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FOREWORD

The present work is designed as a scientific study of the condition
of epileptics and of public provision made for them in the United
Statesalong the lines of the sociologist or social scientiststrictly
medical, pedagogical, or psychological aspects being largely out of its
immediate purview, though these will necessarily have to be touched
upon here and there throughout. Any research on this subject is sorely

handicapped by the want of general statistical data at the present day
in this country. Almost all that we have relates to epileptics in institu-
tions, and even here they are only partial and incomplete, with some
not always up-to-dateapart from the consideration that institutional
life for epileptics in general is passing out, except for those with other
gfections or for those for whom no other provision is feasible.

In the statistical data in the annual reports on mental defectives
(mentally retarded) of the National Institute of Mental Health, epilep-
tics have until 1960 been included with some analysis of their condition.
With changing conditions, much of what we shall have to consider is
of rather historic interest. Such are employed in lieu of non-existent
later data. They throw some light on certain conditions and character-
istics of epileptics not to be found elsewhere. There is resort to earlier
years when there is offered significant matter, or when there can be
help for comparative purposes. Possibly those epileptics who have been
in institutions present conditions not greatly different from those at
large in the community, though perhaps representing cases of a more
severe character or in a somewhat more advanced state.

Use has been made of whatever other statistical or other general data
have been available. Space on different subjects will depend largely on
the material at hand on those subjects. A reasonably accurate and
complete enumeration of epileptics in this country, with report upon
important matters concerning them, is something highly to be desired,

For what is set down th author must alone assume responsibility.
For aid of one kind or another he would express his indebtedness
to Mr. Maurice A. Melford, and Dr. Harry Sands, both of the Epilepsy
Association of America.



Part I

GENERAL STATE OF EPILEPTICS

Chapter I

DEFINITION OF EPILEPSY
Epilepsy is mainly one uf the neurological affections. It may be said

to be a chronic, possibly progressive, disorder of the brain or nervous
system, with recurrent paroxysms or convulsions. It is characterized by
greater or less disturbances in the rhythm of the electrical discharges
from the brain. Seizures are signs of abnormal release of energy within
the brain. They are generally with loss of consciousness or of muscular
control.

Seizures occur at varying intervals, gen. ,.11y of brief duration on
their occurrence, and are for the most part abrupt, and without apparent
cause. Involved are mental and physical reactions. There is usually loss
or impairment of consciousness; with certain mental confusion, and
attended with involuntary muscular movements or lack of motor co-
ordination. Seizures may be of temporary, prolonged, or intermittent
character. In time there may be occasioned mental deterioration, and
perhaps physical as well.

Seizures may vary in frequency, duration, and severity. Occurrence
may range from several times a day to only one in several months.
Most often they continue for but a few minutes (possibly only one or
two), with loss of consciousness possibly of greater length. In physical
reactions the attacks may vary from mere twitching of the eyelids to
violent trembling, shaking or jerking of the entire body, possibly with
flinging arms. There may be contracting of muscles, facial distortion or
discoloration, difficult breathing, dilation of eye pupils, fixed or closed
eyes, foaming at the mouth (mostly from chewing of saliva), and taut-
ness or rigidity of body. ( Muscular rigidity is known as tonic, jerking
as clonic.) A seizure may be preceded by what has been called an
"aura," a sort of premonition or warning, perhaps in the form of a
dizziness, tingling, twitching, or nausea.

1
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2 PUBLIC PROVISION FOR EPILEPTICS

By medical men epilepsy is in large part considered not so much a
cause but a symptom of nervous disorder. It may follow some antecedent
mental or physical disorder.1 Living conditions may have some part
in its appearance.

Perhaps the nature of epilepsy can best be set forth in quctations
from some authoritative texts on the subject. A general definition of
epilepsy is as follows:

A chronic nervous disease, characterized in its pronounced form (grand mal)
. . . by fits of general motor convulsions and loss of consciousness; in a milder
form (petit mal) by momentary dizziness and loss of consciousness, and in a
still vaguer form (psychic epilepsy) by blind excitement or by automatic acts.
Distinct from epilepsy proper is Jacksonian epilepsy, due to local brain irrita-
tion, and consisting of motor spasms that start with a certain muscle group
and become general. (Webster's New International Dictionary) A chronic
disease of the nervous system characterized by convulsions, and often y un-
consciousness; often called "falling sickness." (New Twentieth Century Dic-
tionary, 1960)

Another general definition is at:: follows:

A chronic nervous disease characterized in its more violent forms (grand
mal) by paroxysms recurrent at uncertain intervals, attended by loss of con-
sciousness and sensations, facial distortion, foaming at the mouth, convulsion
of the limbs, difficult, stertorous breathing. . . . In the milder form (petit mal)
there may be loss of consciousness without muscular spasm (or vice versa).
. . . [Jacksonian or cortical epilepsy] is caused by disease of the cerebral cortex
(with convulsion in certain groups of muscles, with consciousness retained)
with only a part of the body affected. . . . [psychic epilepsy is where] the
mental process is disordered (not necessarily involving convulsions). (New
Standard Dictionary, 1939)

A medical definidon is as follows:
A chronic functional disease characterized by fits or attacks in which there

is loss of consciousness, with a succession of tonic or clonic convulsions (con-
tinuous or alternating muscular contractions). . . . The fit lasts five to twenty
minutes, and the attacks vary greatly in frequency. . . . [Grand mal is where]
there are severe convulsions and loss of consciousness. The mild form [petit
mal is where] vertiginous or other sensations take the place of convulsions.
. . . Jacksonian epilepsy is marked by localized spasms, and is mainly limited
to one side and often to one group of muscles. [Psychic epilepsy or epilepsia

1 Medical terms in respect to epilepsy may include such terms as cerebral
dysrhythmia in relation to disordered brain waves, moving too fast or too slow, or
paroxysmal convulsive disorders, perhaps symptomatic in character. On the types of
epilepsy and their several subdivisions, see chapter on Etiology of Epilepsy (Clinical
Diagnosis) and chapter on Epileptics by Age.



DEFINITION OF EPILEPSY 3

larvata is where] the unconscious stage is very brief, and the movements,
though automatic, seem to be voluntary. (W. A. N. Dorland, American Il-

lustrated Medical Dictionary, 1944, p. 511)

From the same source the matter is later thus stated:

Epilepsy is a disease characterizcd by one or more of the following symp-

toms: paroxysmally recurring impairment or loss of consciousness, involuntary

excess or cessation of muscle movements, psychic or sensory disturbance, and

perturbation of the nervous system. Symptoms are based upon a substrate of

paroxysmal disturbances of the electrical activity of the brain. (Ibid., 1957,

p. 46)

Another medical definition is expressed in the following terms:

A disorder of the brain, characterized by recurring excessive nemonal dis-

charges, and manifested by transient episodes of motor, sensory, or psychic

dysfunction, with or without unconsciousness or convulsive movements. . . .

The seizure is accompanied with marked changes in recorded electrical brain

activity. (Blackiston's Gould New Medical Dictionary, 1956, p. 408)

A third definition follows:

The epilepsies are those conditions which are thought to arise from patho-

logical or metabolic di,-,turbances in the brain which are characterized by ab-

normal paroxysmal discharge of neurones producing convulsive movements,

sensory vegetation, or psychic dysfunction with or without loss of conscious-

ness. The neuronal discharge will usually arise from the central cortex, and

in general cases will be included in a "uiagnosis" category only if such episodes

are recurrent . . . [excluded are fainting hysterical attacks, cardiovascular syn-
dromes]. Convulsions of infancy or early childhood occurring in the presence

of fevers are [retained, but dealt with separ,tely]. Grand mal refers to those

siases characterized by unconsciousness and a succession of tonic and clonic
convulsions, usually of several minutes duration. At times these attacks are

preceded by an aura or prodomal symptoms. . . . Py petit mal we mean an
episode of brief duration (seconds), usually with loss of consciousness and

cessation of. fluntary motor action, with or without falling, usually occurring

in children often associated with [other defects]. (from various medical

authorities)

Still another definition appears in these words:

[Epilepsy] is a condition characterized by recurring attaci -, consisting in
typical forms of sudden loss of consciousness accompanied by generalized
convulsions which are at first . . . of tonic type . . . [and later] of clonic form,
followed by some degree of stupor, the whole attack being sometimes preceded

by an auditory, visual, olfactory, gustatory, cutaneous, visceral, or kinaesthetic

sensation or hallucination. (Faber Medical Dictionary (C. Wakely), 1953,
145)

.1/



4 PUBLIC PROVISION FOR EPILEPTICS

A final medical definition is thus expressed:

Epileptic symptoms are '.ts various as are the functions of the human brain.
Epilepsy most commonly affects those parts of the brain that are in an im-
mature, budding stage of development. . . . It is a dynamic disorder which
changes greatly from moment to moment, from hour to hour, from year to
year. . . . No matter what its broad manifestation, epilepsy results from brain
disorder. . . . It is not a permanent disorder. (G. N. AVright, F. A. Gibbs, and
S. M. Linde, Total Rehabilitation of EpilepticsGateway to Employment,
1962, p. I. See also Encyclopedia of Mental Health, 1962, ii, p. 269.)

A psychological definition is as follows:

A convulsive disorder (or a condition of cerebral dysrhythmia. . . . The
grand mal form has the following stages: aura (in many cases), tonic stage,
clonus, and coma. In petit mal there is loss of consciousness for a brief period,
temporary confusion, but seldom a fall. In the Jacksonian type there is twitching
of a group of muscles. In the psychic equivalent there is a psychogenic con-
vulsion. . . . Some grand mal seizures are followed by a furore; many are
followed by a period of stupor. (P. L. Harriman, New Dictionary of Psy-
chology, 1947)

Another psychological definition is as follows:
A nervous disorder, usually chronic, with characteristic convulsions of sud-

den onset, a tonic spasm often with crying or arrest of breathing followed by
clonic twitching, biting of tongue, frothing at the mouth, relaxation of sphinc-
ters (duration of one to three minutes), usually with unconsciousness, oc-
casionally with mere aura or petit mal absences or epileptic equivalents. (H.
C. Warren, Dictionary of Psychology, 1934, p. 94)

A psychiatric definition is as follows:

[Epilepsy] refers to a clinical syndrome, to certain features of which is the
epileptiform attack . . . not caused by organic disease or anomaly, but is best
understood in t3rms c' the psyche . . . characterized by sudden onset of con-
vulsions, first tonic, tnen clonic. The whole attack lasts several minutes, and
is generally followed by profound sleep or coma. . . . There are petit mal
attacks, characterized by loss of memory or of consciousness of one's surround-
ings. (L. E. Hinsie and J. Shatzky, Psychiatric Dictionary, 1947, p. 200)

A legal definition is as follows:
A medical term to designate a disease of the brain which occurs in paroxysms

with uncertain intervals between them, and defined as a chronic disease of
the nervous system, attended by brain deterioration which is progressive, con-
genital, and lilcely to be transmitted by marriage and childbearing, and is con-
sidered incurable; a chronic functional disease characterized by fits or attacks
in which there is a loss of consciousness, with a succession of tonic or clonic
convulsions (continuous or alternating muscular contractions). The disease
is in the brain, and is generally organic, but it may be functional and symp-
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tomatic of irritation in other parts of the body. Epilepsy is not to be regarded

as a form of insanity in the sense that a person thus ifected can be said to

be permanently insane, for there may be little or no brain aberration in the

intervals between the attacks; but epilepsy may cause insanity, and temporary

insanity in some cases follows the paroxysm, varying in different instances from

the slightest aberration to most violent mania . . . the course of epilepsy is gen-

erally one of deterioration. (44 Corpus Juris 1945, p. 29; 32 Corpus Juris

Secundum, 1954, p. 610. See also American Jurisprudence, 1941, § 118;

Words and Phrases, 1952, p. 419)

A second legal definition may be given with respect to a contract by

an epileptic person:

A nervous disorder which seldom continues long without destroying the

natural soundness of the mind, rendering the patient listless, and forgetful,

indisposed and unable to think for himself, yielding without any will of his

own to every outward influence, and finally sinking into hopeless futility or

becoming incurably maniacal. The paroxysm may continue for minutes, hours,

or days. While the disease is not of long duration, it is not of a character as to

amount to habitual insanity; and hence in such a case the presumption is not in

favor of the continuance of the incapacity to the time of the contract [when

such is involved] . . . but the rule prevails that if insensibility or unconscious-

ness is not shown to exist at the time, the presumption is the party had suf-

ficient capacity. (J. A. Ballantine, Law Dictionary, 1930, p. 439; Words and

Phrases, 1930, p. 439; 1952, xviii, pp. 18, 419. See also Black's Law Dictionary,

1953, p. 322) In a later edition, there is a succession of eases indicating a

connection of epilepsy with mental illness. See also Hull Ds. Slate (248 Ala. 30,

26 So. 2d 566, 1915)' . Gridley vs. Northwestern Mutual Life Insurance Co. (11

Fed. Cas, 2, 1939). a. Ray., Treatise or Medical Jurisprudence, 1853, 1873,

p. 379; see chapter on Judicial Decisions)

Epilepsy is regarded as of several grades or degrees. The most

severe is what is known as grand mal, the form most readily recognized.

Here there may be rolling and jerking of eyes, rapid pulse movements,

changing color of face, gnashing of teeth, laborious breathing, a possible

piercing or shrill cry or gurgling sound, spasmodic movements, general

agitation or convulsions of body, and most of all a falling (the "falling

sickness"). The seizures may be followed by a drowsiness or stupor,

or by headache or nausea. Unconsciousness may be prolonged, but

seldom for more than half an hour. Seizures may occur from time to

time, possibly once a month or oftener. Something like two-thirds of

epilepsy is regarded as of this form. In institutions its proportion is

several times as great as for other forms.
A less violent and less serious form of epilepsy is petit mal, involving

a certain mental confusion or transient loss or cloudiness or blacking

Pr
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out of consciousness, or loss of muscular control, perhaps accompanied
with vacant staring eyes, with twitching eyelids, with a nodding head,
or with a sigh or gasp. There may be a slight giddiness or vertigo or
fainting spell, with a jerking of body or arms, though with a fall occur-
ring but seldom. There may take place a pause in one's conversation
or movements or an interruption in one's general activities. Attacks are
more frequent but less severe than with grand mal, though sometimes
there may be development into it. Petit mat is to be found more often
with children and adolescents, rather a childhood affection.

A third form of epilepsy is known as Jacksonian, sometimes called
focal, of less extent and of moderate character. It is generally confined
to one part of the bodypartial epilepsy, so to speak, though it may
extend to other parts; it may be accompanied with abnormal sensations.
There may be here a lesion or pressure in the motor areas of the brain.
Generally consciousness remains.

There is still another form of epilepsy called psychomotor or psycho-
logical, of mental rather than of physical character. Here there is little
in the way of convulsions, but perhaps with slight headaches. One's
actions may appear a little queer, as with blank stares, possibly with a
certain forgetfulness or temper tantrums.2

In somewhat earlier years a distinction was made between convulsive
disorder with psychosis and epilepsy without psychosis. In later years
the two types have been those associated with acute brain syndromes
and those associated with chronic brain syndromes.8

2 On the nature of epilepsy, see L. E. Hinsie and J. Shatzky, Neuropsychiatrics,
i, 1951, P. 33; Journal of Psycho-Asthenics, x, 1906, p. 208; Archives of Neurology
and Psychiatry, lxi, 1956, p. 447; Proceedings of American Association for Study of
Feeblemindedness, 1907, p. 46. See also various medical works on subject.

a "Brain nerve cells become overactive from time to time, and, instead of charging
and discharging electrical impulses in a regular manner, they are discharged in
erratic explosions. A local disturbance of this nature can spread to neighboring areas,
jump to distant ones or influence the entire brain." Epilepsy Association Spokesman,
April 1965. What has happened is sometimes called an "irritation" or "electrical
brainstorm." "Fits," or "spells," or "spasms" are terms sometimes applied to con-
vulsions.



Chapter II

GENERAL CONDITION OF EPILEPTICS
Probably no people have to bear so grievousand peculiara dis-

temper and disorder as do epileptics. Except at certain odd junctures
they are just like other people, quite as normal and for the most part
quite as rational. The trouble is that they have been liable at some
sudden moment to an unhappy seizure or convulsion. In consequence
their lives have been spInt under this impending calamityuncertain,
desolate, and heavy-hearted as to themselves, and more or less of a
problem to their families and to their communities. In their homes,
their schools, their industrial undertakingsin their daily livesthe
victims of this untoward malady may have passed their days in morbid
contemplation and under the fearful eyes of their neighbors and asso-
ciates, under gross misconceptions on all sides, denied some of the
rights of human existence, perhaps a source of danger to themselves
and to others, with their singular and strange affliction ever in the offing.

Some epileptics may not be expected to have robust health or the
fullest vitality, though the matter varies among them as individuals.1 A
portion are neither physically nor mentally sound.2 Some are better off
than others. Many are quite normal except for their epilepsy. Until
recent years for a considerable segment of the epileptic population
institutional treatment was in order. As we are to see, such is now largely
passing.s

In popular opinion epilepsy has often been associated with some
mental disorderwith mental defectiveness, or even with mental ill-
ness, something that further serves to cause their alienation to a greater

1 Life insurance companies for the most part insure epileptic persons who other-
wise meet their qualifications. This is especially the case when seizures are under
control, are not recent, or when they have employment and can pay the premiums
themselves. In some instances an increased premium may be called for. Accident
and health insurance are more difficult to obtain than life insurance. (From inter-
views with certain insurance companies.) See Neurology, vii, 1957, p. 259.

2 On the physical condition of epileptics, see Journal of Nervous and Mental
Diseases, lxxv, 1932, p. 382. See also chapter on Extent of Other Defects Among
Epileptics and chapter on Death Rates Among Epileptics.

3 Epileptics are eligible to benefits from Social Security provisions in three forms
those for crippled children, child welfare, and maternity and child health. For
permanent ill condition benefits may extend even beyond eighteen years of age.

7



8 PUBLIC PROVISION FOR EPILEPTICS

or less extent. As a matter of fact, with epileptics there is a wide range
of intelligence, just as there is with the general population. The large
number may be regarded as of average intellect. A certain segment
are entitled to a rather high rating. It is true nonetheless that the pro-
portion below par is somewhat larger than is the case with the general
population. In certain cases there may be progressive mental deteriora-
tion. The condition is usually the more seriGus in cases with the lowest
intelligence. It has been estimated that about two-thirds of epileptics
are at least of normal or average intelligence, with about one-fourth
slightly below, and one-tenth decidedly below. Taken altogether, epilep-
tics do not quite reach the general population in mental capacity. The
matter has been stated: "Epileptics are similar to the general population
in the range of intelligence . . . but the mean intelligence quotient for
the epileptic groups tested is lower than for the general population." In
an investigation by neurologists of epileptics outside of institutions, 1.8
per cent were found above normal, 62.3 per cent normal, 22.3 per cent
slightly subnormal, D .8 per cent definitely deteriorated, and 1.8 per cent
markedly deteriorated.6 In another investigation, of children in a hos-
pital, there appeared to be 19.3 per cent of superior intelligence, 36.8
per cent of average intelligence, 19.4 per cent dull normal, 5.8 per cent
borderline, and 18.4 per cent feebleminded.6 Always to be remembered
are differences among individuals.7

While on the whole the general health of epileptics may be somewhat
below par, there are some whose physical condition, apart from epilep-
tic tendencies, may be quite sound. They are to be given as normal a
life physically as their state will permit. They are to engage in various
forms of recreation and pastimes, except those that may have a bearing
on their peculiar condition. To be avoided in general are such exercises
as swimming, high climbing, or bicycling in frequented ways.

4 R. Pintner, J. Eisenson, and M. Stanton, Psychology of Physically Handicapped,
1941, p. 305.

5 American Journal of Psychiatry, xcviii, 1942, p. 734.
6 Genetic Psychology Monographs, xvii, 1935, p. 309.
7 One-half of epileptics have been said to be average, one-fourth above, and one-

fourth below. Journal of Consulting Psychology, xv, 1951, p. 393. Of superior in-
telligence have been found to be one-fifth, of average a little over one-third, of low
over one-sixth, and with 5 per cent borderline. Journal of Pediatrics, xxxix, 1951,
p. 776. In another estimate three-fourths are said to be of average intellect and one-
fourth below, one-tenth being considerably so. W. G. Lennox, Science and Seizures,
1941.
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To add to the discomfort and hardships which their affliction has

imposed, epileptics have had to stand various misconceptions regarding

them on the part of the public. Included in the characteristics some-
times ascribed to them have been aloofness, solitariness, taciturnity,

moodiness, moroseness, sullenness, obstinacy, irritability, depression, re-

sentfulness, sensitiveness, suspiciousness, deceptiveness, impulsiveness,

aggressiveness, emotional instability, uncertainty of themselves, difficulty

in getting along with people, and even tendencies to violent rage or to

cruelty.° Doubtless in certain cases some of these things have been in
evidencein considerable part a reaction to the treatment they have

received from their fellow men.° So far as a certain evasiveness may
be found among some epileptics, this is largely to be accounted for as

a sort of recoil to what they have had to experience. There has even

been said to be an "epileptic personality," though the differences among
individuals are so great that there is little support for any such concep-
tion." At the same time a certain mystery has attached to the disorder.

A foremost misconception has lain in the frequent identification or

equation or linking up in some areas of epilepsy with mental unsound-

ness, something to which attention has just been called. While a con-

siderable proportion of epileptics, as we have found, have been in
this condition, many who are not have been so regarded and made to

feel so. No small portion of the public has been of the belief that
epileptics generally have their intelligence affected or are to be classed

with the mentally defective or even with the mentally illa belief fur-

thered and stimulated by the former frequent placing of epileptics in
institutions with one or the other of these groups. Sometimes epilepsy

has been looked upon as a species of mental defectiveness. In earlier

census reports it was looked upon as a division of insanity.11

8 Illustra,tions of conceptions that have been held have been given as follows:

Some epileptics are "characterized by an egocentric, selfish, seclusive personality

with explosive emotional bursts." R. N. Grinker and P. C. Bucy, Neurology, 1951,

p. 856. "Epileptics are self-centered, subject to outbursts of temper, and often moody

and peevish." Archives of Neurology and Psychiatry, xxxiii, 1934, p. 723. See Journal

of Nervous and Mental Diseases, lxxix, 1934, p. 377.
9 By institutions for epiieptics it is advised that no deception should be practiced

when they are sent there. If so, they remain with suspicion and resentfulness.

10 "If I wished to show a student the difficulties of getting at the truth from

medical experience, I would give him the history of epilepsy to read." Oliver Wendell

Holmes, Medical Essays, 1911, p. 192.
11 In a public opinion poll in 1959 it was found that 18 per cent of those ex-

pressing an opinion objected to the association of their children with epileptics; that
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In legal literature, particularly encyclopedias and reference works
(including American Jurisprudence, Corpus Juris, American Law Re-
ports, and the American Digest System), epileptics have for the most
part been treated along with the mentally ill or with the mentally
defective, or with "incompetents" generally, there being little separate
treatment aiforded or under titles applying only to them. In the statutes
of some states epileptics may have been classed with the insane or
mental defectives, and in a few with inebriates or other untoward or
adversely affected groups as well. In publications of a public welfare
or social welfare nature there has often been like charactr:ization. A
somewhat similar classification is to be found in the catalogues of some
libraries, both general and special. An instance of the way that epilep-
tics have been held in past years is to be found in a sociological work:

"The classification of mental defectives as here considered includes idiots,

imbeciles, morons, and epileptics."" In another work in connection with
the matter of heredity there have been mentioned "epileptics, inebriates,

and other degenerates."" With time, however, such characterizations are
found to a less extent.

There has been a belief in some quarters that epileptics suffer moral
deterioration and are rather given to crimethat with some there are
tendencies or proclivities in this direction. In an American textbook
on criminology the following has been set forth:

The celebrated Italian criminologist, Cesare Lombroso, thought of the epi-
leptic as a potential criminalthat there was such a thing as an "epileptic
criminal." Some of his remarks were as follows: "The complete identity of the
epileptic born criminals and the morally insane becomes evident as soon as
we study their psychology. . . . Epilepsy fias a disastrous effect on the charac-
ter. It destroys the moral sense, causes irritability. . . . The connection between
epilepsy and crime is one of derivation rather than identity. Epilepsy repre-
sents a genus of which criminality and moral insanity are the species. . . . The

born criminal is an epileptic because he possesses characteristics peculiar to

himself. . . . [He] is an epileptic inasmuch as he possesses the anatomical,
skeletal, physiognomical, psychological, and moral characteristics peculiar to

13 per cent believed that epilepsy was a form of insanity; and that 45 per cent
(later 60 per cent and 70 per cent), favored the employment of epileptics. The larger

number favored education of epileptics in regular schools. By the better educated, city

dwellers, and the younger more sympathetic views were entertained, and to a
greater degree than was the case in a poll ten years preceding. Epilepsia, i, 1960,

p. 385. See also ibid., iv, 1940, p. 19; iii, 1954, p. 99.
12 R. W. Kelso, Science of Public Welfare, 1938, p. 309.
13 A. G. Warner, American Charities and Social Work (revised), 1942, p. 168.
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the recognized form of epilepsy. . . . The epileptic origin of crime explains
many characteristics of the criminal the genesis of which was previously ob-
scure. . . . The born criminal is epileptic, not, however, afflicted with the
common form of the disease, but with a special kind. . . . We have therefore
an epileptic sui generis, a variety of epilepsy, which may be called criminal."

Another comment is as follows:

Crimes of personal violence, the counterpart of an irritable nature and pas-
sionate emotion, and lack of imagination, are more frequent among epileptics
than other crimes that involved elaborate planning beforehand. . . . The epi-
leptic mood is an exaggerated sensitivity to slight provocation, a readiness to
break out into paroxysms of anger and rage. . . . His inferiority leaves him
grouchy, resentful, suspicious, accusatory, disposed to direct action. . . . The
epileptic is beyond the pale of normality not only just while he is suffering
acute onset of his seizure, and during a few days before and after, but the

most probably persists throughout the intervals between the attacks.
. . . The consensus of opinion is that he is always "on the hair-trigger" with
relation to the trying, irritating situation in everyday life.15

In another work the following assertion has been made:

One of the characteristics of epilepsy, indeed emphasized by various psychi-
atrists, is that frequently it leads to the loss of those forms of self-control which
are absolutely indispensable to morality and the safety of society. Cruelty,
atrocious sex offenses, and other vicious crimes are the result. It is a noteworthy
fact, moreover, that it is often in the milder form of the affliction . . . that
the greatest amount of mental and moral deterioration and fluctuation is
found."

In the Dictionary of Philosophy and Psychology it is said of epilepsy
that "its prevalence among criminals has been frequently noted."17 In
an investigation of 1000 juvenile delinquents there were declared to
be 6.7 per cent who were epileptic, with possibly 1.8 per cent in addi-

14 See C. Lombroso, The Criminal Man, ed. 1911, pp. 52, 69, 74. See at the same
time A. Drähms, The Criminal, 1900, p. 118; H. Ellis, The Criminal, 1907, p. 178.

15 R. H. Gault, Criminology, 1937, pp. 185-187. See also Journal of Criminal Law
and Criminology, xci', 1926, p. 218; Journal of Nervous and Mental Diseases, exxxiii,
1961, p. 430; P. W. Tappen, Crime, Justice, and Correcting, 1960, p. 128; A. E.
Fink, Causes of Crime, 1941, p. 41; C. Mercier, Criminal Responsibility, 1926,
p. 115; L. Binet, Juvenile Delinquent, 1943, p. 267; J. L. Gillin, Criminology and
Penology, 1935, p. 91; D. R. Taft, Criminology, 1943, p. 85; S. Glueck, Five Hundred
Criminal Careers, 1930, p. 150; American Prison Associates, Prison Standards, 1954,
p. 116.

