
	
	59
	3
	4

	60 to 64
	19
	60
	2
	2

	
	
	61
	2
	0

	
	
	62
	1
	4

	
	
	63
	1
	3

	
	
	64
	0
	4

	65 to 69
	9
	65
	1
	0

	
	
	66
	1
	1

	
	
	67
	3
	2

	
	
	68
	0
	1

	70 to 74
	5
	70
	1
	0

	
	
	72
	2
	0

	
	
	73
	0
	2

	75 to 79
	3
	76
	0
	1

	
	
	78
	0
	2


Table 2: Structure of the MS ACCESS Database

	Information
	ACCESS Column
	Description of column
	Possible entries

	Total number*

	Administration & Linkage

Information
	GenRef
	General Reference Number
	number

VB = voluntary boarder
NK = unknown

	n = 1950

	
	NRef
	New Reference Number
	
	n = 747

	
	Hosp
	Hospital
	D = Digby

E = Exminster

W = Wonford House
	n = 1950

	
	NI
	National Insurance Number
	
	n = 94

	
	File
	Patient file available
	y = file available

y(2) = 2 files available

(y) = fragmentary file
	n = 355

	
	AP
	Admission Papers available
	
	n = 101

	
	C/PatReg
	Entry in Patients or Civil Register
	
	n = 783

	
	LeavReg
	Entry in Leaving Register
	
	n = 589

	
	MedNotes
	Medical Notes available
	CB = case book

CN = case notes (doctor / nurse)

MR = medical records
	n = 354

	Contact Details
	LName
	Patient’s last name
	
	n = 1950

	
	FName
	Patient’s first name
	
	n = 1950

	
	MName1
	Patient’s middle name
	
	n = 1294

	
	MName2
	Patient’s middle name
	
	n = 156

	
	AdmC/O
	Patient in care of s.o. before admission
	
	n = 19

	
	AdmHNo
	House number
	
	n = 747

	
	AdmHName
	Name of House
	
	n = 782

	
	AdmPh
	Phone number
	
	n = 4

	
	AdmSt
	Street
	
	n = 923

	
	AdmAd
	Additional element of address
	
	n = 335

	
	AdmCity
	City / Town
	
	n = 1562

	
	AdmCounty
	County
	
	n = 1561

	
	NoKTitle
	Title of Next of kin
	
	n = 975

	
	NoKFName
	First name of Next of kin
	
	n = 989

	
	NoKName
	Last name of Next of kin
	
	n = 1113

	
	NoKRel
	Relation Next of kin
	
	n = 877

	
	NoKHNo
	House number of Next of kin
	
	n = 476

	
	NoKHName
	House name of Next of Kin
	
	n = 417

	
	NoKSt
	Street of Next of Kin
	
	n = 719

	
	NokCity
	City of Next of Kin
	
	n = 1012

	
	NoKCounty
	County of Next of Kin
	
	n = 1006

	Personal Details
	Sex
	Patient’s sex
	F = female

M = male
	n = 1950

	
	MState
	Patient’s marital state
	Divorced

Married

Judicially separated

Separated

Single

Widowed
	n = 1795


	
	Née
	Patient’s maiden name
	
	n = 20

	
	Religion
	Patient’s religion
	Anglican

Anglo-Catholic

Baptist

Bible Christian

Brethren

Church of England (C of E)

Church of Scotland

Catholic Apostolic

Christian

Christian Scientist

Congregationalist

Dissenter

Episcopalian

Jewish

Methodist

No religion

Non-Conformist (Non-Con.)

Plymouth Brethren

Presbyterian

Protestant

Roman Catholic (RC)

Salvation Army

Society of Friends

Unitarian

Wesleyan

Wesleyan Methodist

unknown
	n = 1593

	
	DoB
	Patient’s Date of Birth
	
	n = 726

	
	DoBY

	Patient’s Year of Birth
	
	n = 553

	Professional

Information
	Occupation
	Patient’s occupation
	Excluding “not stated” (29 patients)
	n = 1485

	
	Industry
	Industry
	
	n = 579

	Admission Information
	AdmDate
	Date of admission
	
	n = 1949

	
	AdmAge
	Age on admission
	
	n = 1929

	
	AdmType
	Type of admission 
	Direct

Indirect
	n = 1761

	
	AdmInd
	Indirect Admission
	Readmission due to elapsed order

Statutory readmission

Statutory transfer

Transfer
	n = 232

	
	TransferH
	Transferred from what hospital
	
	n = 169

	
	Criminal
	Convicted patient
	Criminal

None 
	n = 1596

	
	Charge
	Chargeability
	Health System (HS)

Pauper

Private

Rate-aided (RA)