15 M. F. Guyer, Being Well Born, 1916, p. 372.
17 J. M. Baldwin, 1911, p. 331.
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fion.1-8 Without doubt the extent of criminality among epileptics has
been much over-drawn, with all the factors involved not presented.
There is need of careful, scientific measurements in the matter. It is
to be noted that in later days there is relatively little said of epilepsy in
connection with crime.

Another evaluation of the epileptic has been as follows:

The classical epileptic is apt to be morose, irritable, suspicious, and hypo-
chondriacal. He is quite characteristically unreliable, and with it all presents a
very aggressive form of sentimental, shallow religiosity. . . . He is egocentric
to a very considerable degree, paying great attention to himself, his state of
health, his physical comfort, and his immediate surroundings. His interests
all tend to be concentrated on his egocentric constellation.19

In a psychological journal this language was once used: "There is
strong intimation that grand mal epilepsy impairs the moral judgment
to a large degree. . . Epileptics have little ability in abstract reasoning
and tests of common sense elicit grossly inadequate responses."2°

Not only has the epileptic had to face a world of misapprehensions
on the part of the public with which he lives, but along different lines
his way towards a normal life has been blocked by the treatment that
has been extended to him. His condition may have stood in the way
of his getting married and having a family and home. (If without un-
due seizures, there is no great risk.) In some of the states, as we are to
see,21- along with several other classes of "unsound state" the law has
expressly forbidden his marrying; in certain states epileptics have been
included among those to whom sterilization may be appliedthough
in both these respects the number is now steadily decreasing. In the

18 W. Healy, Individual Delinquent, 1915, pp. 42, 116, 147, 415. Among English
prisoners 2.6 per cent were found epileptic. C. Coring, The English Convict, 1913,
p. 221. In the United States census report, Dependents, Defectives, and Delinquents,
1880, of epileptics in institutions for the insane, 4.2 per cent were said to be "sui-
cidal," 9.2 per cent "homicidal," and 4.2 per cent both, as against 1.9 per cent, 3.4
per cent, and 1.7 per cent for the general inmate population. See also Indiana
Bulletin of Charities and Corrections, 1930, p. 95; Fortnightly Review, xiv, 1893,
p. 343; Journal of Mental Science, lxvii, 1905, p. 295.

19 S. E. Jeliffe and W. A. White, Diseases of the Nervous System, 1923, p. 954.
See also F. A. Moss and T. Hunt, Foundations of Abnormal Psychology, 1932, p. 80;
E. E. Southard and M. C. Jarett, Kingdom of Evils, 1922, p. 469.

20 Journal of Abnormal and Social Psychology, xxx, 1936, p. 418.
21 In certain instances there may be questions as to the ability of the epilep3c

to care properly for children.
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law there are other instances of discrimination toward him, thaugh some-

times for his protection or that of the state.22
There is often met difficulty with the epileptic in securing remunera-

tive employment, both in the professions and in manual labor, although

in some ways he may be well equipped, perhaps quite competent or even
skilled.23 There may be a certain reluctance to deal with epileptics on
the part of employers, fellow-employees, and customers of a business

house. There is now to him not only deprivation of possible earnings,
making him, more or less dependent on the bounty of others, but there

is imposed a forced idleness, which all too often has an effect on his

conditioa, perhaps accelerating it.
If the epileptic desires to dxive a car, he may find that the law interdicts

this activity. In most of the states he is specifically forbidden by the law,

or he is included with persons of unsound mind generally. Not often is
exception made for those individuals who might safely be qualified. The

tendency, at least in some states, is to permit driving if seizures are
under control, and one is under a doctor's care.24

Because of the fear or misgivings entertained toward epileptics their
attendance at public gatherings or at places of public entertainment may
not be welcomed. Associations and contacts with religious or social or-
ganizations are more or less throttled or restricted. In serious cases or
with those liable to seizures a problem is created for children at their
schools, with possibly special arrangements having to be established.25
Children with epilepsy may sometimes be excluded from summer camps.

By certain institutions of higher education the presence of epileptics
has not been encouraged; possibly they will not be accepted. Today,
however, for the most part, if otherwise qualified, they will be accepted.
In an investigation at one time it was found that in slightly over one-half
of such institutions there was no fixed rule on the subject; with slightly
over one-fourth there would be consideration of individual cases or
conditional admission; and with e Rale under one-fifth there would be
denial. In another investigation a little over one-half had no policy on
the subject, a little over one-fourth would accept on condition, and a
little over one-sixth would decline. In other investigations the great

22 Of automobile accidents much less than 1 per cent have been attributable to
epileptic drivers.

23 See chapter on Employment Possibilities of Epilepdcs.
24 See chapter on Legislation.
25 See chapter on Day Schools.
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majority were found willing to accept with or without conditions. The
same has been found with some schools.2° With time the situation in this
respect may be expected to improve.

To his family in some cases the epileptic may be a continuing problem,
a source of worry besides something of a burden. He may be an object
of solicitude and anxiety, and also extra trouble and expensethough
in some families he may receive too much protection and kept too much
from the usual activities of life. He may even be a source of embarrass-
ment, there being a desire to conceal his existence, at least from strangers.
(Parents may feel sort of a sense of guilt in having such offsprings ). Outside
the family and in the community he has no less remained a question or
dilemma. If the epileptic child goes to school, there cannot always be ex-
pected complete adjustment with him or with his schoolmates. If he is so
fortunate as to have a job, he may be eyed with suspicion or fear. He may
have to receive extra attention from welfare agencies or from the courts.
In all walks of life he finds more or less of a barrier in his path. In his gen-
eral relations and contacts with others the epileptic may constantly be re-
minded of his strange unnatural position. Because of his condition and
because of the attitudes towards him his must be a more or less secluded
existence, though some may live a more quiet and normal life than
others. They have to put up with misunderstandings and misconceptions
on the part of the public, as we have seen. They may have to look into
an unfeeling and perhaps unfriendly world. Their presence may be dis-
concerting and disturbing to others. Instead of a sympathy which should
be theirs, they must too often meet feelings of aversion or apprehension;
they may be shunned. Sometimes, not being able to protect themselves,
they may be dangerous to themselves, if not to others. They may be
looked upon as a sort of menace, and perhaps to be committed to an
institution. Not only may they be denied the solace of pleasant com-
panionship that would mean much and be a great help to them; they
are too often left quite to themselves. At times they have been teased,
mocked, and tormented by unthinking or cruel associates. They can
become a sort of social outcast; a sort of social ostracism.

If in consequence of all this some tend to become aloof and morose,
the blame may not be wholly theirs.

26 See Proceedings of American Association for Research in Nervous and Mental
Diseases, 1941, p. 39; Mental Hygiene, xx, 1940, p. 459; Epilepsia, iii, 1949, P. 192;
Journal of American Medical Association, clxix, 1949, p. 1982; clii, 1953, p. 1691;
Exceptional Children, xxii, 1956, p. 147; Horizon ( National Epilepsy League ), May
1962. Parents may object to their children's association with epileptics.
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An untoward by-product of a condition of epilepsy lies in the effect

that it may have upon the general character of the one suffering it, as

bafore hinted. Self-confidence may in large part be impaired if not lost.

The feeling of aversion or rejection or pity on tha part of one's fellows,

a sort of social ostracism, sometimes almost as serious as the seizure itself,

may intensify any existing emotional disturbance. The very existence of

the epileptic condition is something that may lead in greater or less

degree to the practice of deception in certain situations, a thing always

with unhappy results. One may not wish or care to reveal his condition.

One may be so sensitive as to it or so apprehensive as to possible dis-

crimination or prejudice toward him in consequence of it, that he may
seek to conceal it, or even to falsify as to it. To avoid having this con-

dition known, he may fail to have consultation with his physician and

thus forego the medical attention which might be of much benefit or

the treatment of which he is 39 greatly in need. Even though the law

may direct that he make report to the health or medical authorities of

his community, he may refuse to do so of his own volition. To get a job

or to hold a job, he may try some artifice or subterfuge to keep his em-

p!oyer or the public from knowing; he may dissemble or otherwise en-
deavor to avoid detection. In some cases, in fear of being denied a
license to drive an automobile, he may ....aisrcpresent his condition or
otherwise circumvent the lawwith the result that there are now
greater risks of accidents from his driving.

Unless in an institution where the peculiar needs of the epileptic are
given attention and he is afforded the care and treatmen& he requires,

or is given these things in his home, he must contiLue his existence
without aid or benefit. With the abnormal life he has had to live, and

with the attitudes toward him which he has to meet, there can often

hardly be expected other than an experience of gradual deterioration.27
Matters have been made worse for the epileptic from possible squalid

or unsavory home surroundings in which he may have to live. Impe-
cuniousness of parents may have kept him from having the medical atten-
tion or treatment of which he is so much in need. If proper care and

attention cannot be afforded the epileptic in his hoir a or community,

he may have had to find his way to the ranks of public charges, or to an
institution designed for mental defectives or for the insane, in which he
has no proper place.

27 Certain instances of epileptics in fiction are to Ir3 found, among others in
George Elliot's "Silas Marner," in Charles Dickens' "Our Mutual Friend" (Bradley

Headstone), and in Dostoievski's "The Idiot."
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The condition of the epileptic in society was once thus described:

The epileptic holds an anomalous place in society. As a child he is an object
of solicitude to his parent or guardian. The street to him is full of danger,
and if sent to school he is liable to seizure on the way or in the classroom.
At school his attacks shock his classmates and create confusion. He cannot
attend church and public entertainments, nor participate in public gatherings
with those of his age and station. Because of his infirmity the epileptic grows
up in idleness and ignorance, bereft of companionship outside of his family,
and friendless he silently broods over his isolated and hopeless condition. If
the epileptic succeeds in learning a trade, business men are reluctant to em-
ploy him, and artisans will nc,t work with him.28

Epileptics have been called "the most helpless and neglected class
which comes within the reach" of mankind.29

It is to be added that the social barriers with respect to epileptics, the
conceptions or misconceptions, and discriminatory practices that have
been mentioned, are slowly giving way in our society with the passage
of time, though with some people and in some areas they still remain
in greater or less part.

Though we have no great reason to think that epileptics are more
likely to be found in one area than another, it is possible that with more
accessible medical facilities in cities they are relatively fewer there. In
institutions, however, a larger number may have come from urban centers
than from rural regions, doubtless in part for the reason that institutions
have more often been in states with large city populations, in some cases
with institutions located not far from such centers.3°

In an earlier census report (1923) there are given the percentages of
male and female first admissions to institutions according to the economic
conditions of the homes from which they have comedependent, mar-
ginal, or comfortable. While the figures here are largely those of the
fznilies concerned or upon general observations or estimates, they do
doubtless in some measure reflect actual home conditions of those enter-
ing institutions for epileptics. Only a very small proportion (8 per cent)
are reported as in comfortable circumstances, probably less than is the

28 W. P. Letchworth, Care and Treatment of Epileptics, 1900, p. F. "People think
of the epileptic as one with gross brain damage, psychologic peculiai ity, and 2nentally
retarded." Department of Health, Education, and Welfare, Total Rehabilitation
Gateway to Employment, 1962.

29 Proceedings of American Association on Mental Deficiency, 1886, p. 423.
38 In an earlier census report (1933) of admissions to institutions 59.8 per cunt

were of mban residence and 30.2 of rural.
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case with the general population. The great number are from homes of
low economic levels, in part because of inability of their families to
secure proper and prompt medical attention.

In almshouses in former years epileptics were found to constitute an
appreciable proportion of the inmates. In 1923 this was said to be 13.7
per cent." In previous years the proportioa was similar. With the disap-
pearance of the almshouse, this form of care is no longer to be had."

NoTE TO CHAPTER IL-On intelligence and possible education of epileptics, see
J. M. Hunt, Personality and Behavior Problems, 1944, ch. 31; E. M. Bridges, Mental
State of Epileptic Patients, 1934; E. E. Sullivan and L. Gahagan, On Intelligence of
Epileptic Children, 1936; D. Houken and C. C. Hare, Genetics and Intelligence of
Neurological and Psychopathic Patients, 1954; N. B. Henry, Education of Excep-
tional Child (National Society for Study of Education), 1950, p. 219; Proceedings
of Association for Research in Nervous and Mental Diseases (International League
Against Epilepsy), 1946, p. 607; 1947, pp. 539, 586; Bulletin of New York State,
Board of Charities, Eugenics and Social Welfare, no. 7, 1916; no. 9, 1917.

Genetic Psychology Monographs, xvii, 1935, no. 5; California Institute of Tech-
nology, Symposium on Cerebral Mechanism Behavior, 1948, p. 246; Journal of
Genetic Psychology, xix, 1932, p. 69; Pedagogical Seminary, lxxviii, 1951, p. 145;
Pediatrics, xvi, 1904, p. t,65; American Journal of Diseases of Children, lv, 1938,
p. 295; British Journal of Medical Psychology, iv, 1924, p. 235; Psychiatric Quarterly,
iii, 1928, p. 542; xix, 1932, p. 89; Mental Hygiene, xxiv, 1940, p. 436; Exceptional
Children, xxii, 1956, p. 1617; Archives of Diseases of Childhood, iv, 1929, pp. 142,
151; Journal of Mental Science, 1, 1904, p. 662; lxxix, 1933, p. 688; xciii, 1947, p. 82;
cvi, 1960, p. 1042; Journal of Psychology, xi, 1941, p. 359; American Journal of
Orthopsychiatry, xvi, 1946, p. 2024; xviii, 1948, p. 65; American Journal of (Insanity)
Psychiatry, xciv, 1937, p. 251; xcviii, 1942, p. 763; ci, 1945, p. 764; Journal of Pub-
lic Health and Physical Education, xix, 1948, p. 597; Epilepsia, iii, 1912, p. 504; iii,
1947, p. 223; Archives of Psychology, no. 263, 1941, p. 77; Psychological Bulletin,
1916, p. 187; Journal of Abnormal and Social Psychology, xlvi, 1951, p. 336;
Archives of Pediatrics, xxiv, 1907, p. 510; xxvii, 1911, p. 23; Journal of Nervous end
Mental Diseases, xxxvi, 1946, p. 604; American Journal of Crippled Child, i, 1914,
p. 82; Archives of Neurology and Psychiatry, xxvii, 1932, p. 129; xxxii, 1934, pp. 223,
723, 767; xlv, 1945, p. 797; xlviii, 1947, p. 617; lv, 1951, p. 545; lx, 1953, p. 424;
Jourral of American Medical Association, cii, 1953, p. 1640; Journal of Consulting
Psychology, xv, 1951, p. 393.

31 In "Homes for the Homeless in Tennessee," 1951, p. 16, by W. E. Cole and
R. R. Dynes, 0.5 per cent in such homes were epileptic.

32 In Appendix A is given the percentage distribution of first admissions of each
type of epilepsy to public institutions according to temperance habits for 1933, and
in condensed form for 1923.



CAUSATION OR ETIOLOGY (CLINICAL
DIAGNOSIS) OF EPILEPSY

Just as the nature of epilepsy is not fully understood, so is its causation

or etiology. A variety of disorders of mind or body have a part. There

may be internal or external factors involved, some of complex order. A

greater or less portion has its origin in some inflammatory condition of

the brain or nervous system, in cerebral malformations or intra-cranial

lesions or disturbances, in imperfect adjustment of the brain structure,
in brain tumors or abscesses, in abnormal functioning of some organ in

relation to the brain or nervous system, in metabolic or chemical changes

in the brain, in some modification of the nervous system, in insufficient

oxygen or blood supply in some part, in traumatic action or physical
impact on the brain or nervous system, in pressure on the brain, in the

scarring of the tissues of the brain, as the sequela of some disease affect-

ing the brain or nervous system, of some general bodily disorder, or of

some severe or acute illness, perhaps an infectious one (including men-

ingitis, measles, whooping cough, etc.), or in the low sugar content of

the blood, in some glandular disturbance, in certain toxic conditions (as

alcoholic), in some disorder as apoplexy or rheumatic or paralytic fever,

in gland or kidney disorders, in digestive or gastro-intestinal diseases, or

in defective dentition. Injuries to mothers in gestation may be involved.

Malnutrition may enter the picture. Conditions may be called up or
precipitated or aggravated by such things as worry, anxiety, excitement,

fright, overwork, dissipation, loss of sleep, mental troubles, emotional

disturbances or upsets. Factors may be multiple: they may be in com-
bination. They may be of genetic character.

Heredity may play a certain part in the causation of epilepsythough
its full part we have no means of determining. There are families that

may be deeply affected with some neurological or psychiatric disorder.
Sometimes it is found in parents or in more remote ancestors, passing
from generation to generation, though in a particular one it may be
latent, not reappearing till a later one. Traces may be discerned in

relatives with some neurotic trouble or with some mental disturbance.

The existence of such condition in some relative is often a criterion of
its prevence in a given family stock. When both parents are affected, the

18
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chances are enhanced of a like condition in the offspring. If the con-
dition in the parents is of a purely adventitious nature (and there are
no relatives affected), there is little chance of like condition in the off-
spring.

As a general thing, it is not epilepsy so much that is directly inherited,
but a tendency or predisposition or susceptibility to it when under cer-
tain conditions it manifests itself. There is here involved a well-know'i
principle: a given defect may not in itself be transmitted, but certain
characteristics which may lead or pave the way to it. Conditions that
present themselves in the environment may have something to do with
the existence of epilepsy in a particular individual.

Consanguineous marriages may have some slight effect upon the in-
heritance of epilepsy, though we have no means of knowing to what
extent; few cases are definitely known. There is involved here a law of
wide application, which holds true with respect to epilepsy no less in the
matter of close inbreeding in general. A given strain, whether mental or
physical, is more likely to show itself when parents are related, perhaps
possessing the same tendency, latent or manifest, toward the defect in
question. In other words, in blood relations who happen to be with this
or a kindred trouble, the possibilities are intensified or are correspond-
ingly enhanced of the transmission of a particular characteristic or
family strain or of the offspring acquiring it.

Some estimates have been made as to the extent of epilepsy that is
with hereditary bearings. In past years estimates could be rather high,
perhaps with one-third or one-half so regarded, or at least with a family
history of epilepsy. In later years estimates have been greatly reduced,
at times to only a few per cent.1

From what limited statistics we have, we learn that the incidence of
epilepsy is several times as great in families with epileptic members as
in other families. In certain investigations (in part composite here) it
has been found that of children born to epileptic parents, 2.8 (some-
times stated as 4.0) per cent are likewise epileptics, as against 0.5 per
cent for the population in general. Of relatives of epileptics ( generally

1 On relatively high proportions see J. R. Reynolds, Epilepsy, Its Causes, etc.,
1868, p. 124; W. R. Cowers, Epilepsy and Other Convulsive Disorders, 1901, p.
540; G. E. Cheverria, Epilepsy, 1870, p. 1932; L. Hogben, Genetic Principles in
Medicine and Social Science, 1931, pp. 240, 951. See also M. W. Barr, Mental De-
fectives, 1913, p. 213; New York State Board of Charities, 1907, i, p. 104; British
Medical Journal, 1910, i, p. 733.
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in the family), 2.5 per cent (sometimes given as 2.3 or 2.7 per cent) are
subject to seizures. It would appear that epilepsy is five times as likely
when it is in the b aily as when it is not (1 out of 40 as against 1 out
of 200). If both parents are epileptic, then in case of brain irijury the
percentage for near relatives is 1.4; without brain injury, 3.0 ( sometimes
3.6). In case epilepsy occurred in infancy the percentage is 7.6; in case
it occurred after thirty years of age, it is 1.5. The average number born
to such parents is 0.59. Where epilepsy occurred before ten years, the
percentage is 0.15; where it occurred at twenty or after, it is 1.04. Of
married epileptic parents the number of children horn is 1.28 (hardly
half that for the general population). Where epilepsy occurred under
ten years of age, the number is 0.66; where it occurred from ten to nine-
teen, it is 1.1; and where it occurred at twenty or after, it is 1.5.2 There
are somewhat similar results from other investigations.3

In present-day termin3logy causes of epilepsy are aot listed as such,
but rather as "clinical diagnoses," which have reference to the etiology
of the organic nervous or other diseases or disorders accompanying
epilepsy and which are set down to somatic, nervous, or other conditions,
and also to conditions in known relation to other factors that are found
in the cases under exaniination. Epilepsy is to be regarded as of two
types. One is known as symptomatic, where there is association with

2 See W. G. Lennox, Science and Seizures, 1941, p. 99; J. V. Hunt, Personality
and Pehavior Disorders, 1944, p. 946; American Journal of Psychiatry, ciii, 1947, p.
457; Journal of American Medical Association, cxlvi, 1951, p. 529; cxlix, 1952, p.
1361; clii, 1953, p. 1690.

s Of inmates in the Michigan institution one-sixth have been asserted to have a
family history of epilepsy, and abcut one-half with faLailies having some defect, one-
half epilepsy and one-fourth insanity, perhaps indicating instability or deficiency in
some families (mostly based on statements of those affected). Mental Hygiene, xx,
1936, p. 441. AP. earlier statement was that 18.1 per cent of epileptics had members
of their families with seizures. American Journal of Psychiatry, lxxxix, 1934, p. 989.
In one investigation it was found that with 3.9 per cent of cases of epilepsy there
was more than one member of the family with a hereditary defect, and with 5.8
per cent epileptic in some member of the family, and that one-eighth of the offspring
of epileptic parents were themselves epileptic. Boston Medical and Surgical Journal,
clxxiii, 1915, p. 469; clxxiv, 1916, p. 823. In one investigation 2.7 per cent were
found to have near relatives epileptics, with 1.7 per cent in addition having mentally
affected. American Journal of Psychiatry, ciii, 1947, p. 457. It has also been brought
out that among near relatives, of epilepsy between 2 and 3 per cent may be ex-
pected to be subject to seizures, as against less than 1 per cent of the general popu-
lation. Expectation of epilepsy is five times as great among immediate members of a
family as in the general population.
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disease process, toxic condition, or structural defect. The other is known

as idiopathic, where there is no such association, the cause or origin not

being determined. Some cases looked upon as of the idiopathic type

may later be found to be of the symptomatic.4

As now given professionally the principal clinical diagnoses are as

follows: A. Symptomatic(1) toxemic exogenous, occurring from some

external condition or of external origin, including poisoning from alcohol,

lead, etc.; (2) toxemic endogenous, occurring from some internal con-

dition or of internal origin, including renal (or kidney) disorders, preg-

nancy and puerperal disorders; endocrinopathic disorders, resulting from

abnormality in one or more endocrine glands or certain secretions pass-
ing into the blood stream; metabolic disorders, or chemical changes in

living cells, and involving energy in repairing wastes ("synthesizing food

stuffs into complex elements and complex substances into simple ones in

production of energy"Gould Medical Dictionary); (3) disorders due

to definite brain disease, including carclio-vascular (having to do with
the heart or blood vessels), syphilitic, meningo-encephalitic (inflamma-

tion of brain or brain membrane), neoplastic (morbid new growths or

tumors), traumatic (from physical injury), ageneses (sterility or incom-

plete development): B. Idiopathicone form being with psychogenic

factors ( or lriginating in the mind).5

In the following table is given the percentage distribution of residents

of and of first admissions to public institutions for epileptics, and of first

admissions to private institutions, according to clinical diagnosis (1958).6

Our statistics, it is to be remembered, relate only to those epileptics

who have been placed in special public and private institutions, and not

to the number at large over the country. It is also to be noted that a

4 In classifying epileptics it is to be remembered that there are often difficulties

in determining to what type or form particular cases belong, and that there may be

differences in methods and procedures in different institutions. On classification of

epileptics see Archives of Neurology and Psychiatry, lx, 1943, p. 107.
5 The tables in this and succeeding chapters are, unless otherwise designated,

YA Al upon annual reports, "Patients in Mental Institutions" of the Federal Depart-

ment of Health, Education, and Welfare, and prior publications of this nature, in-
cluding special reports for certain years, as 1904, 1910, and 1923.

In Appendix B are given more detailed figures for 1955 and 1951. In 1907 the

cases assigned for epilepsy at Craig Colony (New York) were in percentages as fol-

lows: traumatic, 11.2; fright or shock, 9.5; indigestion, 7.2; dentition, 3.0; meningitis,

2.0; worries, 1.9; scarlet fever, 1.7; puberty, 1.4; overwork, 1.5; alcoholism, 1.5 (the

remainder being miscellaneous or unknown, with heredity constituting a large part).
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PER CENT DISTRIBUTION OF RESIDENTS AND FIRST ADMISSIONS

ACCORDING TO CLINICAL DIAGNOSIS

Clinical diagnoses

Public institutions Private institutions

Residents First admissions First admissions

Total 100.0 100.0 100.0

Symptomatic 39.1 50.3 63.4

Toxemic exogenous 1.3 0.4

Toxemic endogenous 2.6 2.3 5.6

Due to brain disease 30.1 47.4 40.8

Unknown 2.1 0.6 17.0

Idiopathic 38.6 32.8 26.8

Unclassified 22.3 16.5 10.7

considerable portion set down here is unclassified. Among residents
the smaller part (a little over one-third) of epilepsy seems to be of the

symptomatic type. Among first admissions one-half is of such type.
Apart from this being possibly the better test, it may be that the sympto-
matic type is more amenable to treatment, wih larger proportions not
remaining in the institution. With symptomatic cases among both resi-

dents and first admissions, much the larger part are due to definite brain

disease. (As appears in a later table, among first admissions almost

one-half of this is ascribed to ageneses, and not far from one-fifth each

to meningo-encephalitic affections and one-eighth to traumatic, with

silght amounts to cardiovascular.) Of the other two forms under the

symptomatic type, toxemic exogenous and toxemic endogenous, there

are only a few per cent. (Under the idiopathic type of epilepsy about
one-sixth is chargeable to trouble with psychogenic factors.)

No great differences are to be found in what is set down here and

what has been set down in previous reports. In earlier reports slight

percentages have been listed under toxemic exogenous causes to poison-

ing; under endogenous, to renal disorders, pregnancy and puerperal
disorders, endocrinopathic disorders, and metabolic disorders; and under

causes due to brain disease, syphilitic and neoplastic disorders.
The proportions between the two sexes are on the whole but little

different; we do not know if any significance may be attached here. How
far the matter may be affected by the age at the occurrence of epilepsy

we do not know, except that traumatic and neoplastic disorders are
more likely to be of post-natal character.

With private institutions in some years the symptomatic type of epi-
lepsy is in the ascendency, and in other years the idiopathic. In all years
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there is a high proportion for brain disease and in most years a high one
for ageneses, sometimes well over one-half, under the symptomatic
type.7

In the following table is given, according to the leading forms of
clinical diagnoses, the percentage distribution of first admissions and
of readmissions of epileptics to public institutions, together with the
ratio per 100 of the one to the other (1941), and peicentage distribution
of admissions and readmissions (1942).

Readmissions follow much the same order as first admissions. They
appear to be somewhat more likely with idiopathic epilepsy, particularly
in the case of that with psychogenic factors. Appreciably larger propor-
tions are found for readmissions with toxemic exogenous and possibly
with toxemic endogenous cases. Very low is the ratio for readmissions
with ageneses among definite brain diseases. Where readmissions are
more likely for some forms of epilepsy, this means that persons suffering
from it are less likely to have had permanent recovery, and are in need
of renewed institutional treatment, or have proved themselves un-
able to adjust to the outside community. Females whose trouble is
due to definite brain disease are especially likely to be returned, though
this is not true with trouble of traumatic character. Very large is the
proportion of females readmitted with psychogenic factors under idio-
pathic epilepsy. It is to be remembered that the statistics here refer to
an earlier year, but they may still throw some light on the situation.

NOTE TO CHAPTER III.On causes of epilepsy (including heredity), see S. J.
Holmes, Trend of Race, 1921, p. xv; S. J. Holmes, Human Genetics and Its Social
Import, 1936, p. 143; W. D. McKim, Heredity and Human Progress, 1900, p. 139;
F. A. Bushee, Principles of Sociology, 1923, p. 349; S. S. Stevens. Handbook of Ex-
perimental Psychology, 1951, p. 1155; A. M. Winchester, Heredity and You Today,
1954, p. 288; J. Jackson, Inquiry into Nature and Causes of Epilepsy, 1812; D. F.
Weeks, Inheritance of Epilepsy, 1912; E. A. Eastabrook, Jukes, 1915 (publications
of Carnegie Institute, no. 24, p. 40); E. M. East, Heredity and Human Affairs, 1927,

p. 101; A. Meyerson, Inheritance of Mental Illness, 1925, p. 57; J. Cooke, Heredity
and . . . Causes of Epilepsy, 1823; E. C. Knapp, Heredity in Relation to Diseases
of Nervous System, 1916; L. Hogben, Genetic Principles in Medicine and Social
Science, 1931, p. 96; E. Baur, E. Fischer, and F. Lanz, Human Heredity, 1937, p.

7 The value of statistics relating to private institutions is somewhat reduced be-
cause of the smaller numbers involved, and with a considerable proportion not
making reports, though in some there may be more precise classifications.
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Chapter IV

POSSIBLE RECOVERY OR IMPROVEMENT
OF EPILEPTICS-POSSIBLE REDUCTION
OF EPILEPSY

A certain portion of those suffering from epilepsy may be relieved of

seizures; a somewhat larger portion may have improvement in t:heir condi-

tion; the remainder, an ever decreasing number, seem as yet to be beyond

medical or surgical remedy. A portion of epilepsy is susceptible of help;

a lesser portion is nothow much belongs to either category we do not

now precisely know. In some cases seizures can be stopped, in some
controlled, in some more or less modified. The matter has been one

baffling to medical science over the y earsthough it has engaged some

of the highest of medical study and skill and devotion. At one time or

another hopes were held out as to the curability of much of epilepsy,

especially when those with it were placed in institutions for treatment.
In the initial report of the Ohio institution ( 1893 ), the first in America

designed for epileptics, it was stated that "in many cases now considered

hopeless perfect cure may be effected." With time, statements on the

subject have been more guarded and conservative. Patent medicines

have been turned to in abundant measuressome expensive, some

dangerous. Without medical authorization use has also been made of
diverse nostrums and artifices.

Instead of the term "recover" from the affection known as epilepsy a

more suitable expression is regarded as the reduction or elimination of

seizures.
As we have seen in a previous chapter, few disorders among men

have been so little known or understood despite continued and persistent
study. Epilepsy by its nature is not to be treated as an ordinary disease.
Involved are the chemical make-up and metabolism of brain ceils, with
complications in nervous and other disorders. It is to be treated only by
processes peculiar to itself. In dealing with it there has bean resort by
medical men to certain drugs, after the middle of the nineteenth cen-
tury, especially in the past bromides. In recent years, or after the earlier

years of the twentieth century, there have been notable developments
with particular drugs ( often known as anti-convulsants), which have

been proving increasingly effective, and to a considerable extent of

27
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remedial characterif not by way of cure, at least by way of control

of seizures. There is now much hope and expectation here.' In some

instances, especially of traumatic nature or tuberous growth, surgical

operations may be of help.
There has been no little gain in the invention of instruments for the

detection and measurement of brain waves, which may throw light on

therapeutic possibilities, one.known as electro-encephalograph ("EEG' ).

Mechanical devices may ala be of aid in the study of the brain in gen-

eral and of nervous troubles. There may thus be increasing knowledge

of the subject, with possibly increasing benefits.

There is no doubt that good can be accomplished in a general way

in the early diagnosis of cases, and with as early treatment as possible.

There may be considerable gain from proper diet; rest and recreation,

these being in general of normal character. Freedom from worry or ex-

citement can be of great aid. Possible emotional upsets are to be avoided.

There should be maximum participation in community activities where

one lives. There should be moderation in habits of living, with a reason-

able amount of sleep, with a wholesome, well-balanced diet, and general

normal activities. As we have observed, usual forms of recreation and

outdoor sports should be engaged in, with caution. Instruction in proper

living in such condition is always requisite. One should be told of his

,3ituation plainly and sympathetically.
Surroundings and environmental influences should be such as to be

of benefit and not of harm. Employment where possible may have very

desirable results. Local or traveling clinics for examination of cases and

for some measure of treatment are always in order and are to be

strongly encouraged. Often there may be much gain when cases are

taken in time, particularly in arresting progress of the trouble or in

keeping it from getting worse.2 There should be nothing to precipitate.

More and more it is being urged that epilepsy be regarded as a public

health problem. To be treated as such workshops for instruction in deal-

ing with cases are of quite practical value. A wide program of educating

the public, including moving pictures and television, is directly called

for. City and county health authorities should maintain clinics to deal

1 Certaln of these tridione drugs are phenobarbital, dilatin, mesantoin, paradione,

tridione. There are a number of others. Some have after effects, though rarely serious.

They are in general non-habit forming. On drugs see Journal of Medical Associations,

elvi, 1954, p. 21. At some centers drugs may be obtained free.

2 On automobile driving, see chapter on Legislation.
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with the matter. Unfortunately, facilities, especially clinics for proper
treatment of the epileptic, are within reach only of the smaller part of
the population of the country, possibly hardly one-fifth. There are an
insufficient number of modical specialists, particularly neurologists, to
meet the need for the country as a whole, the lack being most in evi-
dence outside thfl larger cities.3 Only about one-fourth of the medical
schools of the country are regarded as having full neurological training
facilities. It is good to know that an increasing number of training
centers are serving as clinics. ( There is said to be only one neurologist
to every 50,000 of general population in the United States.) It is be-
lieved that the larger number of cases can be treated in greater or less
measure by family physicians when such physicians have had proper
neurological training. In all training for physicians and public health
nurses there should be due stress on neurological problems. Only the
smaller portion of medical schools are now so equipped. Unfortunately,
also, in some instances where medical attention is available, there is
reluctance or unwillingness to seek it on the part of those suffering, pos-
sibly to some extent out of a sense of shame or a like feeling. It is to be
remembered that the less serious cases or those in less need of institu-
tional treatment are for the most part left in their own communities.
Sometimes there is a relapse with those who do not keep up treatment
prescribed for them. Hardly over one-fourth of persons with epilepsy
are regarded as under proper medical control. But it is good to know
that with public health nurses there is increasing concern with this class.
Services for crippled children may often be available for epileptics. The
National Institute of Health is encouraging the establishment of research
centers and clinics. The Children's Bureau is likewise concerned.

With respect to the bearings of heredity upon the situation, not a
great deal need be said, beyond what has previously been brought out
on the subject.

In connection with the matter of the prevention of epilepsy, mention
could once have been made of the matter of institutionalizationepilep-
tics having been in numbers placed in institutions where the opportuni-
ties for marriage were much lessened. In3titutions have played a large
part in our treatment a epileptics. This part is now becoming a definitely
decreasing one. Mention is also to be made of the matter of sterilization
it having reference to the possibility of its prevention in persons suf-

3 Veterans with clisf.,bility of an epileptic nature resulting from war service are en-
titled to due hospitalization.
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fering with it, or potential bearers of the disorder. In the laws of some
of the states, applying more fully to mentally defective and mentally ill
persons, epileptics are included, though with operations much less fre-
quent than with the other two classes, and usually when the person
concerned also belongs to one of these classes.4 As a general thing
sterilization, at least in its application on any wide scale, is in less favor
than in some former years. It may possibly be applied to certain selected
mental cases of really hereditary character, but at best only a limited
number; the problem as a whole would remain largely unaffected. The
conviction is now general that sterilization should not be given to persons
epileptic Gn ly. It is to be remembered also that epileptics have distinct
rights as citizens of which they are not to be deprived without satisfac-
tory reasons. Finally, it is believed that we know too little of the opera-
tions of heredity in a matter like epilepsy; and any steps in this direction
with them are in any event to be taken with extreme care.

There has also been objection with some to marriages of epileptics in
general. In certain of the states there are restrictions upon the marriages
of epileptics, though not as extensive as those relating to the mentally
ill or mentally defective. There is increasing opposition to such laws as
exist with efforts for their repeal. It has been believed that they are
largely uncalled for and are not fair to epileptics in general.

Various estimates have been made as to the proportion of epileptic
cases that can be helped or relieved by treatment. At one time it was said
that 3 or 5 or even 10 per cent are curable; that one-third or one-half
or two-thirds may be improved or helped; that one-fourth may be con-
siderably benefited. In optimistic views it has been said that in one-half
of the cases seizures could be controlled or eliminated, and in one-fourth
or one-third in addition reduced in frequency or severity; that three-
fourths of epileptics could be made to live normal lives. It is claimed
that only one-fifth need be really disability cases. Something like one-
tenth are believed to be in need of permanent institutional care at
present.5

Let us now see what has been revealed in a study of discharges from
institutions, as given in reports by the Federal Government ("Patients

4 See chapters on Legal Treatment of Epileptic. See J. H. Landmann, Human
Sterilization, 1922, p. 35. On marriage of epileptics, see New York State Journal of
Medicine, x, 1910, p. 428; Illinois Medical Journal, xxii, 1912, p. 305.

5 See Proceedings of National Association for Study of Epilepsy, 1908, p. 10. See
also present writings on subject.
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in Mental Institutions," etc.). Though not for late years, there is no

reason to think that they are not of some value today. According to
these reports one is "recovered" if he has regained practically the same

mental status as was had previously to the onset of the illness. By "im-

proved" is meant "substantially any degree of mental gain short of re-

covery." "Unimproved" involves no mental gain. It is to be remembered

that "discharge" affects only the smaller percentage of the entire insti-

tution population. It is also to be understood that there will be different

estimates on the subject in different institutions. But all told, our sta-

tistics should throw considerable light on the extent to which epileptics

have been thought to have recovered or to have been improved. Some-
times it may be hard to tell if recovery has been permanent; possibly

there may have been too little of follow-up work.
Of those epileptics who have never been in institutions, aild gen-

erally the less serious cases, the proportions for recovery and for im-
provement should be materially greater than the proportions for those

who have been in institutions.
In the following table is given the percentage distribution of dis-

charges of epileptics from public institutions according to whether they

were recovered, had improved, or had not improved, for the years 1922,

1926-1955 (there were no figures for later years).
It appears here that usually for the years concerned not over 2 or 3

per cent, sometimes less, never as much as 6 per cent, of epileptics who

are discharged from their institutions are reported as recovered. From
two-fifths to three-fifths are reported as improved. Over the years no
distinct trends are to be observed, though in the later years there seems
to be a slight increase of those reported as recovered as well at; for
those reported as improved. Increases today are to be expected with

the increasing efficacy of the drugs being used in the treatment of

epilepsy.
In the table on page 34 is given the percentage distribution of dis-

charges of epileptics from public institutions by condition at time of
discharge, according to clinical diagnosis (1955). In later years no such
figures are afforded.

Here as between symptomatic and idiopathic epilepsy it appears
that the former is of slightly greater extent in the way of betterment (or

in the reduction or elimination of seizures, as it may be better ex-
pressed). In past years there have been variations between the two
types, one now in the ascendancy and now the other. In the several forms
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under the symptomatic type there seem to be greater chances of recovery

with the form known as due to brain disease, with the exogenous form

having nonethough the figures here are too small to possess any great

significance, in some years the situation being different. In the matter of

improvement at discharge there appears a slightly higher proportion

for the idiopathic type than for the symptomatic, though this has not

always been the case in former years. There are relatively high propor-

tions for the two toxemic forms, they evidently being more amenable

to treatment for the betterment of their condition, though usually not

sufficient for complete recovery. There have been variations for earlier

years. There are no figures for private institutions.

In the following table is given the ratio of discharges from public

institutions per 100 first admissions, according to condition at discharge

(1951).
RAnO OF DISCHARGE TO FIRST ADMISSTONS

Condition
at

discharge Total Symptomatic Idiopathic Unclassified

Total 56.3 40.8 40.5 46.6

Recovered 3.2 2.1 4.3 7.7

Improved 32.8 26.6 40.5 22.7

Unimproved 18.4 11.7 28.5 17.3

Unknown 1.6 0.4 2.8 0.4

Here, and in statistics for other years, idiopathic epilepsy seems on

the whole to show somewhat higher ratios for both recovery aryl im-

provement with those leaving institutions. This result as between the

two types of epilepsy may be due to greater amenability to treatment

at the institutions or to a more beneficial sojourn in general while there,

for one type as contrasted with the other.

As found in previous reports, of those discharged from institutions as

improved, most have been there but a short timeprobably the less

serious cases which have required relatively little treatment. Over two.

thirds have remained one year or less, and one-third six months or less.6

In the following table are given like figures with respect to discharges

of epileptics ("convulsives") from hospitals for mental illnessstate,

county, and psychopathic (1953).

6 In Appendix C is given the percentage distribution of improved discharges ac-

cording to length of time spent in institutions (1923).
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PER CENT DISTRIBUTION OF DISCHARGES FROM MENTAL HOSPITALS

Condition
at State County Psychopathic

discharge hospitals hospitals hospitals

Total 100.0 100.0 100.0
Recovered 14.8 18.9 3.3
Improved 64.7 46.9 72.3
Unhnproved 10.8 12.6 14.4
Unknown 10.3 21.6 10.0

Here there is to be seen a considerably larger proportion of discharges
reported as recovered in state and county hospitals than is the case with
the special institutions, and higher proportions for those reported as
improved in all three classes of mental hospitals, particularly so in the
case of psychopathic hospitals (in general for more temporary cases).
Haw far the matter is affected by different types of cases involved in
institutions and in the several classes of hospitals, or how far different
methods of treatment are followed in them, is not in evidence. Possibly
the mental hospitals have on the whole less serious cases to deal with,
or they are more amenable to treatment. The fact that epileptics have
been placed less and less in institutions is decided evidence of the
progress being made in dealing with their trouble.

The decreasing prevalence among us of such affections as tuberculosis,
pneumonia, and influenza, and with greater or less disappearance of such
diseases as scarlet fever, diphtheria, whooping cough, measles, and other
such diseases, the effects upon epilepsy cannot be disregarded.

On the whole, with the increasing attention to epilepsy on the part
of medical men, and on the part of society as well, and with the in-
creasing efficacy of drugs brought into use, there seems every reason to
believe that with the years the number of epileptics in our population
will steadily grow less, or at least with those who are subject to seizures.
At the same time it is to be remembered that through medical skill and
with better living conditions in general, more and more people are being
kept alive, something to apply no less to the survival of epileptics who
are part of the population.



Chapter V

NUMBER OF EPILEPTICS IN
UNITED STATES

We have no statistics to enable us to know, even approximately, the

number of epileptics to be found in the United States. For the most part

the only statistics we have here have related to the number in special
institutionsboth special ilistitutions for epileptics, institutions for epi-

leptics and mental defectives together or institutions for the mentally

ill. There have been a few local investigations, but little to indicate
conditions for the country as a whole.

There have been various estimates as to the number of epileptics in

the country. A frequent estimate is that from 0.4 to 1.0 per cent of the

total population is at least subject at times to convulsive movements,

in some cases of mild character, but such as to be generally recognizable.

Among men called to military service of recent years something like

0.3 or 0.8 per cent have been held to have had a history of seizures. The

age constitution here is not regarded as representative of the country

at large, and this percentage is not thought to be sufficiently large.'

Because of concealment in a greater or less number of cases, it is all

the more difficult to make a full determination.
If 0.5 per cent of the population is to be regarded as definitely epi-

leptic, then we have a figure not far from a million in the United States;

if 1.0 per cent, then something not far from two million. We may assume
that there are well over a million persons in the United States distinctly

epileptic, possibly approaching two million.2

On the books of public institutions for epileptics (including insti-
tutions for mental defectives as well), there were in 1959, the last year

that epileptics were included, recorded, 14,211 epileptic persons.3 The

number is much less today. In private institutions there were 457 re-

corded. But as only two-thirds of the known private institutions made

reports, we may consider that there may be something like 600 epileptics

1 See U.S. Selective Service Medical Statistics, Samplings, World War I and II,
1941-1942. Of epileptics in Michigan in 1934 there were 9.9 per cent reported in the

state colony.
2 There have been said to be 7 per cent of the general population with convulsive

episodes at some time in life.
3 The figures given here and subsequently are, unless otherwise indicat-d, from

Federal reports on "Patients in Mental Institutions" and similar reports.

37
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in all in private institutions. There would thus be around 20,000 epileptics

in all in institutions in the last year recordedin fact because of the

declining use of institutions for this class a very considerably smaller

number today. Of those in public institutions 91.9 per cent were directly

in the institutions, 0.3 per cent in family care outside, and 7.8 per cent

in other extra-mural care, some on parole or after-care (described later),

or otherwise on leave at home or in employment. In private institutions

all were in institutions proper. To public institutions there were recorded

at the time 846 first admissions, and to privr.te 78or 924 (probably
about 1000 in all).

In the public institutions in 1959 there was a total population of
177,833there being 163,192 mental defectives and 670 others, besides

the epileptics. In combined institutions in general mental defectives

constitute some nine-tenths, formerly over five-sixths, of the total num-
ber. "Others" account for 1 or 2 per cent.4 Tha smaller number of insti-

tutions now receive both mental defectives and epileptics. In the private

institutions recorded there was a total population of 8,154, there being

458 epileptics, 7,402 mental defectives, and 316 others. Here epileptics

constitute only about 6 per cent of the total number. Only the smaller

number of such institutions today accept epileptics, with their number

also decreasing.
In addition, there were in 1961 in state and county (formerly known

as public) mental hospitals (for prolonged care) 14,803 persons with

"convulsive disorders," 841 with acute brain syndromes and 13,962 with

chronic brain syndromesor 2.8 per cent of their entire population.

There were 1,903 first admissions (136 and 1,867, respectively), or 1.5

per cent of all first admissions here. In 1959 in psychopathic hospitals

(not included in the preceding) there were 20 in residence (all

chronic), or 1.9 per cent of the total here, and 40 first admissions (1

and 39, respc ctively), or 1.5 per cent. In private mental hospitals there

were 192 first admissions (57 of the former type and 135 of the latter),

or 0.5 of all first admissions here. In general hospitals with psychiatric

frcilities (with 70 per cent reporting) there were 2,119 discharges (759

acute and 1,360 chronic), or 0.9 per cent. During the period from 1952

to 1959 of all persons "with convulsive disorders" who were admitted to

4 The "others" are largely children retained in institutions for administration or

therapeutic purposes, as children born to parents there. Also are some who are rather

behavior i- Jblems or persons of neurological or psychopathic character or emotionally

disturbed.
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institutions of any kind, both special institutions and mental hospitals,
the pmportion for the latter was close to two-thirds. If there is inclusion
of discharges from general hospitals with psychiatric facilities, the pro-
portion is close to four-fifths.5

With the inclusion of those in mental hospitals and of those in private
institutions (and with a certain number in penal and correctional insti-
tutions and in "homes" of some kind), there were probably at last

accounts somewhat under 30,000 epileptic persons under institutional

care in the United States. If 0.5 per cent of the total population is epi-
leptic, we find that hardly 4 per cent were so placed. The proportion
steadily decreases.6

On the average within recent years, of first admissions to public mental
hospitals 1.8 per cent have been "with convulsive disorder," to psycho-
pathic hospitals 1.5 per cent, and to private hospitqls 0.7 per cent ( form-
erly to county 1.2 per cent). Of discharge from general hospitals with
psychiatric facilities about 0.7 per cent have been of this character. Those
who have been admitted to both psychopathic and psychiatric hospitals
and to general hospitals with r. hiatric facilities have probably been
for the most part less serious cases.7

When we examine the ratios of inmates of institutions to the popula-
tion of the several states, there is afforded a partial picture of the extent
to which epileptics have been provided for in institutions in the different

states of the Union; there is little clue to the extent to which in general
they are found in these states or over the country. Wide variations appear
from this examination. Ratios of epileptics resident in institutions to the
general population of the different states have ranged from zero to over
a score and a halfthe ratio for the entire country being 4.1. With zero

5 County (and city) mental hospitals making reports have been in California,
Maryland, New Jersey, Tennessee and Wisconsin. Psychopathic hospitals have been
in California, Colorado, Delaware, Indiana, Iowa, Kansas, Massachusetts, Michigan,
Nebraska, New York, Pennsylvania, Tennessee and Wisconsin. General hospitals with
psychiatric facilities are foun6, in practically all states. Such is also the case with
private hospitals, state and country ( and city) hospitals are now considered togther
as public.

6 In Appendix D is given for the different states the ratio (per 100,000 of general
population) in public institutions (obtained by subtracting the ratio for mental defec-
fives from the ratio for both classes) in 1957, the last recorded year.

7 In 1951 of mental patients in veterans administration hospitals, 7.2 per cent were
epileptic (1.5 per cent without psychosis). In 1937 the percentage for convulsive
disorders in state hospitals was 2.7, in county and city 0.9, in veterans 1.8, and in
private 1.1. In 1923 the percentage for state hospitals was 1.7 (with psychosis).
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there are meant no epileptics in institutions. (The ratio in first admissions
has ranged from 1 or 2 to 10 or more, that ratio for the whole country
being 7.5.) For a few states there are no available figures. It is again to
be remembered that the number of epileptics in institutions is constantly
being reduced.

The proportion of the total institution population, including both
epileptics and mental defectives which is epileptic, has ranged from zero
to a little over one-fifthwith a proportion for the country as a whole
of about one-eighth. Again zero has meant the absence of epileptics from
an institution. The proportion of the institution population which has
been in private hands in the relatively few states reported with such
institutions has ranged from 1 per cent to nearly three-fourths. (The ratio
here for a given state is not always a true one, as some are from outside.)
The proportion for the country as a whole is 2.5 per cent. The proportion
of epileptics to be found in hospitals for the mentally ill, so far as is
indicated in first admissions, and not in institutions of their own or with
mental defectives, ranges from zero to 100 per cent, that is, from none
to all. In the latter case there is no other provision for than, the mental
hospital being their only resort. In some states there are no epileptics in
institutions for mental defectives. In certain states a larger number of
epileptics are sent to hospitals than to institutions. Of first admissions to
mental hospitals some two-thirds or three-fourths have been to state
hospitals, with about one-sixth or one-fifth to private hospitals, and with
smaller proportions to veterans and county and city hospitals. All told,
a little under one-third of epileptics in institutions have been in mental
hospitals.8

Of epileptic residents in public institutions (3959) 39.4 per cent were
of the symptomatic type and 38.3 of the idiopathic type (with 22.3 per
cent unclassified).

8 On the possible number of epileptics in the country, see Publications of Associa-
tion for Research in Nervous and Mental Diseases, 1931, p. 1021; Proceedings of
National Conference of Charities and Correction, 1902, p. 271; 1907, p. 607; Cali-
fornia Conference of Charities and Correction, 1898, p. 66; Proceedings of National
Association for Study of Epilepsy, 1907, p. 191; Statistical Manual for Use of Institu-
tions for Epileptics, 1934; Report of New York State Board of Charities, 1907, p. 36;
Populat. Science Monthly, xlviii, 1896, p. 719; Welfare Magazine, xviii, 1927, p. 1658;
Mental Hygiene, xi, 1917, p. 507; xi, 1927, p. 369; xx, 1936, p. 446; Psychiatric Quar-
terly, vi, 1932, p. 91; Journal of American Medical Association, clii, 1953, p. 1690;
Scientific Monthly, x, 1920, p. 131; American Health, Sept. 19, 1954; Epilepsia,
1959, p. 143.
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Of first admissions to public institutions 55.3 per cent were of the
symptomatic type and 21.5 per cent of the idiopathic (with 23.3 per cent
unclassified). In private institutions 71.4 per cent were of the symptomatic
type and 20.0 per cent of the idiopathic (with 8.6 per cent unclassified).
The proportions nave varied somewhat from year to year, particularly
in private institutions.



Chapter VI

MOVEMENT INCREASE OR
DECREASE-OF EPILEPSY

If the actual number of epileptics in the United States at present cannot
be known, the numbers in past years are even more beyond our knowl-
edge. There has never been a national census of epileptics attempted; while

any local investigations have been few and incomplete. We have no means

of determining the number of epileptics who are or have been with us. It

is ever to be kept in mind that the number of epileptics entering institu-

tions is becoming very slight unless there is some other affection involved.

For the years 1880, 1890, 1904, 1910, and 1928 there was an enumeration
of the epileptics to be found in special institutions for them or in institu-

tions for the feebleminded (mental defectives ), in institutions for the
insane, and ill almshouses. The numbers found here are given in the fol-

lowing table:
NUMBER OF EPILEPTICS IN DIFFERENT YEARS

Institutions
Special for Institutions

Year institutions feebleminded for insane Almshouses

1923 8777 4159 10,016 1066

1910 2444
1904 3015 11,652

1890 3165 4,440 992

1880 6842 12,316 2600

In 1926 was begun an annual enumeration of epileptics, along with

feeble-minded ( the term then in use over the country), which continued till

1932. In 1933 the title became "Mental Defectives and Epileptics in Insti-
tutions". In 1938 the name was changed to "Patients in Mental Institu-

tions", a portion of the reports being given to the mentally ill. In the later

groupings statistics were included to some extent for epileptics in mental

hospitals as well as in institutions. In 1947 the matter was transferred

from the Census Bureau to the United States Public Health Service, now

in the National Institute of Mental Health in the Department of Health,

Education, and Welfare ( under the Mental Health Act). In 1959 inclu-
sion of statistics regarding epileptics with those regarding mental de-

fectives was discontinued. What proportion the epileptics in institutions

42
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have constituted of the total number in the country we have no means

of knowing.
In the following table are given for the years from 1938 to 1959 the

ratios (per 100,000 of general population) of epileptic residents in and

first admissions to public institutions, the percentage of epileptics in

public and in private institutions for the total institution population ( both

epileptics and mental defectives ), and the percentage of the total epilep-

tic population in institutions which are private ones, both as to residents

and as to first admissions.
EPILEPTICS IN INSITIIMONS AT DIFFERENT YEARS

Year

Ratio in
public institutions

Per cent in
institutions

Per cent in
private institutions

Residents
First

admisF ions Public Private Residents
First

admissions

1959 7.8 0.4 8.0 6.2 3.1 7.2

1958 8.2 0.7 8.2 5.6 3.2 6.1

1957 8.6 0.7 10.3 7.7 2.3 3.8

1956 9.8 0.8 9.9 7.7 2.7 4.4

1955 10.0 0.8 10.8 7.7 2.8 7.2

1954 10.4 0.6 10.7 7.8 3.3 6.6

1953 10.2 0.7 15.5 7.7 2.6 6.6

1952 12.7 0.7 15.3 8.5 2.5 5.9

1951 13.3 0.9 15.6 9.0 2.7 6.9

1950 13.5 1.0 15.8 9.7 2.9 5.9

1949 13.7 1.1 15.2 9.9 3.2 4.9

1948 13.6 1.2 15.3 10.9 3.3 5.2

1947 13.5 1.2 15.3 19.8 3.5 4.9

1946 12.8 1.1 15.8 11.7 - -
1945 14.0 1.1 15.2 11.1 3.5 5.2

1944 14.0 1.2 15.4 11.9 3.2 4.9

1943 13.8 .1.3 16.2 12.0 3.9 4.8

1942 13.1 1.2 16.7 12.3 3.5 3.6

1941 12.0 1.2 16.6 12.4 3.1 6.3

1940 1.3 17.2 13.8 2.4 4.9

1939 1.3 16.9 13.8 3.4 5.4

1938
3.1 4.6

The ratio for both inmates of
is seen to have remained fairly
days, when there is discerned a
with the present beneficial use
epilepsy outside of institutions.

and first admissions to public institutions
constant over the years till fairly recent
decided drop-something to be expected
of particular drugs in the treatment of
The ratio for private institutions shows
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corresponding tendencies. The early 1950's seem to represent the high
tide in the institution population. This is apparent when we see that the
number which had been bteadily advancing till it reached something over
20,000 in public institutions, fell to something under 14,000 after that
timein 1960, as we have observed, there being no figures given. The
decline in private institutions begins with 1954, with well over 500 in
that year, and well below it afterward. In such institutions a decrease in
to be noted with both residents and first admissions. It is also to be noted,
as previously brought out, that the number of joint institutions for mental
defectives and epileptics is becoming decidedly less. From what is to be
found in later chapters the proportion of discharges from institutions now
exceeds the proportion of new admissions thereto. In some states there
have been no new admissions recorded for some year ,.