Service
	n = 1769

	Removal Information
	LeavDat
	Date of discharge, transfer or death
	
	n = 1773

	
	LeavAge
	Age on discharge  transfer or death
	
	n = 441

	
	Outcome
	Outcome
	
	n = 1280

	
	Disposal
	Disposal
	transferred

discharged

died

departed
	n = 1691

	
	LeavC/O
	Patient in care of s.o. on leaving
	
	n = 75

	
	LeavHNo
	House number on leaving
	
	n = 160

	
	LeavHName
	Name of House
	
	n = 419

	
	LeavPh
	Phone number
	
	n = 1

	
	LeavSt
	Street
	
	n = 235

	
	LeavAd
	Additional element of address
	
	n = 74

	
	LeavCity
	City / Town
	
	n = 586

	
	LeavCounty
	County
	
	n = 583

	Death Information
	CoD (Ia)
	Principal cause of death**
	
	n = 804

	
	CoD (Ib)
	Principal cause of death
	
	n = 288

	
	CoD (Ic)
	Principal cause of death
	
	n = 48

	
	CoD (II)
	Secondary cause of death
	
	n = 128

	
	LeavAge
	Age on Death
	
	n = 808

	Legal Information
	AdmStat
	Status on admission
	Certified

Temporary

Voluntary

Voluntary Boarder
	n = 1935

	
	RegrStat1
	Status to which regraded
	Certified

Informal

Sec. 5

Temporary

Voluntary
	n = 677

	
	RegrDat1
	Date on which regraded
	
	n = 669

	
	RegrStat2
	Status to which regarded, if second regrading
	Certified

Informal

Sec. 5

Temporary

Voluntary
	n = 223

	
	RegrDat2
	Date on which regraded
	
	n = 222

	
	LeavStat
	Status on discharge
	
	n = 1611

	Medical Condition
	PDia
	Principal Diagnosis
	
	n = 1754

	
	SecCon
	Secondary Condition
	
	n = 56

	
	NoteDia
	Any notes concerning the diagnosis
	
	n = 387

	Medical History
	PADate
	Date of previous admission
	
	n = 139

	
	PLDate
	Date of previous discharge or transfer
	
	n = 95

	
	PHosp
	Name of hospital of previous treatment
	
	n = 339

	
	MorePA
	More than one previous admission
	
	n = 78

	
	RA1
	Date of readmission
	
	n = 382

	
	Leav1
	Date of leaving after readmission
	
	n = 353

	
	RARef1
	Reference number of readmission
	
	n = 356

	
	RA2
	Date of readmission
	
	n = 168

	
	Leav2
	Date of leaving after readmission
	
	n = 162

	
	RARef2
	Reference number of readmission
	
	n = 162

	
	RA3
	Date of readmission
	
	n = 88

	
	Leav3
	Date of leaving after readmission
	
	n = 86

	
	RARef3
	Reference number of readmission
	
	n = 85

	
	RA4
	Date of readmission
	
	n = 46

	
	Leav4
	Date of leaving after readmission
	
	n = 46

	
	RARef4
	Reference number of readmission
	
	n = 45

	
	RA5
	Date of readmission
	
	n = 30

	
	Leav5
	Date of leaving after readmission
	
	n = 29

	
	RARef5
	Reference number of readmission
	
	n = 30

	
	RA6
	Date of readmission
	
	n = 19

	
	Leav6
	Date of leaving after readmission
	
	n = 18

	
	RARef6
	Reference number of readmission
	
	n = 19

	
	RA7
	Date of readmission
	
	n = 13

	
	Leav7
	Date of leaving after readmission
	
	n = 12

	
	RARef7
	Reference number of readmission
	
	n = 13

	
	RA8
	Date of readmission
	
	n = 11

	
	Leav8
	Date of leaving after readmission
	
	n = 11

	
	RARef8
	Reference number of readmission
	
	n = 12

	
	RA9
	Date of readmission
	
	n = 9

	
	Leav9
	Date of leaving after readmission
	
	n = 9

	
	RARef9
	Reference number of readmission
	
	n = 7

	
	RA10
	Date of readmission
	
	n = 6

	
	Leav10
	Date of leaving after readmission
	
	n = 6

	
	RARef1
	Reference number of readmission
	
	n = 6

	
	MRA
	More readmissions
	
	n = 5

	Hereditary Information
	Hereditary
	Insanity of family members
	
	n = 268

	General remarks
	Notes
	
	
	n = 154

	
	
	
	
	


� W = Wonford House Hospital


� D = Digby Hospital


� An outline of the (merged) database with all 104 fields and possible entries can be found in the appendix of this report


� A questionmark in a cell means that I was unable to retrieve this information because it was either ambiguous (most likely placenames) or illegible


� Empty cells in the “General Reference” column are coded “NK”, as this field may later function as a primary key, which does not allow empty cells


� Only applicable if DoB is not available
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