Of the total population in public institutions for mental defectives and
epileptics about one-sixth, as we have seen, 1.tat; been epileptic, with a
decrease manifest in later years, evidence anew of the lessened use of
institutions for this class. In private institutions the proportion has been
appreciably less than in public, ranging from one-eighth to one-tenth.
In the private institutions there has been a notable decrease with the
years, indicating that they are receiving fewer epileptics, and are being
given over more and more to the reception of mental defectives alone.

The proportion of the entire institutional population in private institu-
tions has shown little change in the period in question; it has been seldom
over 3 per cent, and with first admissions generally around 5 or 6 per
cent. (As certain private institutions failed to make report, the figures
here are possibly to be slightly increased.) The larger proportion in the
latter case probably is an indication of the relatively high turnover in
private institutions, with a briefer stay in general. It is to be remembered
that some private institutions receix t. both mental defectives and epilep-
tics, some only mental defectives, and a few only epileptics. At times
there have been a considerable number of persons in private institutions
who were neither mentally defective nor epileptic.'

In the following table .s given the percentage distribution of first ad-
missions of epileptics to public institutions according to type of epilepsy
( 1922, 1926-1959).

1 In city institutions from 1933 to 1942 there were reported each ye...r 1 or 2 per
cent of the mentally defective and epileptic population, with hardly over one-seventh
epileptic.
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PER CENT DISTRIBUTION OF EPILEPTICS BY TYPE AT DAFFERENT YEARS

Type 1959 1958 1957 1956 1955 1954 1953 1952 1951

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Symptomatic 55.2 52.5 52.0 57.7 40.0 54.2 45.0 40.7 47.5

Idiopathic 26.4 32.5 38.1 30.8 34.7 37.2 31.1 46.7 46.0

Unclassified 18.4 15.0 29.9 11.6 25.3 8.6 23.9 12.6 6.5

Type 1950 1949 1948 1947 1946 1945 1944 1943 1942

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Symptomatic 36.3 34.5 33.8 35.6 31.2 30.7 33.3 32.7 23.8

Idiopathic 51.5 46.8 51.4 50.0 54.2 59.2 52.1 56.0 48.4

Unclassified 12.2 18.7 14.8 14.4 10.6 10.1 14.6 11.3 27.8

Type 1941 1940 1939 1938 1937 1936 1935 1934 1933

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

SymptGmatic 25.0 31.4 32.7 23.8 24.2 27.8 27.3 25.9 24.6

Idiopathic 59.7 61.6 59.9 62.9 56.9 61.5 61.7 67.0 54.4

Unclassified 15.3 7.0 7.4 13.3 18.9 10.7 11.0 7.1 21.0

Type 1932 1931 1930 1929 1928 1927 1926 1922

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Symptomatic 21.5 20.1 18.3 5.9 7.3 14.4 18.1 13.0

Idiopathic 66.7 67.4 51.5 15.8 17.8 48.2 46.1 59.3

Unclassified 11.8 12.7 30.2 78.3 74.9 37.4 35.8 27.7

'The several proportions here are so varying that it is difficult to deter-

mine what trends may have taken place over the years. Possibly there has

been some increase, especially of later years, for symptomatic epilepsy,

and a decrease for idiopathic. This may mean more thorough or more

scientific diagnosis of cases.2
It is to be borne in mind that the foregoing figures relate only to institu-

tions; they do not give complete figures for the country. They may serve

to show at least trends with respect to the more serious cases.

As we have seen, the heavy inroads being made upon convulsive dis-

orders through the use of certain drugs, together with the reduction of

2 in private institutions the respective percentages for 1957 were 42.6, 51.8, and

6.8.
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certain diseases that have a bearing on epilepsy, are bound to make
smaller th.; number of epileptics with us, though this consideration is
somewhat offset by the ever enlarging population and with the greater
number of persons kept alive, upon whom epilepsy may fall. On the
whole it would seem that we may expect epilepsy to be of constantly
lessening extent with the passing of the years, though it may be in our
society for years in the future.

i



Chapter VII

EPILEPTICS BY SEX
In the following table is given for epileptics in institutions, both public

and private, the percentage male and female among residents and among

first admissions (1942-1959).

PER CENT OF EACH SEX OF EPILEPTICS IN INSTITUTIONS

Year

Residents First Admissions

Public
institutions

Private
institutions

Public
institutions

Private
institutions

Male Female Male Female Male Female Male Female

1959 52.1 47.9 44.7 55.3 60.0 40.0 62.4 37.6

1958 51.8 48.2 44.3 55.7 60.1 39.9 50.0 50.0

1957 51.5 48.5 42.1 57.9 59.7 40.3 40.3 59.7

1956 57.6 48.4 38.3 31.7 56.A 43.2 45.0 55.0

1955 51.7 48.3 34.7 65.3 56.2 43.8 49.0 51.0

1954 51.6 48.4 38.8 61.2 59.7 40.3 38.3 61.7

1953 51.4 48.6 40.0 60.0 57.1 48.9 47.8 52.2

1952 50.6 49.4 39.8 60.2 62.4 37.6 42.4 57.6

1951 50.6 49.4 39.7 60.3 58.2 41.8 49.5 50.5

1950 50.9 49.1 39.3 60.7 59.0 41.0 54.3 45.7

1949 56.2 43.8 39.0 61.0 57.9 42.1 49.7 50.3

1948 50.9 49.1 37.2 62.8 54.9 45.1 54.1 45.9

1947 51.2 48.8 34.5 65.5 56 0 46.0 45.3 54.7

1940 51.1 48.9 38.9 61.1 58.1 41.9 52.0 48.0

1945 51.6 48.4 38.0 62.0 56.8 43.2 45.6 54.4

1944 51.7 48.3 39.8 60.2 55.6 44,4 53.9 46.1

1943 52.2 47.8 40.1 59.9 55.2 44.8 56.2 43.8

1942 54.7 45.3 40.5 59.5 62.7 37.3 48.3 51.7

There seems to have been a somewhat larger proportion of males than

females in public institutions among both inmates and first admissions,

varying from a trifle over one-half to almost three-fifths at different years.

The difference is greater than is the case in the general population, where

the proportion for males is about 51 per cent-though we have no great

reason to think that epilepsy prevails more extensively with one sex than

with the other. Possibly females are less likely to be sent to institutions,

having better care in their own homes. The proportion of males among

first admissions is larger than among inmates, probably an indication that

47
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females who have once entered an institution are less likely to be dis-
charged and more likely to remain there longer, in part for their protec-
tion. This applies all the more to private institutions, where male inmates
are in a distinct minority, usually with only about two-fifths of the total
number. The proportions for the two sexes in institutions on the whole
remain fairly constant over the years.' We do not know what differences
there may be among those outside of institutions.

In the following table is given the percentage for either sex in the
institutions with respect to resident population and the several forms of
admission and of separation (1958).

PER CENI OF EACH SEX IN INSTITUTION POPULATION

Public institutions Private institutions

Movemert of population Male Female Male Female

On books at beginning of year 51.8 48.2 44.3 55.7
Institutions 50.8 49.2 44.3 55.7
Family care 14.3 85.7
Other extra-mural care 52.0 48.0 50.6 49.4

Admissions 60.1 39.9 50.6 49.4
First admissions 60.5 39.5 50.0 50.0
Re-admissions 44.7 55.3 46.1 53.9
Transfers 62.0 38.0 -

Separations 51.6 48.4 53.5 46.5
Discharges 54.3 45.7 57.8 42.2

Institution 52.8 47.2 58.0 42.0
Other extra-mural care 49.5 50.5 66.7 33.3

Transfers 54.0 46.0
Deaths 58.8 41.2 37.5 62.5

Institutions 59.8 40.2 37.5 62.5
Extra-mural 47.3 52.7

On books at end of year 51.8 48.2 44.1 55.9
Institutions 51.8 48.2 44.1 55.9
Family care 14.7 85.3
Other extra-mural care 53.2 46.8

With public institutions males have been 3lightly in excess over females
in all particulars except as to family care. Females are afforded family
care to a greater extent as in this way they are provided with a sheltered

On the respective percentages for males and females, see also chapters on Age,
Race and Nativity, Marital Condition, Death Rates.
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life, and one in which they can engage in certain work as house and
needle work in the home. Males have the greatest excess in respect to
transfers, females being the more likely to remain in the institution when
they once have entered.

With private institutions females have been in excess in all particulars
except as to extra-mural care (where the numbers involved are too small
to have any real significance) and as to readmi,,;ions arc! :ransfers, doubt-
less, as in the previous case, because when females are placed in an insti-
tution their stay is more likely to become a permanent one. With private
institutions no family care is listed for either sex, such institutions being
little concerned with this form of treatment of their inmates. The several
proportions change somewhat in the course of the years, though not
greatly.

In the following table is given the percentage of male and female
epileptic residents in and first admissions to public institution, and of first
admissions with respect to private institutions, according to clinical
diagnosis (1958).

PER CENT OF EACH SEX ACCORDrNG TO CLINICAL DIAGNOSIS

Clinical diagnosis

Public institutions
Private

institutions

Residents First admissions First admissions

Male Female Male Female Male Female

Total 51.8 48.2 61.8 38.2 52.1 47.9

Symptomatic 54.3 45.7 53.7 46.3 53.7 46.3

Toxemic exogenous 45.7 54.3 50.0 50.0 -
Toxemic endogenous 45.6 54.4 56.3 43.7 75.0 25.0

Due to brain disease 56.0 44.0 59.4 40.6 49.5 50.5

Unknown 58.8 41.2 33.3 66.7 58.3 41.7

Idiopathic 47.8 52.2 70.3 29.7 52.8 47.2

Unclassified 50.5 49.5 55.5 44.5 41.8 52.2

In public institutions resident epileptics of the symptomatic type have
a slightly higher proportion for males than for females-with the idio-
pathic type females in excess. The proportion for males with the idiopathic
type is highest with that form due to brain disease, the remainder of the
symptomatic type having numbers too small to count materially. In the
matter of the first admissions, the excess for males in the symptomatic
type is considerably grcater, and with the idiopathic type greater still.
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With brain disease the proportions are quite uneven. With private institu-
tions in respect to the affections for the different forms the proportions
are somewhat different, but with general tendencies not so.

In the table preceding is given the percentage of male and of female
first admissions "with convulsive disorders", with acute and with chronic
brain syndromes, to the several mental hospitalspublic ( state and
county ), psychopathic, veterans, and private, and with discharges from
general hospitals with psychiatric facilities (1955-1959).

The figures for the different items in this table are so varying that
scarcely any deductions are possible. In general males have the larger
proportions, as has been the case before. In some years psychopathic
hospitals seem exclusively for males, though in one or two females ap-
pear in the ascendency. Private hospitals more often have a larger pro-
portion of females. In veterans hospitals probably all are male. As be-
tween acute and chronic syndromes males seem to have larger proportions
for the former, and females for the latter. What significance the figures
here may have we do not know.



Chapter VIII

EPILEPTICS BY AGE
In the follow'lg table is given the percentage distil- 1-ion of epileptics

in public institut_ons, and by sex, along with that for the general popula-

tion (1958).

PER CENT DISTRIBUTION OF EPILEPTICS BY AGE

Age Total
Epileptics

Male Female Total

General
Population

Male Female

Total 100.0 100.0 100.0 100.0 100.0 100.0

Under 5 1.3 1.3 1.3 10.8 11.2 10.5

5-9 6.0 5.8 6.4 8.8 9.1 8.6

10-14 10.2 11.5 9.8 7.4 7.7 7.3

15-19 11.8 13.3 11.0 7.1 7.6 7.0

20-2,4 10.4 11.4 9.1 7.6 7.0 7.3

25-29 10.3 10.8 11.4 8.1 8.0 8.3

30-34 9.9 9.7 11.6 7.6 7.5 7.8

35-39 9.0 8.5 10.1 7.6 7.3 7.3

40 and over 30.5 27.2. 38.2 30.9 30.4 31.7

Unknown 0.3 0.5 0.2 4.1 4.2 4.1

Few epileptic children have been found in institutions. Here there
have been only 7.3 per cent under ten years of age, as against one-fifth

for the populaCru at large. Under twenty are one-fourth, as against one-

third for the other group. The large number of epileptics are in the late

youth and early adult life, one-half being from fifteen to forty, with one-
third for the general population being at this period. 1.1wst one-third

of epileptics in institutions have been from twenty to thirty-five. After

forty the proportions for the two groups are fairly even. Though epilepsy
generally falls in the early years of life, entry into institutions is probably
delayed till it becomes desirable or necessary. If epileptics were sent
sooner, the proportions in the earlier years would be larger. The higher
death rate among epileptics has some effect upon the situation. There are
little differences in the proportions for males and for females at most
age periods. As with the general population females predominate in the
later years of life, but to a greater extent also among epileptics. Female
epileptics are liable to be kept longer in institutions.

52
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In the institutions for epileptics the proportions in the earlier years
decrease. How far the age distribution of epileptics in the general popula-
tion will differ from that in institutions, we do not know, but probably
not greatly. It is to be remembered that institutions have dealt generally

with the more serious cases.
In the following table is given the percentage distribution by age of

epileptic residents in public mental hospitals (for prolonged care of those
entering)male and female, according to acute and chronic brain syn-
dromes (1958).1

PER CENT DISTRIBUTION OF EPILEPTICS IN MENTAL HOSPITALS BY AGE

Age Acute Chronic

Total 100.0 100.0

Under 15 0.3 1.7

15-24 6.1 8.2

25-34 15.3 16.7

35-44 23.7 21.8

45-54 25.3 23.6

55-64 19.0 15.8

65-74 8.0 7.5

75-84 2.0 2.0

85 and over 2.3

Unknown 0.3 0.4

Epileptics in public mental hospitals have been in general of a some-
what older age than is the case with respect to the special institutions. In
the former only about 6 per cent of acute cases and 10 per cent of chronic
have been under twenty-five years of age, while in the latter something
like one-fifth have been found to be under twenty. In mental hospitals
over three-fourths of both groups have been over thirty-five; in institu-

tions two-fifths have been so. On the whole in the mental hospitals there
seems to have been no great difference in the age distribution as between
acute and chronic cases, with possibly more of chronic cases under
twenty-five. Differences between the sexes likewise do not appear great.
Too much stress should perhaps not be placed on the findings here; they
are not always entirely the same at different years.

In the following table is given the percentage distribution by age of

1 The numbers for psychopathic hospitals are too small to possess significance
with three-fourths of chronic cases under thirty-five.
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epileptics admitted to special institutions and to mental hospitals ( state,
county and city, and private) (1939 ).

PER CENT DISTRIBUTION BY AGE OF EPILEP1 ts IN SPECIAL INSTITUTIONS

AND TO MENTAL HOSPITALS

Age ( Years) Institutions Mental hospitals

Total
Under 5

5-9
10-14
15-19
20-24
25-29
30-39
40-49
50-59
60 and over
Unknown

100.0
0.8
4.1
8.9

12.7
11.5
10.2
15.6
11.4

8.4
5.2

11.4

100.0

2.7
6.1
9.3

11.0
19.5
22.0
18.3

9.0
5.8

According to the figures here epileptics in mental hospitals have been
a considerably older group than those in institutions. Under ten there
have been practically none in the hospitals. Under twenty have been one-
tenth, though in institutions there have been one-fourth. Under thirty
there have been three-tenths in the former institution, and almost one-
half in the latter. It would seem that epileptics admitted to mental hos-
pitals are there more for therapeutic and less for custodial considerations,
and hence are in a more serious condition, and may be expected to remain
to older ages. In the institutions males have predominated in the earlier
years, and females in the later. In mental hospitals the sex proportions
have been of more varying character.

In the first table on the following page is given the median age ( one-
half above and one-half below ) of first admissions of epileptics, and of
male and female, to public institutions (1938-1951 ).

The median age of admission of epileptics to their institutions for these
years has been about fifteen or sixteen, having declined by several years
during the period in question. Females have had a little higher median
age here than males.

In the second table is given the median age for the special institu-
tions and for meiltal hospitals in contrast, with respect to first admissions
for 1938, 1939, and 1940.
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MEDIAN ACE OF EPILEPTICS

55

Year Total Male Female

1951 15.5 10.0 17.0

1950 16.5 13.7 18.7

1949 17.4 14.8 18.6

1948 18.3 15.6 21.0

1947 17.3 14.9 18.9

1946 18.5 15.5 20.3

1945 17.8 16.7 18.5

1944 17.5 16.6 18.2

1943 18.0 16.8 18.8

1942 17.8 15.4 19.1

1941 - - -
1940 18.1 16.1 19.3

1939 18.9 - 19.5

1938 19.2 19.1 19.5

MEDIAN AGE FOR INSTITUTIONS AND MENTAL HOSPITALS

1940 1939 1938

All Institutions 19.5 29.5 26.1

Special Institutions 18.1 18.9 19.2

Mental Hospitals 28.1 27.2 25.1

With respect to mental hospitals the median age for first admissions

(about 28) has been some eight years higher than that for institutions,

and with respect to inmates (about 39) eleven years higher. This is in

keeping with what has been found in the percentage distribution of first

admissions according to age.
In the following table is given the percentage distribution by age of

first admissions of epileptics to public and private mental hospitals ac-

cording to acute and chronic disorder (1957).2
Entrance of epileptics into mental hospitals has likewise been at an

earlier age than into the special institutions. Of those admitted to public

mental hospitals somewhat over one-fourth have been under twenty-five,

whereas of those admitted to public institutions about three-fourths have

been under twenty. After forty the proportion for the one has been about

one-third, and for the other about 5 per cent. As between the two forms

of epilepsy there again is displayed no decided difference. Such is also

2 In Appendix E is given the percentage distribution of admission according to

form and clinical diagnosis (1958).
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PER CENT DISTRIBUTION BY AGE OF FIR= ADMISSIONS OF EPILEPTICS TO
MENTAL HOSPITALS

Public hospitals Private hospitals

Age Acute Chronic Acute Chronic

Total 100.0 100.0 100.0 100.0
Under 15 2.3 6.8 3.3 3.8
15-24 23.8 24.0 26.7 10.8

25-34 27.5 22.6 36.7 24.3
35-44 18.8 20.2 16.6 17.9

45-54 13.8 13.8 13.3 12.0
55-64 7.5 7.0 3.4 10.7
65-74 3.1 3.3 - 4.4
75-84 0.8 1.0 - 3.6
85 and over 1.6 0.2 - 3.3
Unknown 0.8 0.9 - -
the case with respect to sex differences. Private mental hospitals, so far
as we can see, have admission ages not very different from those of the
public hospitals. Ak,ute cases have about two-thirds under thirty-five, as
against somewhat over one-half for public. With chronic cases the situa-
tion is reversed, public hospitals having a little over one-half at this age
and private a little under one-half. For ages over fifty-five the proportion
is around one-fifth for private chronic cases and nothing for acute,
as against one-eighth for public cases of both kinds. Over the years there
appears no great changc.

In the following table is given the percentage distribution by age, and
for males and females, for first admissions of epileptics to public institu-
tions (1958).

PER CENT DISTRIBUTION OF EPILEPTICS IN INSTITUTIONS BY AGE

Age Total Male Female

Total 100.0 100.0 100.0
Under 5 13.4 11.1 15.2
5-9 24.3 27.6 20.5
10-14 21.8 23.1 20.0
15-19 I 6.2 16.0 16.5
20-24 5.7 5.1 6.6
25-29 2.9 2.9 3.3
30-34 2.0 1.7 2.3
35-39 2.2 4 2.8 1.3
40 and over 4.6 4.0 5.8
Unknown 6.9 6.2 7.2
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Much the larger number of epileptics admitted to institutions have
been in the years of childhood and youth. Over three-fourths have been
of this period of life, with one-half from five to fifteen. After thirty the
number has been about one in ten, and after forty little more than one
in twenty. The -onsiderably higher proportion of first admissions to in-
stitutions in the earlier years than of actual residents thereof is doubtless
in part to be explained by the relatively brief stay of a number with
removal elsewhere. There is also some evidence that some entering at
the earlier periods, having failed at the regular schools previously at-
tended and having been transferred to the institution, have after a time
resumed attendance at a regular school. There is no great difference
between the sexes, except that males appear to be slightly in excess at
the earliest age, and females at the very latest.

In the following table is given the percentage distribution by age of
first admissions to public institutions for epileptics, according to clinical
diagnosis in 1958.

It seems that epileptics of the symptomatic type have entered their
institutions at a slightly earlier age than have those of the idiopathic type.
The proportion of the former coming there under ten years of age has
been about one-half as against two-fifths for those of the latter type.
Affections due to brain disease, accounting for so much of epilepsy of the
symptomatic type, and toxemic endogenous are not far apart when under
ten years of age, something possibly indicating the prevalence of infec-
tious diseases, particularly at this time of life. (The main difference
between the proportions for males and those for females is the high pro-
portion for females with the idiopathic type enteiing at the later ages.)
It is to be added that the results from reports of earlier years, though
with some variations, are in general not greatly different from those
appearing here.

In the table on page 59 are given similar figures with respect to private
institutions (1958).

Of the relatively few epileptics entering private institutions most are in
the earlier years of life, with a proportion larger than for public institu-
tionsover four-fifths coming before the twentieth year. Private institu-
tions, it is to be remembered, are designed largely for the young. About
one-tenth enter before five, some coming in the very first years of life. As
between the two types of epilepsy, somewhat more of the symptomatic
type seem to enter in the very earliest years, there being double the pro-
portion for this type in the first quinguennium than for the idiopathic; in
some years there have been none for the latter at this period. (In general
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males predominate in the first decennium, and females in the second.)
Over the years* the proportions vary, especially in the earlier years. Be-
cause of the relatively small numbers at private institutions, the figures
here are to be taken with caution.

Among residents of public insututions for epileptics a larger propor-
tion appears in the earlier years of life for those who are of the symp-
tomatic type. Under twenty are one-third of this type as against one-fifth
for those of the idiopathic type. At thirty or over there are one-half of the
former as against two-thirds of the latter. Under twenty are one-third of
those whose affection is due to brain disease. The two toxemic affections
are not far apart at the different age periods, both somewhat concen-
trated in the upper age ranges. As found in other years, females have the
higher proportions in the older ages except with the toxemic endogenous.

In the following table is given the median age of inmates and of first
admissions to public institutions for epileptics according to clinical
diagnosis (1933 ).

MEDIAN AGE BY CLINICAL DIAGNOSIS

Residents First admissions

Total 32.6 15.3
Symptomatic 26.9 14.0

Toxemic exogenous 30.6 20.6
Toxemic endogenous 34.1
Due to brain disease 27.8 17.2
Unknown 25.3 17.4

Idiopathic 34.8 17.0
Unclassified 37.1 17.9

Among inmate., the idiopathic type of epilepsy at this time has a higher
median age than symptomatic; among the latter type toxemic endogenous
has a relatively low age. Among first admissions the idiopathic type also
has a higher median age; in the symptomatic type toxemic exogenous
has a relatively high age. Females seem in general to have a higher
median age than males. The median age for private institutions is appre-
ciably lower than for public. Private institutions in general take in
younger persons.



Chapter IX

AGE AT OCCURRENCE OF EPILEPSY

We have little in the way of statistics to indicate at what periods of

life epilepsy occurs. The fullest figures are those of W. R. Cc vers in

"Epilepsy and Other Chronic Convulsive Disorders" (1901, p. 13), which

1

shows the age of onset in 3002 observed cases. We have no later statistics

on a wide scale. In the following table is given the percentage distribu-

tion according to such age.

PER CENT DISTRIBUTION OF EPILEPTICS ACCORDING TO AGE AT OCCURRENCE

Age Per cent

Total 100.0

Under 5 15.3

5-9 12.3

10-14 22.0

15-19 24.6

20-29 15.5

30-39 6.3

40-49 2.4

50-59 1.3

60 aad over 0.5

It is clear that epilepsy is an affection of the earlier years of life. Over

one-fourth occur under ten, three-fourths under twenty, and nine-tenths

under thirty. The highest for any quinquennium is under five. Hardly any

occur in the later years of life. The time of rfreatest frequency seems to

be the period from seven to seventeen, more often at the later periods, or

in childhood and youth. It may begin in babyhood. By some authorities

even higher proportions are ascribed to early life. Its occurrence at this

period has long been noted by medical men.1 In one place the matter has

thus been stated: "The great majority of cases appear during childhood

and youth, during the period of stress when the nervous system yields

In an investigation of airnissions into certain institutions it was found that with

28 per cent epilepsy occurred before the age of five. Psychiatric Quarterly, ii, 1938,

p. 27. At the institution in Michigan, 31.8 per cent of first seizures were found to

have occurred before five, and 83.5 per cent before twenty. Mental Hygiene, xx,

1936, p. 441. In another investigation 37 per cent were found to occur under two

years, 20 per cent from two to three, and 10 per cent from four to six. American
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62 PUBLIC PROVISION FOR EPILEPTICS

to influences destined sooner or later [to bring about such results]."2 In
earliest life it appears more likely to result from injuries or infectious
diseases, apart from congenital defect, in youth from trauma, and in later
years from neoplasms or degeneration of brain cells or blood vessels.

Journal of Public Health, xlvii, 1947, p. 587. See also Statistical Bulletin of Metropol-
itan Life Insurance Company, Aug., 1955; Journal of Maine Medical Association,
xlviii, 1957, p. 257.

2 Report of New York Board of Charities, 1902, p. 252. See also Proceedings of
Michigan Conference of Charities and Correction, 1902, p. 45; Journal of American
Medical Association, xl, 1903, p. 153; Genetic Psychology Monographs, xvii, 1935,
p. 369; American Journal of Psychiatry, lxxxviii, 1931, p. 551; xcvi, 1939, p. 59.



Chapter X

EPILEPTICS BY RACE AND NATIVITY
The latest statistics we have as to race and nativity groupings of epilep-

tics are for the year 1933. In the following table is given the percentage
distribution of first admissions to public institutions for the several
groups.1

PER CENT DISTRIBUTION OF EPILEPTICS BY RACE AND NAMIFTY

Race and
nativity Total Male Female

Total 100.0 100.0 100.0

Native white 90.6 89.9 91.8

Foreign-born white 4.9 5.7 3.9

Negro 3.6 3.8 3.2

Other 0.9 0.6 1.1

is

Native whites here have naturally composed by far the largest part of
the institution population, this including as well children of foreign-born
parents. The foreign-born have a proportion considerably less than that
in the general population. Negroes have a proportion scarcely one-third
of that in the general population. The number of foreign-born is in part
reduced because of the severe immigration laws which have barred entry
of epileptics into the country. Negroes have had a low proportion be-
cause, living largely in the South, there has been relatively little institu-
tional provision for them. With their moving in considerable numbers to
the North, they would have had fuller attention. Among the foreign-born,
females have had a lower proportion than males, as we would expect. At
present the proportion for the foreign-born is quite low, and with little
significance. In 1939 of deaths in institutions 2.7 per cent were of Negroes.

In 1933 the perecentage was 2.6, and in 1923, 2.4.

In the following table is given the percentage distribution of first ad-
missions for the several groups according to type of epilepsy (1933).

The proportion for idiopathic epilepsy is higher for all groups, and
especially so for Negroes.

1 In 1923 the percentage foreign born was 7.9 and the percentage Negro 2.4.
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PER CENT DISTRIBUTION BY TYPE OF EPILFXSY

Native
Foreign-

born
Type Total White White Negro Others

Total 100.0 100.0 100.0 100.0 100.0

Symptomatic 24.8 24.5 26.6 20.7 41.7

Idiopathic 54.3 54.7 46.4 6C.3 41.7

Unclassified 20.9 20.8 27.0 18.4 16.6

In the following table is given the percentage distribution of first ad-
missions of epileptics to public institutions by age according to race and

nativity (1933).

PER CENT DISTRIBUTION OF EPILEPTICS BY AGE

AND RACE AND NATIVITY

Age Total
Native
white

Foreign-
b orn
white Negro Other

Total 100.0 100.0 100.0 100.0 100.0

Under 10 17.7 18.2 2.5 22.6 16.7

10-19 36.5 37.6 11.5 45.0 54.2

20-29 20.5 20.8 17.2 11.2 20.8

30-39 10.4 9.6 23.7 11.2 4.1

40-49 7.4 7.0 24.6 5.6 -
50-59 8.2 4.3 11.5 3.3 -
60 and over 2.4 2.5 9.0 1.1 4.2

The foreign born appear at this time to have concentrations by age
after the years of childhood and youth, perhaps in some measure because
their affection came on some years after their arrival in this country.
Today they rather belong to still older groupings.2 Negroes, on the other
hand, have had their heaviest concentrations in the earlier years of life,
possibly because in such years they could have little medical attention
and their placement in institutions seemed desirable.

2 of 123 foreign-born epileptics in 1933 the country of birth was as follows: Italy,

21; Canada, 15; Germany, 14; Poland, 14; Ireland, 10; Russia, 9; England, 8; other
countries, 31. In 1923 the percentages for the leading countries were: Germany, 14.8;
England, 11.2; Canada, 11.0; Russia, 10.2; Italy, 9.9; Sweden, 7.1.



Chapter XI

EXTENT OF OTHER DEFECTS
AMONG EPILEPTICS

Epilepsy is often attended or complicated with conditions of defec-

tiveness or abnormalities, both of a physical and of a mental or psycho-

logical nature, including congenital abnormalities. A particular con-
comitant is what is known as mental defectiveness or feeblemindedness.

With certain disorders as meningitis, encephalitis, spastic troubles, or

some brain injuries a common origin is the more to be expected. In some

cases the coexistence of mental defectiveness is the determining reason

for the use of the institution.
In the following table is given the percentage distribution of first

admissions of epileptics to public institutions according to the extent that

the two affections are found present conjointly or separatelybeing set
down in the one class or the other according to which is the primary or

prior conditionsand by sex for the years 1933-1935, these being the

latest years for which we have records.
It appears that close to one-sixth of epileptics admitted to the institu-

tions in these years have been mentally defective as well. About one-

fourth of the institution population has been epileptic whether with or

without mental defectiveness. About one-tenth have been epileptic alone.

The proportions have varied greatly in different states.1 We do not know

how far this condition may have prevailed in the non-institutional

epileptic population, but probably to much less extent, as epileptics who

also are mentally affected are much more likely to be placed in an institu-

tion, as we have just seen. Over the years there seems to have been little

change on the whole. There appears no great difference with the two sexes

as respects the combination of epilepsy and mental defectiveness, though

there seem to be more females who are mentally defective but not
epileptic, and more males who are epileptic and not mentally defective.2

1 In Rhode Island 16.8 per cent of mental defectives have been found to be

epileptic as well. American Journal of Mental Deficiency, lv, 1951, p. 293.

2 In institutions for mental defectives over the years the clinical diagnoses in 3 or 4

per cent is given as "with epilepsy." Those in institutions neither epileptic nor

mentally defective are in general postencephalitic, psychopathic personality, or

primary behavior problem cases. As the number of epileptics placed in institutions

steadily decreases, the proportion with mental defectiveness becomes constantly less.
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OTHER DEFECTS 67

In the following table is given the percentage of first admissions of

epileptics to public institutions who are also mentally defective, accord-

ing to the grade of mental defectiveness correlated with the chief forms

of epilepsy (1958).
Of epileptics recorded in public institutions for mental defectives and

epileptics over four-fifths were reported also as mental defectives. Such

are found to a somewhat greater extent with the symptomatic type of

epilepsy (with assochtion with disease process, toxic condition, or struc-

tural defect) than with the idiopathic (not so associated), or about nine-

tenths as against three-fourths. In the :ormer about one-fifth are morons,

three-tenths imbeciles, and about three-tenths idiots, these being about

the order with the chief affection here, that due to brain disease. It also

appears that epilepsy represented by the disorder known as ageneses

(imperfect development), constituting as it does so heavy a proportion of

brain affections, forms the highest proportion with mental defectiveness,

or nine-tenths. It is to be noted that the more serious the degree of defec-

tiveness, the greater is the extent of ,he symptomatic type. The relative

proportions for ageneses, meningo-encephalitis and traumatic disorders

varied somewhat from year to year in the past with respect to their

connection with mental defectiveness. Such is also the case with respect

to the order of the several grades of mental defectiveness.

With the idiopathic type of epilepsy each group makes up one-

fourth or a little more, but mostly in reverse order from the symptomatic

type. In the form designated as with psychogenic factors there is a very

low proportion for idiots, and a low one, hardly one-tenth, but double,

for imbeciles. With the years there are some changes here also in the

order and in the several proportions, but on the whole not great. In

nearly all cases idiots have the highest proportions. With the traumatic

disorders it is possible that the original injury has been responsible for

both the condition of epilepsy and that of mental defectiveness.

It is to be remembered in this connection that reference is only to

those epileptics who are in special institutions, and who make up the

more severe cases. With epileptics in general, or those outside the in-

stitutions, the conjunction with mental defectiveness would doubtless

be far less.
In the table on page 69 is given the percentage distribution of first ad-

missions of epileptics to public institutions by clinical diagnosis in cor-

relation with the several grades of mental defectiveness (1958).

The results here are in accordance with what has beL,n found in the

preceding table. With the symptomatic type of epilepsy the proportion
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of cases where mental defectiveness coexists with epilepsy is greater

than the proportion of cases where there is no such coexistence. In that

form due to definite brain diseases, composing as it does most of the

symptomatic type, it is accounted for in ageneses, which has a very high

proportion here against none for the normal, with the other brain affec-

tions varying from year to year. With idiopathic epilepsy the proportion

is greater where there is no such coexistence between epilepsy and

mental defectiveness. The proportion for idiopathic epilepsy with psy-

chogenic factors is notably low with the connection.
It is again to be observed that with the severity of the mental defect

there is a progressive decline for the symptomatic type of epilepsy
highest for idiots and imbeciles, anti lowest for morons, such being

particularly true of affections due to brain disease, but not so with
cardiovascular; with the other brain affections the order varies. Our

figures for the two toxemic forms are too small to permit any deductions.

With idiopathic epilepsy where there are involved psychogenic factors

the reverse process seems to be the case.
The proportions for the Iwo sexes vary somewhat among the several

groups. With the symptomatic type of epilepsy females appear to have

much the same proportions who are mental defectives as is the case with

males. This is true of some of the forms included under affections due to

brain disease, but not of all. In some years the traumatic form has been

more in evidence with males in mental defectiveness, something that

might be expected with their greater liability to external injuries. With

the two toxemic affections females have larger proportions.

With the idiopathic form of epilepsy a larger proportion of females

have mental defectiveness coexistent, including cases where there are in-

volved psychogenic factors, though this is not true in all years.

In general in reports of other years there are certain variations from

year to year, but on the whole the picture given here may be regarded

as a fair one.
As there are changes in the relative proportions for the two sexes,

both together and separately, at different years, too much stress should

perhaps not be placed on the -Hidings here; they are believed, however,

to throw some light on the matter. It is to be kept in mind also that our

statistics relate only to those in institutions, and not to those outside. The

former probably in large part represent the more serious cases. There

must also be recognition of differences in making determinations in

clinical diagnoses in different places.
From earlier reports as well as from more recent it would seem that
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in so far as classification is made, idiopathic epilepsy is something like

twice as frequent among mental defectives as is symptomatic epilepsy,

with the difference the more pronounced the greater the degree of in-
telligence possessed. It would also seem that the lowest grade of intelli-
gence, that in idiots, is less likely to be epileptic than the two other
grades of mental defectiveness.

It is well that epileptics are withdrawing from institutions for mental

defectives, a place where they have never belonged. As we have seen,

they are no longer mentioned in Federal reports for the latter class. It is

unfortunate that the two classes have had to dwell together in this forced
association. It has not been good for either class, nor for society in

general. Apart from possible deleterious effects on one class or the other,
it has kept the public from appreciating the true nature of the disorder
involved in each, and has caused the two to be confused in the public
mind. The public has come to feel that the two disorders are allied,

perhaps springing from a common mental derangement, something re-
flected in the language of the law; here often epileptics have been set
down with mental defectives, and almost as ofteii ith the mentally ill,
all possibly known as "incompetents." When institutions for mental defec-

tives, as the more numerous class, first came into being, it was hardly

other than natural for epileptics to be thought of as fit associates in such

places, and in part because there was no other receptacle for them. Even
when a special institution for epileptics was established, it was not long

before it became an institution for both classes.
At present no little is being learned about epilepsy. Great progress is

being made in the discovery of drugs that will do much for epileptics,

particularly in the control of seizures. Epileptics are more and more
taking their place and being assessed as normal persons. They are felt

to be in less and less need of institutionalizationunless there is some

other affection involved, especially in the limited number of cases where

actual mental defectiveness coexists. For the great number of epileptics

of the land, institutionalization is becoming a thing of ihe past. Even
where such provision was called for in years that are gone, it should

have been of another order.
Mental illness prevails among epilepdcs to a somewhat greater extent

than in the general population, epilepsy sometimes being a concomitant

of or resulting in such mental trouble.3 With some epileptics (apart from

a possible common origin) there may be involved to some extent per-

3 American Journal of Psychiatry, c, 1944, p. 361. See also Ohio State Medical

Society, Relation of Epilepsy to Insanity, 1871.
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sonal abuse or difficulties in social adjustment or misuse of certain drugs.

At times there may be involved physiological disturbance or change. It

is sometimes said that one-fifth of epileptics are mentally ill, or have

progressive mental deterioration and that 5 or 6 per cent of the mentally

ill are epileptic. In our previous studies we have found that several per

cent of residents and a smaller per cent of first admissions in mental

hospitalspublic, state, county, veterans, psychopathic, general with

psychiatric facilities; and privatehave been "with convulsive disorder."

We do not know the extent that such conditions as cerebral palsy,

spastic disorders, or crippled conditions exist as concomitants with

epilepsy in the general population, probably somewhat more than with

non-epileptics. Nor do we know to what extent are to be found such

affections as blindness or deafness. With some there is emotional disturb-

ance.
The existence of other defects among epileptics may be noted in the

former almshouse population (1923). While epileptics constituted 1.4

per cent of all here, they constituted 2.9 per cent of all defectives. In

the following table is given the number of persons having one more

defects, mental or physical, in addition to epilepsy (0.5 per cent of the

total almshouse population).

NUMBER OF PERSONS WITH DIFFERENT DEFECTS BESIDES EPILEPSY

Epileptic and insane 29

Epileptic and feebleminded 201

Epileptic and deaf-mute 5

Epileptic and blind 9

Epileptic and crippled 92

Epileptic, insane, and feebleriinded 3

Epileptic, insane, and deaf-mute 1

Epileptic, insane, and crippled 3

Epileptic, feebleminded, and blind 3

Epileptic, feebleminded, and crippled 45

Epileptic, deaf-mute, and crippled 2

Epileptic, blind, and crippled 1

NOTE TO CHAPTER XLOn the connection of epileptics with mental defectives, see

P. H. Hoch and R. P. Knight, Epilepsy, Psychiatric Aspects of Convulsive Disorders,

1947, p. 334; Report of Ohio Board of Charities, 1875, p. 5; Pennsylvania Board o2

Public Charities, 1893, p. 32; 1894, p. 15; New York State Board of Charities, 1897,

p. 59; Massachusetts Board of Lunacy and Charities, 1892, p. 109; 1894, p. 130;

Message cf Governor of Massachusetts, 1895, p. 27; reports in general of state

departments of public welfare and of mental hygiene, and similar bodies;



OTHER DEFECTS 73

Proceedings of National Education Association, 1902, p. 845; National Conference

of Charities and Corrections, 1906, p. 269; 1912, p. 342;
School and Society, ii, 1915, p. 112; iv, 1918, p. 723; American Journal of Mental

Deficiency, lvi, 1952, p. 888; Training School Bulletin, xxxviii, 1942, p. 174; Illinois

Medical Journal, xxii, 1912, p. 305; Arne,ican Journal of Psychiatry, xcviii, 1942, p.
733; 1944, p. 497; cxii, 1952, p. 375; American Journal of Speech and Hearing

Disorders, xviii, 1953, p. 290; xix, 1954, p. 327; Neurology, v, 1955, p. 419;
Medical Clinic of North America, viii, 1924, p, 193; Journal of Neurology, Neuro-

surgery, and Psychiatry, xxiv, 1961, p. 213.



Chapter XII

DEATH RATES AMONG EPILEPTICS
In the following table are given the death rates (per 100,000 of general

population) for epileptics in public institutions and for the general
population from 1941 to 1952 (there being no later figures for epileptics).

DEATH RATES. AMONG EPILEPTICS

Year Epileptics General population

1952 34.1 9.6

1951 31.4 9.7

1950 31.8 9.6

1949 37.5 9.7

1948 38.1 9.9

1947 39.6 10.1

1946 47.7 10.0

1945 43.0 10.6

1944 48.1 10.6

1943 43.5 10.9

1942 41.1 10.4

1941 41.8 10 5

The mortality rate among epileptics in their institutions is seen to be

three or four times that of the general population. With the years there

has been a decline in both cases, in fairly parallel lines. We have no

means of ascertaining the death rate among epileptics at large, or out-

side the institution. In V ..1w of the possibly better care to be expected

in institutions we might look for a lower rate there in contrast with the

frequent neglect and sparing attention for those with no institutional

ties, though this consideration is somewhat offset by the consideration

that the more serious cases are the ones more likely to be placed in the
institutions. The rate varies with different states, in general according

to the treatment extended in different ones. We may possibly assume

that the death rate in private institutions is a trifle lower than in public.

When the rate for epileptic and mental defectives are taken together

the rate for males is somewhat higher than for females over the years.'

1 On death rates among epileptics, see L. J. Dublin, Twenty-five Years of Human

Progress, 1937, p. 34; Transactions of American Association on Mental Deficiency,

1928, p. 53; United States Vital Statistics, 1958 Medical Record, xxxiii, 1888, p. 467;

Journal of Nervous and Mental Diseases, xix, 1892, p. 177; lxxv, 1932, p. 382;

Psychiatric Quarterly, ii, 1937, p. 104; Journal of American Medical Association,

74
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The declini., in the death rate in institutions is to be attributed to im-

proved living conditions in general, to better control of diseases, espe-

cially infectious diseases, and to better therapeutic treatment, particularly

in the use of efficacious drugs, and to greater medical skill in general in

keeping people alive. (The epilepsy mortality rate is 1.3 per 100,000 of

population.)
In the following table is given the number of deaths per 100 first ad-

missions to public institutions and to state hospitals for the mentally

ill from 1938 to 1944.

DEATH RATES IN INSTITUTIONS AND MENTAL HOSPITALS

Year Institutions Mental hospitals

1944 61.8 52.8

1943 52.1 36.4

1942 45.8 37.7

1941 44.8 26.8

1940 40.6 36.6

1939 44.1 27.9

1938 46.4 28.9

The death rate in relation to first admissions in these years is con-

siderably higher with institutions than with mental hospitals, one-third

or one-fourth greater. This may be due to better treatn_ent at the latter

which are designed more for therapeutic treatment than for mere custo-

dial care. The length of stay in institutions, which is usually more pro-

longed than in hospitals, which to some extent are for life, may have

some part in the matter. The matter is also affected by the extent of

discharges and transfers in each. Of the several forms of mental hos-

pitals, as found in 1942, the highest death rate is in veterans hospitals,

very likely for the reason that they have received the more serious or

fargone cases; the percentage for deaths here is 15.7, as against a per-

centage of 8.6 for first admissions. County and city hospitals appear to

have the best record, or 0.8 per cent for deaths and 4.2 per cent for first

admissions, perhaps because they receive less serious cases. The respec-

tive percentages for state hospitals are 83.6 and 87.2.2

clvi, 1954, p. 1154. On suicide, see Journal of Nervous and Mental Diseases,

xxxvii, 1934, p. 377; xliv, 1941, p. 727.
2 Among policy holders of a certain life insurance company the death rate for

epilepsy per 100,000 for the years 1911-1920 was 4.1 for white males and 2.7 for

white females, and for the years 1921-1931, 2.8 and 1.8 respectively. For colored

males the respective rates were 5.7 and 4.1, and for colored females, 3.5 and 1.9,

Statistical Bulletin of Metropolitan Life Insurance Company, April, 1932; Aug., 1951.
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In the following table is given the percentage distribution of epileptics

by age at time of death and of the general population, according to

Vital Statistics of the U. S. Public Health Service (1955).

PER CENT DISTRUHITION OF EPILEPTICS BY AGE AT DEATH

Age Epileptics General population

Total 100.0 100.0

Under 5 5.5 8.1

5-9 4.5 0.6

10-19 11.1 1.1

20-29 10.2 1.9

30-39 18.4 3.1

40-49 17.1 6.7

50-59 11.6 12.5

60-69 8.4 21.1

70 and over 0.6 44.9

Unknown 12.6 0.1

Epileptics in comparison with the general population die rather in

the earlier years of life, few passing away in the later years. During the

first decennium the respective proportions are little different, nr 10.0

per cent for epileptics and 8.7 per cent for the general population. But

through youth and early and middle adult life the proportion for epilep-

tics is far ahead. From ten to forty-nine over three-fifths meet death for

the one as against a little over one-tenth for the other. After sixty the

respective proportions are less than one-tenth and two-thirds; and after

seventy, 0.6 per cent and 44.9 per cent. It seems here that three-fifths of

epileptics have died after thirty, as against nine-tenths for the general

population, so far as those in institutions are concerned. Doubtless in

later years the proportion is higher for epileptics dying in older years

of life, beyond the years of childhood and youth, and coming nearer to

the rate for the population in general.
In the following table is given the percentage distribution of epileptics

in public institutions by age at time of death according to type of epi-

lepsy (1933).
According to these figures, epileptics in institutions die at a relatively

early age. One-half meet death before thirty, and three-tenths before

twenty. Death appears to come earlier to symptomatic epileptics, over

one-half of them dying before thirty, and over one-third before twenty.

The respective proportions for idiopathic epileptics are less than one-half

and less than three-tenths. The death rates of epileptics dying outside
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PER CENT DISTRIBUTION OF DEATffs BY AGE

77

Age (in years) Total Symptomatic Idiopathic Unclassified

Total 100.0 100.0 100.0 100.0

Under 5 2.5 2.3 1.4 4.4

5-9 5.1 5.7 4.4 5.6

10-14 9.7 12.0 3.3 10.7

15-19 11.6 14.9 13.5 8.5

20-24 10.0 11.4 8.1 10.3

25-29 11.8 5.1 12.3 11.3

30-34 8.5 4.0 8.3 18.7

35-39 6.0 5.7 8.7 5.6

40-44 7.0 9.1 7.3 7.2

45-49 7.0 6.3 7.5 5.0

50-54 5.2 4.6 5.0 4.7

55-59 4.9 1.1 5.8 3.8

60-84 3.0 5.7 3.0 4.1

65 and over 6.8 12.1 6.4 8.1

of institutions we do not know. As previously pointed out, the better
care taken in institutions is more or less offset by the circumstance that

they take in the more serious cases. As found in a previous report, slightly

more of females than of males die at the very earliest ages.

In general the death rate for epileptics is higher in the earlier years

than in the later (especially after fifty).8

In the following table is given the median age (half-way number) of
deaths for the two types of epileptics in public institutions, and for males

and females separately (1936-1939).

The median age for epileptics in institutions at the time of death is
seen to be close to thirty, considerably below that for the general popu-
lation. Again epileptics of the symptomatic type are found to die at an
earlier age than those of the idiopathic-by several years. Males in
general die at an earlier age than females. Possibly in later years certain
changes in death rates would be found to have occurred. Without doubt
epileptics today live longer.

In the table on page 79 is given the percentage distribution of first
admissions to and deaths in public institutions for epileptics according

to type of epilepsy for the years 1940-1944.

3 See Metropolitan Life Insurance Statistical Bulletin, Aug., 1951. In the Michigan
institution there were four-fifths found to die before fifty-five, and one-fifth before
one year, and three-fifths before five years there. Mental Hygiene, xx, 1936, p. 441.
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On the whole death rates in relation to first admissions appear slightly
greater with the idiopathic type of epilepsy than with the symptomatic.
Among the latter this seems to be notably the case for brain disorders,
though not for all years.4 There appear to be no great differences be-
tween the sexes with respect to the types of epilepsy involved.

In the following table is given the percentage distribution of causes
of deaths among epileptics in public institutions (1938).

PER CENT DISTRIBUTION OF CAUSES )F DEATHS AMONG EPILEPTICS

Cause of Death Total

Total 100.0
Infectious and parasitic disease 6.9
Cancer and other malignant tumors 1.8
Rheumatic, nutritious, endocrine, etc., diseases 3.2
Diseases of blood and blood-making organs 0.4
Chronic poisonings and intoxicants
Diseases of nervous system and of special senses 33.7
Diseases of circulating system 12.4
Diseases of respiratory system 23.9
Diseases of digestive system 5.3
Disease of genito-urinary system 2.4
Diseases of pregnancy and puerperal state
Diseases of skin and cellular tissues 0.4
Diseases of bones and organs of locomotion 0.1
Congenital malformations 0.1
Diseases of early infancy 0.5
Senility 0.8
Violent and accidental 5.1
Other 3.0

It is to be kept in mind that classification of causes of deaths among
epileptics would be somewhat different today. Of causes of such deaths
here recorded in institutions, diseases of the nervous system and special
senses occupy, as might be expected, the first place, considerably ahead
of any other cause, with a proportion around one-third. Next come dis-
eases of the respiratory system, with about one-fourth. Following at some
distance are diseases of the circulatory system, with one-eighth or one-

4 Causes of death among epileptics at Craig Colony, New York, in 1957 were
thus distributed in percentages: malignant neoplasms, 4.8; epilepsy, 22.6; vascular
diseases, 14.4; diseases of heart, 16.1; cardiovascular-renal, 3.2; pneumonia, 8.1;
congenital malformations, 3.2; accidents, 3.2; others, 24.3.



tenth. These three disorders together constituted something like two-
thirds of all th..3 deaths of epileptics in institutions. To infectious and
parasitic diseases, diseases of the digestive system, and violent and acci-
dental deaths, each are ascribable about one-twentieth. Rheumatic, nutri-

tious, and endocrine diseases, cancer and other malignant tumors, and
diseases of the genito-urinary system each account for about 2 per cent.
Chargeable with less than 1 per cent each are senility, diseases of blood
and blood-making organs, diseases of skin and cellular tissues, iiseases
of bones and organs of locomotion, congenital malformations, and
diseases of early infancy. The two remaining causes, those connected
with poison or intoxicants and with childbirth, are practically nil. As
between the sexes no great differences on the whole are to be discovered
except that with males violent and accidental deaths are somewhat more
frequent.

Certain causes are found more often with epileptics than with the
general population, and others less often. Much more often with epilep-
tics are diseases of the nervous system, and of the respiratory system,
also more often are diseases of the circulatory system. Less often with
epileptics are cancer and other malignant tumors, infectious and parasitic
diseases, and violent and accidental deathsthe first named being much
less frequent. With respect to other causes no great differences appear
between the two groups. The differences that do appear are no doubt
in some part due to the peculiar physical and nervous structure of epilep-

tics. Age factors are also of some effect, the exact nature of which we do

not fully know. Cancer is of less extent with epileptics in consequence of

its occurrence in the later years of life not often reached by them. Deaths
by violence or accident are less with epileptics because of their more
protected lives while in institutions.

In the following table is given by a different classification the percent-
age distribution among certain specific causes of death for epileptics
in public institutions (1933), together with that for the general popu-
lation.

Here "epilepsy" is set down as the outstanding cause, not far below
one-half.5 Pneumonia is accountable for one-eightha proportion three
times that for the general population; tuberculosis, for one-tentha pro-
portion over twice as great. Causes having lower proportions than for

the general population are violent and accidental deaths ( one-third as

5 Of deaths in the Michigan institution 60.9 per cent have been directly charged
to epilepsy, with it as a contributing factor in 1317 per cent in addition.
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Cause of Death Epileptics General Population

Total 100.0 100.0
Influenza 1.7 1.4
Tuberculosis 10.7 4.2
Other epidemic, endemic, and

infectious diseases 2.0 2.8
Cancer and other tumors 1.6 11.4
Cerebral hemorrhage, apoplexy 2.6 7.8
Epilepsy 42.1 1.2
Other diseases of nervous system 2.4 1.9
Myocarditis 3.2 14.3
Other diseases of circulatory system 4.8 15.4
Pneumonia 14.0 5.9
Other diseases of respiratory system 2.3 0.4
Diarrhea and enteritis 2.2 1.1
Other diseases of digestive system 2.0 4.6
Diseases of genito-urinary system 2.1 8.8
Violent and accidental deaths 3.5 8.8
Other and unknown 2.8 3.4

many ), genito-urinary diseases (one-fourth), certain digestive diseases
( one-half ), cerebral hemorrhage and apoplexy ( one-third), certain heart
and circulation disorders (one-third), and cancer ( one-seventh). Causes
having larger proportions than in the general population are diarrhea and
enteritis, certain respiratory diseases, certain nervous diseases, and in-
fluenza.

When epilepsy is to be regarded as a cause of death, some part is
doubf...ess to be attributed to the effects of suffocation during seizures
as well as to the exhaustion resulting from protracted series of seizures.
Whea it is set down as a cause of death, the real cause may at times
be something else.

With the changes in the proportions of different causes of death in
the general population, there is likely to have been somewhat corre-
sponding changes with respect to epileptics, but how far we do not know.
Some of the causes here mentioned are much less known today. The
decrease of deaths from diseases particularly affecting epileptics will
have most pronounced effect. This is notably true of such diseases as
tuberculosis, pneumonia, and influenza, with their steady reduction in
society, as well as certain infectious diseases of infancy already referred to.



Chapter XIII

MARITAL CONDITION OF EPILEPTICS
In the following table is given the percentage distribution of epileptics

in institutions, public and of first admissions theleto, according to the

type of epilepsy for the several marital groups (1923).

PER CENT DISTRIBUTION OF EPILEPTICS ACCORDING TO MARITAL CONDITION

Marital condition

Inmates First admissions

Total Total Symptcamdc Idiopathic

Total 100.0 100.0 100.0 100.0

Single 81.9 79.3 75.4 79.4

Married 12 3 14.9 17.4 15.0

Widowed 3.6 2.8 4.0 2.6

Divorced 1.5 2.0 2.2 2.2

Unknown 0.7 0,8 1.0 0.8

According to these figures only about one-sixth of epileptics in insti-
tutions were found to be or to have been married, and only about one-
eighth still soa proportion much less than that for the population in

general. This is in part because a large number have been placed in
institutions before the usual age for marriage. At the same' time in some
areas such marriages are forbidden by the law, while public opinion has

often had some effect in the matter. Possibly some of those listed as
married became epileptic after marriage. In institutions marriage has of

course not taken place. Marriages and widowhood are more often the

,case with females, in keeping with the situation with the general popu-

lation. In divorce epilepsy may itself be at least a contributing factor;

it appears the more often with epileptics than with the general popula

lion. There seems little differcrice in the marital condition as between

symptomatic and idiopathic epilepsy. How far the whole matter would

be changed with statistics of the present day we do not know; but it is
likely that there would be a larger proportion in the divorced category.

In a more recent investigation it has been found that where 45.5 per

cent of epileptics were married, the proportion was 22.5 per cent for
those whose onset occurred under ten years of age, but 69.5 per cent
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for those whose onset was at twenty years of age or older. The difference
appears greater M the case of males than of females.'

1. See Journal of American Medical Association, clii, 1953, p. 1690. Of inmates
of an institution in Michigan, 82.0 per cent were found to be single, 11.5 per cent
married, 2.6 per cent widowed, 3.5 per cent divorced, and 0.4 per cent separated.
Females had been married to a greater extent than males. Mental Hygiene, xx, 1936,

pp. 441. Of epileptic war veterans 62.7 per cent were reported single. U.S. Office of

Veterans Benefits, Facts in Brief pamphlet No. 226, 1960.



Chapter XIV

EXTENT OF SCHOOLING AMONG
EPILEPTICS

In the following table is given the percentage of first admissions of
ep4leptics to public institutions by age according to the degree or grade
of schooling or last school grade that had been obtained for 1935-the
only year with such statistics.

PER CENT DISTRIBUTION OF Emixmcs BY AGE ACCORDM, TO SCHOOL GRADE

17 and Grade
Grade Total Under 8 8-10 11-13 14-16 over unknown

Total 100.0 10u.0 100.0 100.0 100.0 100.0 100.0

None 33.6 - 0.4 - - 63.1

First 3.2 - - 4.5 0.6 1.5 2.5

Second 4.5 - - 5.4 1.7 - 2.9

Third 6.7 - - 12.0 3.1 1.5 6.6

Fourth 7.0 - - 19.0 7.5 3.6 3.4

Fifth 6.7 - - 19.0 8.1 1.5 3.8

Sixth 8.1 - - 19.0 14.8 5.8 3.5

Seventh 7.2 - - 8.7 17.5 10.2 2.5

Eighth 15.1 - - 10.3 38.2 23.4 6.2

Ninth (high school) 6.8 - - 0.8 7.7 49.6 3.0

Special and ungraded 1.1 - - 0.9 0.8 2.9 2.5

It appears here that the education of epileptics in institutions has been
considerably' retarded.1 Of the total number reported one-third had
had no schooling at all, though of course some of them were too young
for the purpose. Doubtless some had attended school before being placed
in an institution. Only about one-sixth had continued to the eighth grade.
Of those from eleven to thirteen one-fifth had comploted the fifth grade,
and of those from fourteen to sixteen somewhat under two-fifths had
completed the eighth grade. Of those seventeen years of age and over
one-half had been to high school. It is to be remembered that at this
time the normal child eight years of age should have completed the
second school grade, the child eleven years of age the fifth grade, and
the clild fourteen years of age the eighth. Doubtless today. figures for

1 Of inmates in the Michigan institution it was found that 21.9 per cent had no
formal education, and that 91.2, per cent had not entered high school. Ibid.
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schooling with epileptics would be appreciably higher, whether in insti-
tutions or not.

In the following table is given the percentage distribution of male
and female first admissions to public institutions according to the school
grade completed for the two types of epileptics (1933).

PER CENT DISTRIBUTION OF ADMISSIONS BY TYPE

School grade

Male Female

Total
Syrnp-
tomatic

Idiopa-
thic Total tomatic

Idiopa-
thic

Total 100.0 100.0 100.0 100.0 100.0 100.0

None 32.5 28.3 30.4 35.2 33.7 34.9

First 3.8 2.7 4.5 2.4 1.7 1.9

Second 5.1 4.5 5.4 3.6 4.1 3.8

Third 5.9 5.4 6.2 7.9 5.8 8.2

Fourth 6.9 9.6 5.3 7.2 8.7 7.0

Fifth 6.7 6.3 7.6 6.6 6.4 7.0

Sixth 7.8 8.7 7.6 8.4 9.3 7.2

Seventh 7.6 6.0 9.1 6.5 7.6 6.3

Eighth 15.8 18.4 16.1 14.0 13.4 15.1

Ninth (high school) 6.8 8.3 7.1 6.8 7.0 6.8

Special and ungraded 1.1 1.8 0.7 1.4 2.3 1.0

Males on the whole appear to have had slightly more schooling than
females. Symptomatic epileptics of both sexes appear to have had slightly

more than idiopathic. The differences in general for the several grades
are not great.

The limited school attendance of epileptics is in part explained by

their difficulties in this respect, and by the circumstances that an appre-
ciable portion are also affected mentally. Doubtless the situation is
better today.



Part 11

LEGAL TREATMENT OF
EPILEPTICS

Chapter XV

LEGISLATION RESPECTING EPILEPTICS

The law respecting epileptics is to be found in several sourcesin
textbooks or treatises, in digests or encyclopedias, in statutes enacted by

the legislature, and in decisions rendered by the courts. Statutory laws

affecting epileptics are included for the most part with laws applying

to mental defectives and the mentally ill, or to "incompetents" in gen-

eral. One division of such laws has to do primarily with the concern of

the general public in the matter of epileptics, its concern having priority

over the immediate concerns of these classes, though in fact they may

not be far apart. Much the larger part of the legislation of this nature

has had to do with the provisions for the establishment and maintenance

of institutions, including provisions as to admission or commitment, in

most states having been the core of the legal enactments relating to them.

To a less extent are laws authorizing private institutions or homes for

their care. Apart from such considerations, there are laws of smaller

compass requiring the report of cases of epilepsy by medical practi-

tioners. Next comes the matter of marriages of epileptics, a matter largely

of eugenic concern, and regarded as of great importance for the well-

being of society, especially with respect to the possibilities of like con-

dition in the offspring of such marriages. Of kindred character, and

theoretically of great moment eugenically, is the matter of asexualization

or sterilization, for the prevention of offspring to epileptic persons.

(Laws as to transportation and the like are not included.)

A second division of legislation affecting epileptics may be said to
embrace laws for their protection or for their benefits. Here are found

laws for the guardianship of the person against abuse or mistreatment or

violence. Very important in the eyes of the law is the matter of sexual
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relations with epileptics. A conciderable subject also here is the attitude

of the law as to wrongful acts committed by epileptics which by other

persons might be denoted crimes.
A third form of statutory regulation applying to epileptics is concerned

with what can perhaps be characterized as laws discriminatory respect-

ing them, or denying them the rights or privileges granted to normal
persons, though in a measure these laws may be for their benefit or

protection no less. Leading examples are the laws forbidding the driving

of automobiles by them, or in restraint of their free movements, or in

possible restriction of adoption in families. (Laws as to institutions are
considered elsewhere.)

In certain states there is required, for the most part from physicians

(in general also as to motor vehicle authorities) reports as to conditions

of epilepsy discovered. Included are California,1 Connecticut,2 Dela-

ware,3 Indiana,4 Michigan,5 Nevada,6 New Jersey,7 Ohio,8 and Oregon.3

In states where enumeration of "defectives" is required, epileptics might

be included.
In most of the states of the American Union marriages of persons

mentally affected are not permitted. Nearly everywhere there is refer-

ence to mental unsoundness. In some of the states the mentally defective

and the mentally ill (insane) are expressly mentioned; to an ever lessen-

ing extent are epileptics mentioned, though possibly at times laws as to

other classes might be made to apply to them. In a few states marriage
in which an epileptic is involved is permissible under given conditions.
Interdiction of such marriage may take several forms, in some states
more than one being found: direct prohibition of marriage, prohibition
of issuing of marriage license, prohibition of performing of marriage

ceremony, holding of such marriages to be void or voidable or to be
annulled or as a ground of divorcein the latter circumstances partic-
ularly when there was ignorance of the condition. States h-ving had laws

1 Code, Health and Safety, §§ 211, 410, 411.
2 Gen. Stat. § 6.14.16.
3 Ann. Code §§ 24-1763, 24-1766.
4 Ann. Stat. §§ 35.271-35-274.
5 Stat. § 14.810.
6 Rev. Stat. § 439.270.
7 Stat. §§ 26:5-1, 5-13.
8 Rev. Code § 3321.29.
9 Rev. Stat. § 482.140.
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with reference to epileptics are: Delaware," Missouri," Nebraska,"

New Jersey," North Carolina,14 Utah," Virginia," Washington,17 and

West Virginia." Most of these states have repealed their prohibitory laws,

removing the term "epileptic.""
As a supposed, and ever decreasing, measure of checking the spread

of epilepsy or of reducing its extent, there have been adopted in a num-

ber of states legal provisions authorizing sterilization or asexualization,

a surgical operation to prevent parenthood or the begetting of offspring

to persons suffering with epilepsy, though not to the same extent as laws

applying to the mentally ill or mentally defective. In nearly all the states

the law has been compulsory, the consent of the person concerned not

being required. In a smaller number application might be compulsory

or voluntary, possibly with the consent of family or guardian. In nearly

all the states the law has demanded careful review of the situation by

medical or other specialists. In the larger number there has been des-

ignated state agencies for the purpose; in the smaller number a special

eugenics board. There was in general to be due notice to those concerned,

with full hearings. Operations were to be in skilled hands, without pain,

and at public expense. In the majority of these states the operation was

confined to inmates of institutions; in the remainder it was of extra-mural

character, applying as well to persons outside. Illegal sterilization was
usually made a crime in itself.

In certain states the laws have been held by the courts to be unconsti-

tutional: in New Jersey in 1913; in Nevada (Federal) in 1915; in New

York in 1918; in Michigan in 1918 (later amended); in Indiana in 1921

(later amended); in North Carolina in 1933 (later amended); in Ala-

bama in 1935 (later amended). In this case also in a number oi states,

the law has been repealed. States having had specific mention of epileptics

10 Ann. Code §§ 12-1522, 13-101.
11 Rev. Stat. §
12 Rev. Stat. §§
13 Rev. Stat. §§

51-9-13.
42-102,
2:150.2,

43418.
2A:124-1, 37-1-9.

14 Gen. Laws § 51-12.
18 Rev. Code § 30-1-2.
16 Code §§ 20-46, 20-47,
17 Rev. Code § 2604.030.
18 Code § 4701.
13 Included are Alabama, Connecticut, Maine, Michigan, Minnesota, New York,

North Dakota, Ohio, Oregon, New Hampshire, Indiana, Kansas, New Jersey, and

Pennsylvania.
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are: Arizona," Delaware," Idaho,22 Indiana,23 Iowa," Kansas,25 Missis-

sippi,2° Montana," New Hampshire," North Carolina," North Dakota,"

Oklahoma," Oregon," r Aith Carolina,33 Utah," Virginia," and West

Virginia." Such laws have had but little enforcement.

Laws for the aid or protection of epileptics are of less extent than such

laws in respect to mental defectives. Special guardianship laws are felt

not to be needed for epileptics unless of unsound mind. In Florida,"

Minnesota," New Jersey," and Virginia,'" epileptics may be under the

guardianship of the state department of public welfare. Epileptics in

need of economic aid, like all others, may be looked after by local welfare

departments. In a few states there is reference to them as possible public

charges, as in Iowa," Minnesota,42 and New York.43 In Texas epileptics

are not to be barred from educational institutions.44 In California they

may be sent to a state home.45 In Minnesota surgical operations may be

performed upon them when necessary.46

A small number of states hive seen fit to enact laws for the physical

20 Ann Code §§ 36-501, 36-540.
21 Ann. Code §§ 16-5701, 16-5705.
22 Code §§ 66-801, 66-812.
23 Ann. Stat. §§ 22-1601, 22-1622.
24 Code §§ 145.1, 145.22.
25 Gen. Stat. §§ 76-149, 76-155.
26 Code §§ 6957, 6964.
27 Rev Code §§ 38-606, 38-608.
28 Rev. Laws § 174.1.
29 Gen. Stat. §§ 35-36, 51-12.
30 Rev. Code §§ 23-0801, 23-0815. By implication.

31 Stat. §§ 43A, 41-346.
82 Rev. Stat. §§ 436-030, 436-150. By implication.

33 Code § 32-671.
34 Ann. Code §§ e4-10-1, 64-10-14.
35 Code §§ 37-231, 37-246.
36 Code §§ 1394, 1400.
37 Stat. § 393.04.
38 Stat. §§ 256.06, 525.611.
39 Rev. Stat. § 26:5-11.
40 Code § 63-49.
41 Code § 221.507.
42 Stat. §§ 30.251, 261.07.
48 Cons. Laws § 232, a-1; Soc. Wel., §§ 199, 393(4)
44 Civ. Stat. § 3232b.
45 Code, Wel. and Inst. § 5251.

40 Stat. § 246.10.
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protection of epileptics, particularly from acts of violence or abuse,

though such matters could usually be covered under some provision of

the general penal law, as that for assault, which could be here held as

of aggravated character. The special laws for epileptics are of several

ldnds. In a few states forbidden is cruelty or mistreatment to them, along

with other classes: California,47 Massachusetts," and Oklahoma.4° Certain

states have felt called upon to enact laws forbidding the enticing away

or abduction of epileptic persons, along with others, from institutions
in which they have been placed, or helping them to escape therefrom,

though such matters might be expected to be cared for by other legal

provisions or regulations. Included here are Kansas,5° Michigan,51 Minne-

sota,52 New York," and Virginia.54 In states like Minnesota55 and Vir-

ginia" there may be no illegal detention or confinement. There have been

other laws in the way of protection or aid. Though in most states liquor

or drugs or firearms may not be sold or dispensed to persons with mental

trouble, epileptics are especially mentioned in the laws of Arkansas,57

Iowa," and West Virginia.59 In Wisconsin epileptics may not be alto-

gether subject to workingmen's compensation laws for injuries incurred in

certain particulars." In Missouri they are under the jurisdiction of the

juvenile coy IP In Minnesota contributions are expressly allowed for the

benefit of epileptics.62 There are certain institutions to which by law

epileptics may not be sent, or with the inmates of which they may not

be classified. A notable one is the institution for the mentally ill ( insane),

an institution in which many have had to be confined, even though the
institution may be declared to be only for the mentally ill. There may

47 Code, Wel. and Inst. § 7506; Pen., §§ 361, 26, 54.
48 Ann. Laws § 123:111.
49 Stat. § 43A-34.
59 Stat. § 21-2005.
51 Stat. § 28.384.
52 Stat. § 252.05.
53 Cons. Laws, Pen. § 1250a.
54 Code § 37-228.
55 Stat. § 617.74.

^ode § 37.172.
67 atat. § 59-316.
58 Code § 745-15.
59 Code § 2606.
eo Stat. § 102.08.
al. Rev. Stat. § 211.20.
62 Stat. § 246.41.

,r
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be other references to this class. One such state is California.° In South

Carolina epileptics may not be sent to the state industrial school."

In some states there are laws providing for the removal of epileptics

from one institution to another, as seems desirable. It may also be set

forth that to institutions of custodial character in general, embracing as

well those for epileptics, are applicable writs of habeas corpus just as

they are to other persons who are illegally or wrongfully held, something

long an established principle in American law. Epileptics are expressly

mentioned in the laws of New York," Oklahoma," Pennsylvania,°7 and

Virginia.08 (In provisions relating to certain institutions menticn may be

made of habeas corpus.)
The law may also take cognizance of wrongful or illegal commitment

to or detention in an institution, epileptics being mentioned in this con-

nection in Kentucky," Massachusetts,7° Michigan,7' Minnesota,72 Okla-

homa," and Virginia.74
Epileptics may not be placed in certain kinds of correctional institu-

tions, or special provisions must be made for them here, as in Indiana,"

Missouri," New Jersey,77 and South Carolina:18
It may be added that epilepsy in itself is in general no barrier to civil

service employment on the national, state, or local level, as in Califor-

nia," and Kentucky.8° In some states epileptics may well be included

among those found to be rehabilitated. It is no barrier to Federal Civil

Service.

63 Code, Wel. and Inst. §§ 5802, 6733.
64 Code § 65-57.
15 Cons. Laws, Ment. Hyg. §§ 204, 236, 446; Cor. § 146.

66 Stat. § 43A-35.
67 Stat. § 50-1482.
08 Code § 37-122.
69 Rev. Stat. § 435.310.
79 Ann. Laws § 123:49.
71 Stat. § 14.808.
72 Stat. § 525.772.
78 Stat. § 43A-40.
74 Code § 37-225.
75 Ann. Stat. § 22-3101.
76 Rev. Stat. § 219.170.
77 Rev. Star. § 30:4-82.
78 Code § 55-411.1.
79 Code, Wel. and Inst. §§ 5102, 6733.
89 Rev. Stat. § 203-200.
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Perhaps the most important provision of the law for protection of
epileptics has to do with rape or carnal knowledge, especially that in-
volving force. Though such deeds would be within the general pro-

visions of the criminal law, at least by implication in practically all the

statesin all events to persons physically or mentally incapable of re-
sistanceseveral of the states have taken occasion to mention epileptics

by name, usually along with mental defectives or the insane, though

not nearly as frequently as in the case with these two classes. Such

states are: Indiana," Iowa,82 Michigan," Tennessee," Virginia," and
West Virginia." There is little mention in the laws as to the responsibility

for crime by epileptics unless mentally unsound.

The chief form of discriminatory action in the law with respect to
epileptics has to do with their driving automobiles. In practically all the
states there is more or les3 examination with respect to the physical
and mental fitness of persons seeldng to do this. It would hardly be ex-
pected that epileptics for the most part could secure licenses for the
purpose without the express permission of the statute or local ordinance.

In a few oases permission 3s granted under certain circumstances, es-
pecially if the condition has been under control for some time, or if the
physician has given approval. In a few cases physicians are to report
cases to motor vehicle authorities. In certain states there has been express

mention of epileptics: Alabama'''. California," Delaware,89 Illinois,"
Indiana," Kansas,92 Kentucky,98 Michigan,94 Minnesota," Montana,"

81 Ann. Stat. § 10-4201. 4

82 Code § 698,31.
83 Comp. Laws § 28.573.
84 Code § 33.228.
85 Code §§ 48-54, 48-55.
86 Code § 658.
87 Code § 36-66.
88 Code Veh. §§ 265, 269.
89 Ann. Code §§ 21-2706, 21-2762.
90 Rev. Stat. § 953-73.14.
91 Ann. Stat. § 47-2704( d,e,£ ).

92 Gen. Stat. § 8-237-255a.
93 Rev. Stat. § 186.440.
94 Stat. § 9.2003.
95 Stat. §§ 171.04, 217.04.
96 Stat. §§ 68-306, 69-127.
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. Torth Carolina," Ohio," Oldahoma,10° Pennsylvania,10'

Virgi, aington,"3 West Virginia,". and Wisconsin.'"

In certain tates, as Indiana, epileptics are forbidden to fly aircraft'°6

a provision likely to be enacted in a number of states. Under United

States laws they are forbidden both to drive automobiles, to fly air-

craft,107 or to be employed on passenger ocean-going vessels. In Massa-

chusetts epileptic barbers may not be licensed.'"
What may be looked upon as additional discrimination with respect

to epileptics, whether sometimes to be regarded as reasonable or neces-

sary, is to be found in the United States immigration laws where "aliens

affected with psychopathic personality, epilepsy, or mental defectiveness,"

are debarred from entrance into this country.'" Epileptics may be de-

ported if not legally admissible within th,: borders of a state, as in Indi-

anan° and Washington." In several states agreements for the adoption of

children may be rescinded or abrogated when such are discovered to

be epileptic, as in Alabama,112 Arkansas,'" Iowa,"4 Minnesota," and

Missouri)." The state of Michigan goes so far as to apply finger printing
to epileptics along with other "defectives and criminals" in institutions."7

97 Gen. Stat. § 64-128-40.
98 Gen. Stat. § 90-9d.
99 Rev. Code § 4507.08.
100 Stat. § 47-276.
101 Ann. Stat. § 75-164(a).
102 Code § 46.1-360.
103 Rev. Code § 46-20-030.
104 Code § 1721(23).
106 Stat. §§ 343.06, 348.09.
106 Ann. Stat. § 14-109.
107 Federal Code, viii, §§ 178, 1285.
108 Ann. Laws § 112-87L.
100 Federal Code, viii, §§ 1182, 1322.
110 Ann. Stat. §§ 22-1501, 22-1545.
111 Code § 7225.040.
112 Code § 50-110.
113 Code § 27-4.
114 Code § 800.7.
lib Stat. § 259.30.
110 Stat. § 453.130.
1.17 Comp. Laws § 28.1611.



Chapter XVI

JUDICIAL DECISIONS RELATING
TO EPILEPTICS

Judicial decisions have been rendered as to several matters in relation

to epilepticson the one hand, as marriage, sterilization, guardianship,

criminal responsibility, capacity for making wills, and capacity as wit-

nesses in court proceedings, and, on the other hand, in relation to
injuries causing or aggravating an epileptic condition or injuries oc-

casioned by the actions of epileptic persons. A large portion of the
decisions have to do with the matter of marriage, with a considerable

number also concerned with the matter of wills by epileptic persons;

a still larger number have had relation to the matter of injuries. In the

decisions generally in the former category epileptics are held to be quite

sui juris, or responsible or accountable for their deeds, in the eyes of the

law, provided that at the time of the occurrence in question or of the

transactions involved they were free from seizures, or were at the time

possessed of what are termed "lucid intervals." Decisions in the second

category are within the general principles of injuries to th ?. person, or

so-called actions in tort.
In the matter of marriages decisions relate almost entirely to the ques-

tion whether the existence of an epileptic condition may be a ground

for divorce or for an annulment of marriage. Here decisions, as perhaps

was to be expected, vary much, depending on whether or not there was

practiced fraud or dissimulation in the concealment or denial of such

condition before the contraction of the marriage. The matter may also

be affected in a certain degree by attitudes toward dissolution of the

marriage tie in different parts of the country. It would seem that, as

time has gone on, with the general increase of divorce in the United

States, there might be greater inclination, at least in some areas, to

permit divorce or annulment in the case of epilepsy, especially in the

case of fraudulent concealment.
On the whole up to the present there may be said to be on the part

of the courts more often than not an unwillingness to declare a marriage

void simply because of the existence of epilepsy in one of the partners.

There appears a disposition to view this condition, provided that no

direct or deliberate fraud has been perpetrated, as msufacient ground
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for the breaking up of a marriage. In the words of a court in New York

in 1917, McGill v. McGill (179 App. D. 343, 166 N.Y. Supp. 397; af-

firmed, 266 N.Y. 673, 123 N.E. 877), where it appeared that the condition

had been knr beforehand, and the parties had lived together for a

time, in :.aat epilepsy was in itself no ground for the annulment

of a marriage: "So far as we know, the courts of this state have never

recognized that disease as a cause for nullifying a marriage contract."

There is like reasoning in the case of Elser v. Elser in this state in 1916

(App. Div. 1916 N.Y. Supp. 724).1 In Lepides v. Lepides in the same

state in 1930 (254 N.Y. 73, 171 N.E. 911) divorce was refused, it being

the view of the court that such should be had only when there was

deliberate concealment of the condition of epilepsy. Similarly in Richard-

son v. Richardson in Massachusetts in 1923 (246 Mass. 353, 140 N.E. 73,

:31 A.L.R. 146) it was declared that "fraud must go to essentials" if

annulment of marriage was to be had. In Behsman v. Behsman in Minne-

sota in 1919 (144 Minn. 95, 174 N.W. 611, 7 A.L.R. 501), where an

annulment was not allowed, there beirg no evidence of fraud, the court

declared that the state did not recognize the existence of epilepsy as

a ground for such action. In Gordon v. Gordon in Michigan in 1928

(244 Mida. 42, 221 N.W. 170) where a husband had been told by his

physician that he had recovered ;ion' a condition of epilepsy, though

he later had seizures, it was held that in telling this to his wife, there

was no fraud practiced such as to justify a divorce. Such was the reason-

ing also in Rossander v. Rossander in Kansas in 1954 (177 Kans. 445,

276 Pac. 338). In Lyon v. Lyon in Illinois in 1907 (230 Ill. 3E6, 82 N.E.

850, 13 L.R.A. 946, 12 Ann. Ca& 25; affirming 132 Ill. App. 45), where

a person suffering from epilepsy wrongfully stated that she had been

entirely cured, and that she had had no attack for some years, it was

said by the court that the party seeking the annulment should have

exercised greater care at the outset if annulment was later to be con-

templated. In the early case of Bolinbaugh v. Bolinbaugh in Pennsylvania

in 1854 (46 Pa. Co. Ct. 407), where a couple had lived together for

some time, there having been no evidence of the condition at the out-

set, no divorce was permitted on the claim that one of the parties was

afflicted with epilepsy. In In re fansa's Estate in Wisconsin in 1919 (169

Wis. 220, 171 N.W. 947), where heirs of a deceased person sought to

obtain an estate on the groand that a p:evious marriage was void be-

1 On this case see New York Medical Journal, civ, 1960, p. 557.
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cause of the epileptic condition of one of the parties, court held that,

the marriage having been entered into in good faith, was voidable only,

and that here it should be upheld. In Vadepo v. Vadepo in Iowa in

1949 (240 Iowa 897, 37 N.W.2d 916) a threat to put one's spouse in an

epileptic colony was held not to be a ground for divorce, In Hive ly v.

Gollnick in Minnesota in 1913 (123 Minn. 498, 144 N.W. 213, 49 L.R.A.

757, Ann. Cas. 1915A 295), where in a breach of promise to marry
suit, it was claimed that the defendant had refused to go on with the

marriage on the ground that his fiancée was possibly an epileptic, this

condition having been concealed, it was held that no cause for action
existed.

There are cases, on the other hand, where the courts have permitted
the dissolution of marriage because of epilepsy in one of the parties.
Such was the view in Vendetto v. Vendetto in Connecticut in 1932 (115

Conn. 343, 161 Atl. 392). In Busch v. Gruber in New Jersey in 1925 (98

N.J. Eq. 1, 131 Atl. 101) a marriage of an epileptic person was annulled
on the ground of fraud, the party with this condition having pretended
that he was without it. In Lee v. Lee in New York in 1943 (180 Misc.
1002, App. D., 43 N.W. Supp. 2d 652), a marriage was annulled because

of a previous concealment of an epileptic condition, continued support

being no longer required. In Kitzman v. Warner in W isconsin in 1918 (167

Wis. 308, 166 N.W. 786) it was declared that a law, even that of another

state, forbidding the marriage of an epileptic person, along with idiots

and the insane, was not against publio policy. It was assumed that
epileptics were to be included with persons suffering serious mental
disability. If, furthermore, it was affirmed, there had been original con-
cealment of this condition, the marriage was null and void. In In re
Cannon's Estate in the same state in 1936 (Z21 Wis. 322, 266 N.W. 918),
where marriage of epileptic persons was forbidden by law, the marriage
of such persons cn the death of one was not regarded as legal,2 In Ship

v. 7th Judicial District in Utah in 1932 (81 Utah 236, 17 Pac. 2d 261) a
widow subject to seizures was denied support from her late husband's
estate, though her condition was known to him at the time of marriage,

as by the law of the state such marriage, though of good faith, and
having lasted for some time, was void. In Carla v. Carlat in tha state of

Kansas in 1950 (168 Kans. 582, 215 Pac. 2d 200) divorce was allowed to

2 Marriage of an inmate of an institution is void. Opinions of Attorney General of

Michigan, 1941.
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a wife whose epileptic condition had been known to her husband, when
he was charged with statutory grounds for divorce.3

In connection with judicial opinions regarding marriages of epileptic
persons the question has come up as to the constitutionality of statutes
prohibiting such marriages, it being the intention of the law-makers
that such condition should be a barrier to marriage, and that if a
marriage took place notwithstanding, this should be a ground for its dis-
solution. (At common law generally marriage of a person suffering with
a serious mental informity was void.) In the case of Gould v. Gould in
Connecticut in 1905 (78 Conn. 242, 61 Atl. 604, 2 L.R.A. 531) it was
claimed that such a law was in conflict with the provision of the
Constitution as to rights in respect to the liberty of citizens and as to
one's right to the pursuit of happiness, and that the marriage of an
epileptic person was not in itself something to be made void. This view
the court did not take. It pointed out that the presence of epilepsy
teuded to weaken one's mental powers, and that, epilepsy being of more
or less hereditary character, the statute was to prevent the propagation
of persons in that condition. It also set forth that if the fact of epilepsy
in one party had been concealed from the other party, there was fraud
perpetrated, in which event the dissolution of the marriage was called
fora contingency to be expected when one of the parties was deprived
of understanding.

As we have seen, certain states have had kws with respect to the
sterilization of epileptics, in order, it was believed, to prevent the
possibility of like offspring. Very few cases where this matter has been
involved have come before the courts, and here the laws have been
declared unconstitutional. In the two cases, Smith v. Board of Examiners
in New Jersey in 1913 (85 N.J.L. 46, 88 Atl. 963) and Haynes v. Lapeer
in Michigan in 1918 (201 Mich. 138, 166 N.W. 938) the laws were said
to involve class legislation and were in violation of due process of law.
In a third case, Osborn v. Thompson in New York in 1918 (103 Misc.
23, 169 N.Y. Supp. 638; appealed, 171 N.Y. Supp. 1094) the laws were re-
garded as not involving the proper exercise of the police power of the
state, besides being without the equal application of the law. It should

3 On marriage of epileptics, see C. F. Vermier, American Family Laws, 1931,
p. 199; 19 Harvard Law Review, 208 (1906); 2 University of Southern California
Law Review, Jan. 1955; 4 Michigan Law Review, 157 (1906); 50 Northwestern Law
Review, 42 (1955); 7 A.L.R., p. 593 (1920).
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be added that in all these cases ;:here were concerned persons mentally

defective as well as epileptic.

Though the contract of marriage is of quite different order from

contracts in general, there may be said to be principles applying to

both that are not wholly apart. In contracts in general we find the

existence of epilepsy, aside from other considerations, to have little to

do with the impairment of contracts entered into by persons in that

condition. In the case of Carpenter v. Carpenter in Kentucky in 1871

(71 Ky. 283), where there was no evidence of mental unsoundness, and

there was no presumption of continued convulsions, those taking place

being only temporary, the contract of an epileptic person, here in the

form of a deed to real property, was duly sustained. Similarly in the

case of Furlong v. Tilley in Utah in 1918 (51 Utah 617, 172 Pac. 676) a

deed was held to be valid if executed by an epileptic when he was free

front attacks. In Sutcliffe v. Heat ley in Massachusetts in 1916 (232 Mass.

231, 122 N.E. 317) a contract of an epileptic person attended with other

disorders was affirmed to be voidable. At the same time in Beattie v.

Bower in Michigan in 1939, (290 Mich. 517, 187 N.W. 900) a person in

an epileptic state and with other troubles was held not to be able to

make a contract. (See also Hayes v. Gander (71 Conn. 131, 15 AtL 826,

1941), Corbet v. Smith (7 Iowa 60, 77 Am. Dec. 431, 1858); Lawton v.

Sun Mutual Insurance Co., (56 Mass. 500, 1848)).

The contract embraced in an insurance policy has received considera-

tion in being called into question when the insured has, in making out

the policy, declared himself free from epilepsy, but later found to be

with it. The matter here largely depends upon whether in the eyes of

the jury the representations are to be regarded as material ones, going

to the heart of the contract of insurance with the insurance company.

Such was the issue in the case of Southern States Life Insurance Com-

pany v. Morris in Georgia in 1920 (24 Ga. App. 746, 102 S.E. 179). In

Laury v. Northwestern Mutual Life Insurance Company in Michigan in

1930 (180 Mich. 205, 230 N.W. 648) the question was whether there

had been deliberate false representations. In the case of Westphal v.

Metropolitan Insurance Company in California in 1915 (27 Cal. App.

734, 151 Pac. 119), where in a policy of insurance the insured claimed

that he was not suffering from epilepsy, when in fact he was, this was

regarded as a material misrepresentation and a clear fraud, decision was

rendered in favor of the insurance company.
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Likewise in keeping with the principles that have just been enunciated,
the testamentary capacity of epileptics is called into question only when
there is doubt as to their mental power. Even though one is subject to
attacks, or even though there has been one just before or just after the
making of a will, this alone is not sufficient to invalidate it. If the will is
not made during an actual attack, and general mentality seems to be
sound, the courts feel that there is little reason to declare a will of no
effect. It is sometimes affirmed that insanity is not to be presumed from
the existence of epilepsy, nor testamentary capacity to be removed, the
mere fact of epilepsy not depriving one thereof. There are a number of

cases illustrative of this view. In Wood v. Carpenter in Missouri in 1902

(166 Mo. 465, 66 S.W. 172) a will was held valid though the maker had
an attack soon after its making. In Thompson v. Quimby in New York in

1853 (2 Bradf. 449) a will was sustained, though the court affirmed a
belief that epilepsy enfeebled the mind, there being no proof of insanity.
In in Re Rapp lee in New York in 1893 (66 Hun 558, 21 N.Y. Supp. 801;
affirmed 141 N.Y. 553, 36 N.E. 343) occasional epileptic attacks did not
make a will void. In In Re Lewis in Wisconsin in 1881 (51 Wis. 101, 7
N.W. 829) a will was sustained though there were attacks just before and
just after its making. In In Re Johnson's Will in New York in 1894 (27 N.Y.
Supp. 649, 7 Misc. 220) there was a similar decision, an attack having
occurred immediately following the execution. In O'Brien v. Collins in
Massachusetts in 1944 (315 Mass. 429, 53 N.E. 2d 222) a will was upheld
when the epileptic testator was found capable of doing his daily tasks.
(See also Turner v. Anderson (260 Mo. 1, 168 S.W. 143, 1914). There
were similar decisions in Flansburgh's Will in New York in 1894 (82
Hun 49, 31 N.Y. Supp. 177) and in Eschmann v. Cawi in Illinois in 1934
(357 Ill. 379, 192 N.E. 226). In Derusseau's Will in Wisconsin in 1921.

(175 Wis. 140, 184 N.W. 705, 16 A.L.R. 1412) there was sustaining of a
will where the beneficiary had agreed to support through life the testa-
tor, though the latter had later to be sent to an institution, the court
holding that insanity or want of testamentary power was not to be pre-
sumed even from a prolonged existence of epilepsy, and that epilepsy by
itself did not deprive one of his testamentary rights, with other infirmities
not serious.

On the other hand, where additional infirmities exist besides epilepsy,
in particular including an unsound mind, there may be failure to sustain
a will, as in In Re Round's Will in New York in 1898 (25 Misc. 101, 54
N.Y. Supp. 710) and in Liddle v. Salter in Iowa in 1917 (180 Iowa 840,
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163 N.W. 447). In the case of Hartley v. Ford in Washington in 1905 (38
Wash. 221, 80 Pac. 433), where attacks were frequent, with one occurring
just before the execution of a will, it was held not to be good.

In the matter of the giving of testimony in court proceedings it has
been held that such testimony is good when by a person subject to
epileptic attacks, even though suffering from other handicaps, as in
People v. Enright in Illinois in 1942 (256 Ill. 221, 99 N.E. 936, Ann. Cas.
1913E 318). In State v. Smythe in Washington in 1928 (148 Wash. 65, 268
Pac. 133) an epileptic witness was allowed, his powers of memory
being considered normal.4

Guardianship for epileptic persons is seldom found to be called for
in American jurisprudence, such persons being regarded in general as
quite competent in their legal relations, and not non compotes mentis;
and cases dealing with this matter are few. In one, Morse v. Caldwell in
Georgia in 1937 (55 Ga. App. 804, 191 S.E. 479), where a guardian had
been appointed for an adult war veteran in an epileptic condition, he was
allowed to exercise his full rights in his own name and could act sui juris.

There are few decisions having to do with possible responsibilities of
epileptic parents in relation to their children. In one case, Hardman v.
Hardman in Kentucky in 1948 (308 Ky. 284, 219 S.W.2d 230) a mother
alleged to be epileptic and with other disabilities was held to be unfit
to care for her child. In the case of Fincham v. Lavin in Florida in 1963
(155 So.2d 883) a divorced mother of a mentally defective and epileptic
daughter could compel the father to contribute to her support.

In the case of State v. Kelsie in Vermont in 1919 ( 73 Vt. 450, 108 Atl.
391 ) the plea of irresponsibility proved of little avail, where there was a
charge of murder against one both epileptic and mentally defective;
here the accused was held to be only of weak mind, the court declaring
that the law knew no distinction between insanity and imbecility 'n a
case of this nature, and asking if the accused had the meiltal capacity to
understand the character, consequences, and quality of his act, and could
resist the impulse to do itthe coexistence of epilepsy not affecting the
matter.

There have been a number of judicial decisions with respect to criminal
acts committed by persons suffering or alleged to be suffering from epi-

4 Laws as to suffrage have little relation to epileptics, they being presumed to be
quite capable in this respect, if mentally sound. In Iowa an epileptic person was
held to have the right to vote at his place of residence. Opinions of Attorney
General, 1928, p. 426.
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lepsy. Here it is generally held that unless found definitely insane or of
clear mental unsoundness at the time of the act in question, such a
person is fully chargeable with his wrongful deed. If his mind is not
seriously affected, or if his mentality is not decidedly impaired, he must
stand the conseqr3nces of what he has done, and is to receive the due
punishment set by the law. Most of the criminal cases of this kind have to
do with homicide or attempted homicide. In State v. Clark in Washington
in 1930 ( 156 Wash. 47, 286 Pac. 69), where an epileptic person was
found to be mentally sound, he was duly pronounced guilty. In
Zimmerman v. State in Texas in 1919 (85 Tex. Grim. 630, 215 S.W. 101)
one's being subject to epileptic attacks was no defense. A like view was
taken in State v. Pennington in Missouri in 1898 (146 Mo. 27, 47 S.W
799), where epileptic attacks had occurred after the homicide. It was also
the view when there had been a previous attack, though not recent, as in
Coffey v. State in the state of Texas in 1910 (60 Tex. Crim. 73,
131 S.W. 216 ). In Maxey v. State in this state also in 1912 (66 Tex. Crim.
234, 145 S.W. 952 ) the accused was found guilty, even though he claimed
to be subject to epileptic seizures, having acted rationally just before his

act, and not being under seizure at the time. In Commonwealth v. Snyder

in Pennsylvania in 1909 (224 Pa. 526, '73 Atl. 910) an epileptic person
was regarded as not able to escape the consequences of his act, being
held to be no less responsible than normal persons, unless he was proved
otherwise to be insane, there being no presumption of insanity. In Oborn
v. State in Wisconsin in 1903 (143 Wis. r 1J, 126 N.W. 737, 31 L.R.A. 966),

where there was no proof of insanit Jr of the loss of mental faculties,
the plea of epilepsy was not taken as a good defense, epilepsy being held

as not necessarily to involve insanitythe two things being regarded as
distinct, though evidence of epilepsy might go to an extent to establish in-
sanity. In Walsh v. People in New York in 1882 (188 N.Y. 458 ) a murder
conviction was upheld despite claims of the existence of epileptic insanity
in the family of the accused. In a case involving an intent to ldll, Fogarty
v. State in Georgia in 1880 (80 Ga. 450, 5 S.E. 782 ) a verdict of guilty was
upheld, despite the fact that the convicted person was suffering from epi-
lepsy. A like decision was rendered in State v. Kelsie (93 Vt. 450, 108 Atl.
291, 1919) and People v. Tucker (11 Cal. 2d 271, 78 Pac. 2d 1136, 1938 ).
In Quatterbaum v. State in Georgia in 1904 (119 Ga. 433, 46 So. 677), a
murder case, a claim of insanity was not allowed, it being held that there
was at least a lucid interval with knowledge as to right or wrong. If one
subject to seizures is of sound mind except at the time of the act in ques-
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tion, this is no defense. Cases illustrative of the view that epilepsy is
not equivalent to insanity are People v. Gamburta (in New York in 1910

(197 N.Y. 181, 90 N.E. 809) and People v. Furlong in the same state
in 1907, (187 N.Y. 198, 79 N.E. 978). Ii. the case of People v. Syjut in
Michigan in 1945 (310 Mich. 400, 17 N.W.2d 280) it was stated that
epilepsy was a frequent concomitant of low grade feeblemindedness,
especially in old people, particularly if they were untreatrd. In a case of
simple assault, People v. Wydra in New York in 1935 (241 App. D. 185,
282 N.Y. Supp. 220) an accused person suffering with epilepsy was held
to have had ample time to concoct his deed, and was not really a lazy
person, his epileptic condition having prevented him from working.

In Commonwealth v. Buccieri in Pennsylvania in 1893 (173 Pa, 535, 26
Atl. 228), alleged epilepsy was not accepted as a defense. In State v.
Anselmo in Utah in 1915 (46 Utah 137, 148 Pac. 1071), where an officer
was killed in making an arrest, a condition of intoxication, and not epi-
lepsy, was held to blame. In Stovens v. State in Oklahoma in 1955 (94
Okla. 216, 232 Pac. 2d 949 ), it was for the jury to decide whether a killing
was due to a "state of epileptic fugue" or to a state of intoxication. In a
California case in 1943 People v. Freeman (61 Cal. App. 210, 143 Pac. 2d
435) where death was caused by an epileptic driver running into the car
of another after drinking, it was for the jury to decide whether his mind
was clouded at the time.

On the other hand, when there is definite mental aberration, or when
the wrongful deed is directly connected with the epileptic condition, the
courts are found willing to take these factors into consideration. In State
v. Wright in Iowa in 1900 (112 Iowa 436, 84 N.W. 541) the accused
charged with homicide was held not responsible when the act was
affected by his condition, occurring in fact during a seizure, there being
at the same time other matters involved. In People v Magnus in New
York in 1915 (92 Misc. 80, 155 N.Y. Supp. 1013) an epileptic person was
held not responsible for an otherwise criminal act when at the time he
might have bead deprived of consciousness in consequence of his con-
dition, and was not coinpos mentis. In Batchan v. State in Texas in 1928
(104 Tex. Crim. 398, 284 S.W. 549) evidence was permitted that the
killer was of highly nervous disposition and was subject to epileptic
attacks. In Reid v. State in Texas in 1939 (138 Tex. 314, 133 S.W.2d 979)
an epileptic person on trial for attempt to commit homicide had his trial
deferred because of attacks during the trial.. In State v. Maioni in New
Jersey in 1909 (78 N.J.L. 339, 74 Atl. 726, 20 Ann. Cas. 204) there was
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held to be improper a question whether a physician in his testimony
believed that one in a highly excited state, including an epileptic con
dition, might be tempted to kill.

There are certain other decisions dealing with epileptics charged with
criminal offenses. A case where rape was charged against an inmate of
a veterans hospital, who claimed the defense of irresponsibility on
account of epilepsy, is that 4 Hall v. State (248 Ala. 33, 26 So.2d 566,

1946) .5

In People v. Eckert, a New York case in 1954 (2 N.Y. Supp. 126, 138
N.E.2d 794), an epileptic driver, with knowledge that he was subject
to seizures, who caused a fatal accident, was held "wilfully negligent."

From the matter of criminal acts punishable on the part of the state,
we pass to acts between individuals or private parties, involving possible
redress for injuries suffered or inflicted, or actions on the order of torts.
Practically always under common law it has been possible for an action
at law to be brought to recover compensatory damages against one for
acts of commission or omission by deliberate misconduct or culpable
laches that have caused injury. This proceeds from the all-embracing
legal principle that an action in tort, or ex delictu, lies against the party
inflicting an injury to the person, when the injured party is blameless, if
the party responsible for the injury has acted maliciously, or in the ab-
sence of malice or intentional wrongdoing with reckless disregard of the
consequences of his deed, or without the exercise of the care and caution
which the situation has demanded, and which is to be expected of an
ordinarily and reasonably prudent man. All come under the general law
of negligence, suits for the occasioning or the worsening of an epileptic
condition being simply illustrations of the various aspects of the matter.
Action is possible in such case against an individual or against an organi-
zation, especially what is known as a corporation, including actions by
employees thereof. The party seeking redress must have shown himself
in the exemise of all the care and prudence that the circumstances may
have requiredor free from whar is called contributory negligence.

Before the enactment of the workingmen's compensation laws of today
the possible recovery of damages by employees in actions against em-
ployers lay under the old law of master and servant, the negligence of
the latter with respect to the former being one of its most important de-

5 On the proper disposal of cases where defective delinquents said to be epileptic
are involved, see Long v. Maryland House of Correction, (211 Md. 657, 127
Atl. 141, 1956).
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partments. Most often in such cases the employer would be a corporation.
Under long-established principles the employer has been able to set up
one of three defenses in actions against him by employeeswhat have
been called assumption of risk by the employee, contributory negligence
on his part, and negligence on the part of a fellow employee for which
the employer was not to be held accountable. Though not the insurer of
the safety of the employee, the employer was to exercise reasonable care
and diligence in providing safe places, equipment, and materials for work
of the employee, in respect to which he was reasonably expected to have
knowledge. The greater the hazard of the labor involved, the greater be-
came his responsibility. His superintendents under him had like resporsi-
bility, being regarded for the most part as his representativeshe being
answerable for their actions if these actions were La keeping with their
authority and within the general purposes of his business. The employer
was nut responsible for defects in surroundings or tools not observable
by reasonable inspection. In the matter of assumption of risk, where the
employee used tools which were obviously defective or improper, with
better ones at hand, or engaged in operations which were manifestly un-
safe, or operated without complaint in unsafe quarters, he was regarded
as having assumed the risk of possible accident. In the matter of con-
tributory negligence, where the employee failed to exercise reasonable
care in his operations, or was reckless or careless or wanting in prudence
and circumspection, such was regarded as contributing to his accident,
leaving the employer free from blame. In the matter of injury by a fellow
employee, where the blame was upon the shoulders of a fellow workman,
the employer was likewise absolved from responsibility.

With the enactment of workingmen's laws there have been changed
attitudes in the matter. The risk is now charged to industry itself. Com-
pensation is at the expense of the employer, who usually contributes to
a fund for the purpose. An incidental but important consequence of these
laws has been to make employers more careful in the matter of safety
provision. As time has gone on, there has been wider and wider coverage
of employees under the laws. In the application of the laws the main
consideration is whether the accident occurred in the course of employ-
ment, or may be said to have arisen out of it, or whether there was direct
connection between the accident and the character of the occurrence.
Employer insurance may be through private agency, state, or self-
insurance agency.

Let us initially look into decisions in civil cases involving epileptics,
but not involving the relationship of employer and employee. We may
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first examine cases where suits have been brought against epileptic
persons for injuries caused to other persons more or less in consequence

of the alleged epileptic condition. In one case we find the decision ad-

verse to the epileptic person, he being held responsible for the injury
occurring. In Golembe v. Blumberg in New York in 1941 (267 App. D.

759, 27 N.Y. Supp. 2d 692), where a father permitted his epileptic son to
drive a car which caused damage to another person, the father was held
responsible. In some cases charges against an epileptic person have not
been sustained, though in one case which was against the employer of an
epileptic person, the employer was relieved of liability, the blame be:Lng
placed upon the epileptic himself. In the case of Gleason v. Western
Casualty and Surety Company in Wisconsin in 1949 (254 Wis. 134, 35 N.

W.2d 301), where a person was killed by a truck driven by one who was
subject to epileptic attacks, the employer, not knowing of the disability,
was exonerated of blame. In several cases an epileptic person has been
held not responsible for accidents that have occurred. In Morris v.
Industrial Accident Commission in California in 1940 (40 Cal. 2d 911, 104
Pac. 2d 408) no recovery was allowed to an attendant in a hospital who
claimed to have suffered cancer in consequence of coniact with an epi-
leptic patient. In Holmes v. McNeil in Missouri in 1948 (356 Mo. 204. 204
S.W.2d 343), where an accident followed from an epileptic person be-
coming unconscious, he was held to be not necessarily chargeable with
negligence. In a Massachusetts case in 1958, Corin v. Cate ly (338 Mass.

2d 110, 153 N.E.2d 752) an epileptic driver involved in an automobile
collision was held not to be responsible for the accident occurring. (See
also Weldon Tool Co. v. Kelley in Ohio in 1948 (Ohio App. 76 N.E.2d
629) ).

In other decisions suits were brought by epileptic persons for injuries
suffered by them of different kinds. In suits involving possible or alleged
aggravation or worsening of an epileptic condition the decisions which
we have have mostly been adverse ones. In Wishome v. Yam) Cab Co.
in Tennessee in 1936 (30 Tenn. App. 229, 97 S.W.2d 452), where a. person
already suffering from epilepsy received an injury in a taxicab, the acci-
dent was held to be primarily attributable to his epii.optic condition, In
Kirchsner v. Keller in Ohio in 1942 (70 Ohio App. 113, 42 N.E.2d 463),

suit was brought against a chiropractor whose advice had been
followed with respect to the giving up of beneficial merlicin-A by one in
an epileptic condition, with increased suffering in consequence, there
was held to be no cause of action. In Beck v. Alden in Georgia in 1941
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(64 Ga. App. 407, 13 S.E.2d 468) a communication by one citizen to

another, stating that a certain person was subject to epileptic attacks, was

regarded as not libelous. In Wolkcring v. Weber's Administratrix in Ken-

tucky in 1934 (253 Ky. 55, 68 S.W.2d 440), a new trial was denied in a

case involving a real estate transaction after it had been discovered that
the deceased was an epileptic.

In two cases actions had been brought with respect to the killing of

epileptic persons, in both of which those charged with responsibility for

this result were exonerated. In Calabria v. State in New York in 1941 (176

Mis. 625, 29 N.Y. Supp. 2d 477; affirmed, 289 N.Y. 613, 43 N.E.2d 863),

where an inmate of a state institution who had escaped was struck by a

car and killed, the state was held not to have been negligent or liable for

the accident. In O'Quin v. Baptist Memorial Hospital in Tennessee in
1948 (180 Tenn. 563, 291 S.W.2d 690), a hospital was held not to be

liable when an epileptic patient became violent, and in efforts to restrain

him, was killed.
There have been further adverse decisions with respect to actions of

epileptics. In Puszkarewicz v. Prudential Insurance Co. in Pennsylvania
in 1948 (161 Pa. Sup. 500, 55 Atl. 2d 431) an insurance company won a
verdict when it was held that death of the insured was due to an epileptic
seizure when in a bath tub. In Boulger v. United States, in a Federal
case in 1932 (60 Fed. 2d 560) a veteran who already had epilepsy before
he entered the service could not be indemnified for an attack occurring
after his discharge when the insurance was not in force.

In a case in Louisiana in 1962, D'Antoni v. Sara Mayo Hospital ( 144 So.

2d 643), where a hospital patient subject to epileptic seizures was injured
in getting out of bed which had no side rails, the insurance company
concerned was subjected to a fine of $35,000.

In Caney v. United States a Federal case in 1936 (86 Fed. 139), a claim
was denied where the epilepsy complained of occurred after the lapse of
an insurance policy, the ability to work having continued. In Brown v.
Stand.ard Life Insurance Company of Indiana in 1956 (140 Fed. Supp.
577), there was a claim for double indemnity where a person with epi-
lepsy fell into the water while fishing, an occurrence that had not been
contemplated.

There have also been suits brought by epileptic persons in regard to
what they conceived to be their rights, the decisions here for the most
part being adverse to them. In Commonwealth v. Irwin in Pennsylvania
in 1943 (345 Pa. 504, 29 Atl. 2d 68), where a person suffering from epi-
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lepsy demanded a license to drive an automobile, the license was refused.

In Anderson v. Consolidated School District in Minnesota in 1936 (196

Minn. 256, 264 N.W. 784), where a teacher who had had epileptic attacks

in her classroom demanded the retention of her job, this was refused.

In Canciamilla v. Hoff, a Federal case in 1931 (64 Fed. 2d 875), where an

immigrant seeking admission into the United States was claimed to be

suffering from epilepsy, it was held that the burden of proof was upon

him as to whether the condition had occurred before his a:rival at an

American port. In another Federal case involving immigrants,

Navigazione Generale Italiana v. Elting in 1937 (88 Fed. 600) a ship

owner was held not to blame for bringing in a person in an epileptic con-

dition when this condition could not have been detected before embarka-

tion in Europe.
There have been, furthermore, cases involving physical assault, one

with the epileptic person in the role of the assailant, and the other with

him in the role of the assailed. In Sauers v. Sack in Georgia in 1925 (34

Ga. App. 748, 131 S.E. 98) a condition of epilepsy was held to be no de-

fense, as an intent could exist here as well as elsewhere. In Dickinson V.

Davis in Missouri in 1926 ( Mo. App. S.W. 815) an epileptic person was
heli to be entitled to punitive damages for unnecessary roughness in his

ejection from a building.
Finally, we have a decision holding that judicial notice is to be taken

of the circumstance that persons suffering epilepsy are capable of earning

a livingin the Federal case of Birdwell v. United States Court in 1933

(4 Fed. Supp. 140).
We now come to decisions involving the relationship of employer and

employee with respect to injuries occurring in factories, shops, and other
work places, in which an epileptic condition has had a greater or less
part. Decisions here are divided, in some compensation being allowed

and in others not allowedmuch often depending upon whether there
has been connection between the accident and the epileptic condition

or whether the accident would not have occurred if the person injured
had not been an epilepticand upon the particular circumstances of

individual caseswhether the floor where one worked was hard, whether

it was level, whether objects were in their proper location, whether there

were unusual obstructions, whether surroundings in general were of a
safe orderand also whether epileptic seizures were for the most part
under control.

Sometimes an impaired employee can waive a right to usual compensa-
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tion for an injury in which his condition has had part. He may be charge-

able only for the second injury. Formerly an injury to or aggravation of

the condition of a person with an infirmity like epilepsy was regarded in

this case as a second accident, with more or less complete incapacitation

in consequence, and meant compensation for total disability. A prior
disablement need not be a bar to recovery if the accident occurred in
the performance of one's duty, even though it was a predisposing factor.

If, however, such results were due to the normal progress of the existing

c ndition, and were not affected by, or a development from, one's employ-

ment alone, or if there was involved nothing greater than one's ordinary

acti ities, with no extended ones, while at work, there could be no
recov ry.

In such a situation on the whole an epileptic person was seriously

held back, as the employer was unwilling to take ou a person like him. In
later years a more liberal attitude has been adopted. In many of the
states now the cost to an employer is reduced with respect to a second
injury; where the employer is liable for the new accident, he has only to

pay in general the difference between compensation for it and compen-

sation for total disability under a "second injury" compensation fund. In

some states epileptics, cardiacs, awl other such persons especially when

the defect is latent, are not coverect '037 this provision. Epilepsy is not al-

ways mentioned.
In our examination we shall consider together cases coming under the

old employers' liability Jaws and cases under the more modern working-
men's compensation laws. First let us give attention to cases where
recovery has been allowed, following the employment of an epileptic
person or where there was a verdict or judgment in favor of the epileptic
party bringing suit. In certa'n cases there has been involved the death of
the injured person.

In Baird v. N.Y. C. & H. R.R. Co in New York in 1901 (64 App. D. 14,
71 N.Y. Sunp. 734; affirmed 172 N.Y. 637, 65 N.E. 1113) where a railroad
knowingly employed a brakeman who was an epileptic with resulting
injuries to another, it was held to blame. In Ryan v. La. Ry. N Nav. Co.
in Louisiana in 1919 (146 La. 40, 83 So. 371) a railroad company was held
negligent in employing an epileptic person at a railroad crossing during
which employment an injury occurred. In Tucker v. M. & Kans. Tele-
phone Co. in Missouri in 1908 (132 Mo. App. 418, 112 S.W. 6), where an
employee was injured by the action of a fellow employee who was an
epileptic, the employer was held to be chargeable, he having employed
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one who should have been regarded as incompetent for his tasks. In
Texas & P.R. Co. v. Weatherly in Texas in 1934 (Tex. Civ. App., 73
S.W.2d 957) award was made to an epileptic employee when his con-
dition was weakencd by injuries caused by another employee. In Goss v.
Kentucky Refining Company in Kentucky in 1910 (137 Ky. 398, 125 S.

W. 1061) an employee subject to epileptic attacks who was working near
a hot glue vat and fell thereinto, having been told by a foreman that he
was in no danger, was entitled to compensation.6

We may now look into cases where adverse decisions were rendered, or

0 Other decisions in which compensation was allowed are: Industrial Commission
v. Nelson (127 Ohio St. 41, 186 N.E. 735, 1933-fall from scaffoH against hot
substance causing death); Van Gorder v. Packard Motor Co. (198 Mich. 538,
112 N.W. 107, L.R.A. 1917E 522, 1957-fall); Potts v. Travelers Insurance Co.
(75 Ohio App. 40, 62 N.E.2d 588, 1944-caught in elevator); Meyer v. Eberhard,
195 Mich. 588, 162 N.W. 107, L.R.A. 1917E 522, 1917-fall); Meyer v. Eberhard
Faber Pencil Co. (274 App. D. 1079, 85 N.Y. Supp. 2d 659, 1949-fall); U. S. Cas.
Co. V. Richardson (75 Ga. App. 496, 43 S.E.2d 793, 1948-attack perhaps pre-
cipitated from excessive exertion); Standard Oil Co. v. Sullivan (33 Wyo. 223, 237
Pac. 253, 1925-blow on head); Chicago Park District v. Ind. Commission (372
Ill. 428, 24 N.E.2d 338, 1940--blow on head from swinging door); Miller v. Reid
(75 Ind. App. 13, 129 N.E. 493, 1921-fall into water and drowning); Psynolds v.
Passaic Valley Sewerage Comrs. (20 N.J. Misc. 74, 24 Atl. 2d 531, 1942-burns to
night watchman from falling against stove in very small room); Biasi v. Lehigh Coal
& Nay. Co. (295 Pa. 80, 144 Atl. 821, 1929-gas poisoning); Blue Diamond Coal
Co. v. Neace (303 Ky. 519, 198 S.W.2d 223, 1947-gas poisoning); Esthey v.
Avondale Marine Ins. Co. (La. App. 25 So. 2d 631, 1946-fainting spell after acci-
dent leading to epilepsy); Dry Dock & Ship Bldg. Co. v. Webster (139 Md. 616,
1.16 Atl. 842, 1922-accidental death possibly due to epileptic attack and not to
stumbling over object); Bar lone v. Minneapolis Moline Power Implement Co.
(214 Minn. 564, 9 N.W.2d 6, 1943-possible epileptic attack at home given benefit
of doubt); Rightmyer v. Borough of Totowa (16 N.J. Misc. 161, 197 Atl. 620,
1938-epilepsy resulting to injured policeman); Haustalau v. Castle Mining Co.
(271 Mich. 233, 260 N.W. 158, 1935); White v. Louisiana Western R. Co. (18 La.
App. 544, 135 So. 255, 1931); Rialto Mining Co. v. Juhum (153 Okla. 297, 5 Pac.
2d 1065, 1932); Mar land Refining Co. v. McClung (162 Olda. 56, 226 Pac. 382,
1924); Wilkinson v. Detroit Steel & Spring Works (73 Mich. 405, 41 N.W. 490,
1889-epilepsy aggravated); Cusick's Case (260 Mass. 421, 157 N.E. 596, 1927);
Sears Roebuck v. Finney (167 Tenn. 547, 89 S.W. 1749, 1936); U.S. Casualty Co.
v. Richardson (75 Ga. App. 496, 43 S.E.2d 793, 1947); National Automobile &
Casualty Insurance Co. v. Ind. Accident Commission (75 Cal. App. 2d 677, 171 Pac.
2d 594, 1946); Ervin v. Ind. Commission (364 Ill. 56, 4 N.E.2d 22, 1936); Romona
Oölithic Store Co. v. Shields (173 Ind. 68, 88 N.E. 595, 1909); Hughes v. Harbor
Ass'n (131 App. D. 185, 115 N.Y. Supp. 320, 1909; Burke v. Borden Cons. Milk Co.
(98 App. D. 219, 90 N.Y. Supp. 527, 1904).
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where compensation was denied. In Crowley v. Appleton in Massachu-
setts in 1888 (148 Mass. 98, 18 N.E. 675), where an epileptic employee
fell into a mortar vat, no recovery was allowed, the employer not being
aware of his condition. In Tennessee Coal, Iron, and R.R. Co. v. Moody
in Alabama in 1915 (192 Ala. 364, 68 So. 274, L.R.A. 1915E 369 ), where
an employee working in a blast furnace at the orders of a superintendent
who knew that he was subject to epileptic attacks, was injured through
contact with molten metal or cinders, it was held that he had assumed the
risk of his occupation, without charge of negligence on the part of the
employer. In Valeria v. Industrial Commission in Arizona in 1956 (85
Ariz. 189, 334 Pac. 2d 768) where death appeared to have been precipi-
tated in the fall of a person with epilepby, compensation was held not
within the law on the subject. In Shingleur v. Baton Rouge Electric
Company in Louisiana in 1931 (18 La. App. 797, 13 So. 209) compensa-
tion was not allowed where the epilepsy was regarded as not the result
of a fractured skull. In Fohl v. Metropolitan Life Insurance Co. in Cali-
fornia in 1942 (54 Cal. 368, 129 Pac. 2d 24) no compensation was allowed

a truck driver, already suffering from epilepsy, who was able to continue
at work after an accident. In Shoemaker v. Erie R.R. Co. in New York in
1910 (129 App. D. 467, 113 N.Y. Supp. 1048; affirmed 199 N.Y. 541, 93 N.E.
1131 ), where a railway employee received injury owing to the epileptic
condition of the train engineer, the railroad company was held not to
have been negligent in employing this engineer.7

The amount of damages to be recovered for the causation or worsening
of a condition of epilepsy in the injured party is more or less set by the

7 In the following cases there was involved burns to the body during an epileptic
seizure: President etc. of Georgetown College v. Stone (61 App. D.C. 200, 59 Fed.
2d. 875, 1932); Cox v. Kansas City Refining Company (108 Kans. 320, 195 Pac. 863,
19 A.L.R. 90, 1921); Pucilowski v. Packward Wolverine Co. (278 Mich. 240, 270
N.W. 282, 1939); Hill v. Ancram Paper Mills (202 App. D. 36, 195 N.Y. Supp. 522,
1922 ); Clark v. Renshaw (106 Pa. Sup. 483, 163 All 45, 1932). In the following
cases there were involved falls from a high place: Brooker v. Industrial Accident Com-
mission (176 Cal. 275, 168 Pac. 126, L.R.A. 1918F 878, 1917); Marion Machine
Foundry 6. Supply Co. v. Redd (115 Okla. 30, 241 Pac. 175, 1926); Edge v.
Duneen Mills (202 S.C. 189, 24 S.E.2d 268, 1943). Other cases without compensa-
tion are: Andrews v. L 6- S Amusement Corporation (253 N.Y. 97, 170 N.E. 506,
1930); Milholland Sales 6. Eng. Co. v. Griffiths (94 Ind. App. 62, 178 N.E. 454,
1930); Strzyckowski v. American 3-Way Luxfer Prism Co. (230 App. D. 632, 246
N.Y. Supp. 150, 1931); St. Louis Southwestern R.R. Co. v. Hagler (160 Ark. 543,
254 S.W. 1071, 1923); Vause v. Vause Form Implement Co. (233 N.C. 88, 63 S.E.2d

173, 1951).
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general rules as to the measure of damages for injuries to the person, or
as is customary with the principles applicable here. Included are both
partial and total disability. Several factors are taken into consideration
or account: the extent and severity of the injury, its general nature, likely
future disability, past earning power, future earning power, age, general
physical condition before and after the accident, etc., with also considera-
tion of complications with injuries to other parts. The amount may range
under the old employers' liability laws from a few hundred or a few
thousand dollars for a minor injury to $20,000 or even more for a major
injury or total disability. The maximum has not infrequently been $7500
or $10,000. Under workingmen's compensation laws, with the passing of

time more and more generous sums have in general been allowed. They
may have more limited range thaa under the old laws, but are more
certain and more steady. Maximum amounts for total disability may
vary between $15,000 and $25,000. The amounts are graduated to lesser
injuries, perhaps reaching one or two or several thousand dollars.

There have been certain decisions relating to the amount of damages
for epileptic injuries, some of which have already' been mentioned in our
preceding discussion. In Fort Wayne Transit v. Shomo in Indiana in 1957
(Ind. 143 N.E.2d 431 ) damages in the sum of $15,000 'were not regarded
as excessive where a young child was caused epilepsy when crossing a
street and struck by a car ( See also Baldwin v. Robertson (118 Conn.
431, 172 Atl. 859, 1934 ). In Melford v. Gauss 8E Brown Construction
Company in Illinois in 1958 (17 III. App. 497, 151 N.E.2d 128) damages
'for $20,000 were not regarded as too great for a fall of a child into a
sidewalk excavation, which resulted in its epilepsy. In Winchester v.
Buff in New York in 1956 (2 App. D. 2d 929, 156 N.Y. Supp. 2d 253)
$4000 was regarded as sufficient damages for an accident allegedly result-
ing in epilepsy, but not altogether proved. In the case of Fye v. Chapin in
Michigan in 1897 (121 Mich. 675, 80 N.W. 797; see also 79 U.S. 127, 21
Sup. Ct. 71, 45 L. Ed. 147) where in a claim that epilepsy was caused to
a child from the attack of a dog, damages for $20,000 were not allowed
unless it was reduced by one-half, it being held that the resulting epilepsy
was not altogether proved. In O'Hora v. United States in 1931 (49 Fed.
2d 945) it was held that recovery was possible where no job could be
had by one who contracts epilepsy in war service. In Hochberg v.
Travelers Insurance Company in New York in 1946 ( 270 App. D. 857, 60
N.Y. Supp. 2d 630) it was for the jury to decide whether there was total
disability. In Wood v. United States in 1928 (28 Fed. 2d 771) it was held
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that where an employer refused to hire one after the accident, even

though the injured party was all right most of the time, total disability

was to be inferred.8
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Part Ill

INSTITUTIONAL PROVISION
FOR EPILEPTICS

Chapter XVII

FOUNDING AND DEVELOPMENT OF
INSTITUTIONS FOR EPILEPTICS

It would be difficult to conceive of a portion of mankind that has
existed on this earth under sadder conditions than those we know as
epileptics. Far back in human history and to fairly recent times they
have been regarded as a strange, aberrant species of the human race.
They have excited wonder and evoked disquietude and dread. They
have been looked upon with apprehension, aversion, and horror, often
with misgivings and alarm, with awe and superstition. Quite often they
have been viewed as more or less demented, as insane or otherwise want-
ing in mind, possibly of rather violent type. They were believed to be
possessed of evil spirits. With some their condition was deemed to be
an affliction from on High or a special divine visitation, perhaps a mani-
festation of demoniacal power, perhaps the bedevilment of witches.

For a long time in the history of the human race such persons were
avoided and shunned and the occasion for affrightment. General
neglect was their portion, though on the occasion of a seizure some
attention had to be directed to them. They were at times persecuted, or
even actually mistreated. Some, driven from their homes or seeking
to escape from their intolerable surroundings, wandered about, perhaps
in wild or desolate places, shunned and avoided by their fellow men.
There were times when they were thrown into jails or prisons or other
places of confinement, largely for the fear which they inspired in those
about them who might be concerned with what they believed was their
own safety. Seizures could be connected with phases of the moon. About
epileptics in the hope of their recovery or restoration magical rites and
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incantations could be performed. They could be given all sorts of con-

coctions composed of horril le ingredients, if not for a cure, as a sort

of sedative to quiet them, to tame them, or to make them less dangerous,

or to frighten away evil spirits. Various plants or parts of animals were

given them to eat. There were instances of holes being bored in the skull

to let out the indwelling tormentors. About epilepsy arose all manner

of myths and fancies.
Such was the attitude toward the victims of the "falling sickness" for

the greater part of recorded history, or until fairly modern times.'

Study of the condition of epilepsy or efforts for its alleviation were in
general late in appearing among men, though this condition had been
recognized in early times. In Arabic, Egyptian, and Hebrew writings
there is reference to it, as there is in early Christian writings.2 It seems

to have been noted by the celebrated Greek physician Hippocrates, who

lived several centuries before Christ. Referring to it as a "sacred disease,"
Galen in the second century of the Christian era also attempted a descrip-
tion of the disorder. Arataeus, Archigenes, Pelops, and other physicians
of this early period also had a word to say about it. Even at still earlier
dates there was greater or less recognition of the matter on the part of
physicians or other learned men who speculated and commented upon
the strange spectacle before their eyes.8 Anything in the way of
systematized consideration or care for epileptics came, as has just been
said, relatively late in the world's history. It was always the physician
who was primarily concerned and who sought to study the problem.
Certain attention was to be found at a hospital or other institution at

1 on devices for the cure of epilepsy, see H. Spencer, Principles of Sociology, 1897,

p. 221; iii, p. 194; Bibliotheca Britannica and General Inci^x to British and Foreign
Literature, 1828; Lean's Collecteana (V. S. Lean), 1903, p. 493; R. Burton, Anatomy
of Melancholy, 1652; ed., 1951, pp. 131, 260, 279; W. W. Skeat, Pagan Practices of
Malay Peninsula, 1906, ii, p. 246; G. W. Briggs, The Charmers (Tribe of India),
1920, p. 144; J. S. Campbell, Witchcraft and Second Sight in Highland and Islands of
Scotland, 1902; W. Reade, Savage Africa, 1864, p. 250; F. D. Bergsen, Ancient
Superstitions, 1896, p. 96; Report of U.S. Bureau of Ethnology, 1924, p. 651;
reliquary, 1, 1860, pp. 43, 112; Notes and Queries, i, 1849, p. 349; clxvii, 1934,
pp. 112, 148. See also various medical publications. On the protection believed to
be afforded epileptics by cettain saints, see Medical History, iii, 1959, p. 303.

2 For a Biblical account of an epileptic person, see St. Matthew, xvii, 14-18; St.
Mark, ix, 14-19; St. Luke, ix, 37-43. In the code of Hammaburi several centuries
earlier epileptics were not full citizens.

3 Certain famous figures in history are said to have been epileptics, but some of
these cases have not been fully authenticated.
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some place or other in Europe, or perhaps in Asia, in the early and later
Middle Ages. One instance cited is that of a hospital inaugurated by

the Bishop of Wiirzburg in Germany, who reached some. Late in the

sixteenth century there are reported Amilar instances in central Europe,

and even more in the century following. It was not till the nineteenth
century that we find any organized movement in behalf of epileptics.

Though not directly connected with the movement for the establishment
of institutions for mental defectives ("feebleminded"), this came about

at no widely separated intervals of timethe two movements were in

fact to proceed parallel to each other, or indeed to a great extent hand

in hand.
It was in France that the modern movement first showed itself.4 In

the year 1846 John Borst, pastor of a church, opened a home near Bor-

deaux for certain homeless or afflicted persons, in which before long

there was set up a department for mental defectives, and one for epi-
leptics. Germany was the next country to follow suit. In 1867 was
created the famous Bielefeld colony, a charity of atain ministers of
the Lutheran Church, in which somewhat later was instituted what was

known as the Bethel home for epilepticsa part of a more general home,
hospital and work place.5 The movement now spread to other countries
of Europe, though neither rapidly nor extensively. An institution was
opened at Zurich, Switzerland in 1886, and one near Liverpool in
England in 1888, with later ones in Surrey and near London, and else-
where in that country. Belgium and Holland followed. In Germany there

was the greatest development, not less than fifty small institutions being

set up there. it should be recorded that apart from special institutions
for epileptics in one country and another in Europe, there were some
..ared for in more general institutions or hospitalssome before the
establishment of special institutions.

In the United States in early days epileptics were to be found in alms-

houses or similar places, wandering on the road, or languishing unwanted
in their homes. In this country, as elsewhere, initial and primary con-
sideration of epileptics came largely from the medical profession, whose
members had the condition of this class brought to their attention in
one case after another, and who often recognized the need of some sort

It was in thic count:1y that were the first organized movements for mental defec-
tives, the blind, and the deaf.

5 It is said that financial aid was asked from mothers of perfect or normal children,

who responded generously.
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of public care or care which was to be both custodial and therapeutic
in character. Institutional treatment may be said to have begun about
the middle of the nineteenth century, when room was found in some
of the institutions for the mentally defective, and to a less degree in
institutions for the insane, the latter having the priority in time. Epi-
leptic persons were so placed not only because there was no other re-
course tor them, but because epilepsy in appreciable measure was
combined with mental defectiveness or mental illness, besides there
having been in general thought a combination of epilepsy with one or the
other two disorders; an institution for the mentally defective or the
mentally ill seemed to provide a natural refuge for the epileptic. In
some instances epileptics were included in the institutioi: population from
the first, whether definitely so intended or not, there being a joint
institution from the start; in other instances epileptic individuals were
let in from time to time as the need became apparent. Institutions for
mental defectives, notably in New jersey, urged the establishment of
special institutions.

The first institution especially for epileptics in the country was one
at Baldwinsville, Massachusetts, created in 1882. This was a private affair,
rather a hospital or colony for children, into which epileptic and mentally
defective children were admitted. Besides private gifts, it had state
aid for a time. The first state to set up a public institution for epileptics
was Ohio. As early as 1868 the State Board of Charities began to call
attentim to the matter, and bespoke a special institution, at the same
time collecting certain statistics on the subject. In 1880 a "State Com-
mission to Select a Site and Prepare Plans for the Accommodation of
Epileptics" was created. In the report made, after the pointing out the
number of unhappy epileptic persons in almshouses and elsewhere, it
called for action in behalf of "the most deserving and least cared for
of all the unfortunate."6 After further urgings the legislature set up an
institution in 1891, under the name of the Ohio Asylum for the Epileptic
and Epileptic Insane, in time becoming the Ohio Institution (later
becoming an institution mainly for mental defectives.)

Four other states soon followed the action of Ohio, New Jersey and
New York in 1894, Pennsylvania in 1895, and Massachusetts in 1898.

6 See Report of Commission; Historical Sketch of Ohio Institution for Epileptics,
1905; Souvenir of Ohio Institution, 1909; Messages of Governor of Ohio of the
period. In 1879 a bill creating an institution passed one house of the legislature. In
several states institutions were planned but no action was taken.
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In other states at that time efforts failed for instiaitions. In the states
named epileptics had previously been in institutions with mental defec-
tives. In later years several additional special institutions were created
for epilepticsKansas, Indiana, Michigan, Texas, Maryland, Iowa, Min-
nesota, and Oklahoma. In most of the other states epileptics were placed
in institutions for mental defc-Aives, possibly as joint institutions. For
some state., they were, and still are, placed in meroal hospitals. In
general, provision for epileptics followed that -.or meiit.:c defectives.7
With institutional life for epileptics becoming less necessary, there
results less need for special institutions for them; those with other dis-
orders will find a place in institutions for mental defectives or in insti-
tutions for certain other classes. Special institutions for epileptics may
now be said for the most part to be disappearing. Certain ones are joint
institutions to include other classes, particularly mental defectives.

The procedure in the establishment of institutions for epileptics has
not been greatly different from that in the establishment of institutions
for mental defectives, so far as the two classes were not provided for
together.8

For the most part provision for epilepticsand in fact as well for
mental defectiveswas the result of urgings on the part of heads of
institutions for the insane and of heads of institutions for mental defec-
tives alike. In some cases state 1Joards of charity or of "lunacy" pleaded
the cause of epileptics. Medicai bodies and medical 1,:arnals, in close
touch with epileptic cases, were not slow in c.?.linig attention to the
need.° There was also concern on the part of various local officials having
to do with the defeedve or dep .isident classes. By state and national
welfare bodies voices were laised, notably by the National Conference
of Charities awl Cori ection (latcr the National Conference on Social
Welfare). National bodies interes:ed in the mentally ill or ;n mentally
defective were likewise interested, besides national bodies particularly
concerned in epileptics.

In the setting up of institutions quite generally the first step was the
creation of a commission, which was to investigate the need and to

7 Illinois appears to have set up an institution for epileptics before one for mental
defectives, though in time this resulted in a joint institution. In several other states
special institutions for epileptics became in time joint institutions. Tn a few cases
departments were set up in institutions for the insane.

8 See H. Best, p. 5, Public Provision for Mentally Retarded in United States, 1965.
9 See reports of medical bodies and jou,oal,; of the period. In 1877 in the Medical

Record was carried a series of articles on the subject.
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make report as to the advisability of an institution, perhaps examining

what had been done along this line in other states. Now and then an

institution came into being to relieve pressure or overcrowding at an

institution for the mentally defective or for the mentally ill.1°

Often at the beginning the institution brought into being NA, ,s small

in scope, it being the intention to expand it in the course of time. Some-

times an old faiin house was chosen for the purpose, to be the nucleus of

an institution or possibly some old little used building of some kind,

as a hotel no longer occupied?'
The purpose of the new institution might be set forth in some such

expression as provision for "emotive, humane, scientific, or educational

treatment of epileptics." In reports of public commissions or other com-

munications regarding institutions the term "segregation" was often

employed.
Legislatures in general listened attentively when the claims of the

new venture were presented to them, and often quite sympathetically.

When they held back it was almost always with a feeling that funds

were not available for the purpose. In some cases favorable action was

taken by a decided majority." Governors were also inclined to look with

favor upon the enterprise so far as too much money was not required.

In addition to the state institutions that have been established for
epileptics, whether for them alGne or conjointly for the mentally defec-

tive." there have been private institutions set up from time to time,

mostly in connection with institutions for mental defectives."' Special day

10 In Kentucky as early as 1867 action was requested by the state mental hospital.

See reports of boards of charity or lunacy of Massachusetts, New Yolk, Pennsylvania

and other states of the period; reports of institutions for the mentplly ill and for the

mentally defective in many states. See also Message of Governor of New York, 1894,

p. 36; and other years. See also Proceedings of National Association for Study of

Epilepsy and Care and Treatment of Epileptics, 1906, p. 240.
11 In New York (Sonyea ) the buildings of an old Shaker colony were adapted.

In Massachusetts such was the case with an old state primary school. In a private

institution in Missouri an old college building was availed of.

12 In New Jersey action was taken by a unanimous vote.

13 In Southern states Negro epileptics have largely been placed in institutions with

the mentally ill, if not with the mentally defective. There have been a few small

centers for war veterans who were epileptic. For fuller discussion of institutions, see

H. Best, Public Provision for Mentally Retarded in the United Stats, 1965. On

management of institutions, see Report of Attorney-General of New Yolk, 1891,

p. 218.
14 See chapter on Private Institutions.
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schools for epileptic children have been rare, but rather special facilities
in the regular schools, insofar as they have been in use.15

As we have said, special institutions for epileptics may now be asserted
to passing except for persons with other affections, or for those forZ
wh no other care is at hand. So far as institutionalization is called for,
it is likely to be for those in need of neurological or psychiatric attention,
apart from those with actual mental defect. The day of the special
institution for epileptics seems now nearing an end.

NOTE TO CHAPTER XVII.On the history of institutions for epileptics see proceed-
ings of organizations concerned with the mentally defective, the mentally ill, and
the deaf; Collins' Short History of Some Common Diseases, 1934, p. 114 (History and
Conquest, 1954, p. 203); J. R. Whitwell, Historical Notes on Psychology, 1937, p. 28;
G. Zilboorg, History of Medical Psychology, 1941, p. 43; 0. Timkin, Falling Sickness
(Publications of Institute of History of Medicine) various histories of medicine;

Johns Hopkins University Monograph, i, 4, 1945; Bulletin of Johns Hopkins
Hospital, 1933, p. 22; Historical Sketch of Ohio Institution, 1911; Iowa Bulletin of
Institutions, 1907, p. 76; Jewish Encyclopedia, 1906, v, p. 426; New York State Board
of Charities, Eugenic and Social Welfare Bulletin, no. 7, 1916; no. 9, 1917; Hippoc-
rates, General Works, ii, 1949, p. 833; Medical Record, xxxi, 1887, p. 463; Nervous
Child, lxi, 1901, p. 186; National Geographic Magazine, xlii, 1922, p. 330; Psychiatric
Quarterly, ii, 1928, p. 422; Mental Hygiene, ii, 1898, p. 422; Annals of Medical His-
tory, 1921, p. 614; 1929, p. 453; 1930, p. 614; 1938, p. 251; 1939, pp. 283, 372, 482;
1941, 182; Antiquarian fii, 1848, p. 299.

15 See chapter on Day Schools.



Chapter XVIII

ORGANIZATION OF INSTITUTIONS
In only a few of the American Statesand these decreasinghave

there been specie' institutions for epileptics. In many of. the institutions
for mental defectis, epileptics no longer find entrance. In certain states
the only institutional provision is with the mentally ill.1 Of later days
there has been a tendency to place alcoholics, paralytics, and other classes
more or less mentally or physically affected all in need of medical atten-
tion or without suitable care elsewhere, in institutions along with epilep-
tics. Some institutions starting out as for epileptics were in time given
over to mental defectives, perhaps with some present who were also
in an epileptic condition. In some states mental defectives were admitted
to institutions originally created for epileptics or for epileptics and mental
defectives together. In most of the states where there have been created
special institutions for epilectics, these in time became joint institutions
for mental defectives as well.2 For the most part epileptics have been
placed in institutions originally designed for mental defectives. Institu-
tions have sometimes been known as "colonies" or "villages."

In nearly all cases institutions have been strictly public affairs owned
by the state and supported by public taxation, under the care and super-
vision of the several state legislatures. In one or two instances, as in
Pennsylvania, the institution has been a private one under its own
trustees, but receiving state aid, and subject to its supervision, thus a
semi-public institution. The institutions have in general been under the
state department u public welfare (whatever it may be called) or of
mental health. Some of those in New Jersey and New York have been
under their own boards of trustees, but with state oversight a,lci direction.
In certain cases the institutions have had relation to the Lzr...1tions for
the mentally ill. The trend has been to have the institutions connected
with departments of mental hygiene.8

1 In some general hospitals and in a few orphanages or like institutions there have
been special wards for epileptics. There have been a few small centers for epileptic
war veterans.

2 States having first institutions for epileptics to which mental defectives were
later admitted are Illinois, Kansas, New York, Pennsylvania, Ohio and Virginia.

3 Action in certain states may be given. In Illinois in 1913 was created the Dixon
State Hospital for epileptics, a year later becoming a joint institution with mental
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defectives. In 1917 there was planned an Industrial Colony for improvable Epileptics.

In Indiana in 1905 there was established the Indiana Village for Epileptics at New

Castle, in 1955 becoming the New Castle State Hospital. It has been under the state
department of mental hygiene in a special division, formerly under a special board

of trustees and under the state department of public welfare. In Iowa in 1917 was

created the Iowa State Hospital and Colony for Epileptics at Glenwood, later becom-

ing a joint institution with mental defectives. In Kansas the Parsons State Training

School was opened in 1903. In 1919 it became the Parsons State Hospital. It has been

under the state department of public welfare. In Maryland in 1914 was created the

Maryland Colony at Fort Deposit. In Massachusetts a pr:vate institution was opened

at Baldwinsville in 1882, receiving state aid. The Monson State Hospital was estab-

lished at Palmer in 1895. It has been under a board of trustees, but with supervision
by the state department of mental hygiene. In Michigan the State Hospital for

Epileptics was established at Caro in 1913. It has been under the state department

of mental hygiene. It has had some relation with the mentally ill. There has been

a farm colony at Wahjamaga. In Minnesota the Minnesota Colony for Epileptics was
established at Cambridge in 1919. It has been under the state department of public

welfare. In Missouri epileptics were for a time with mental defectives at Carrollton.
In New jersey the State Village for Epileptics was created in 1894 at Skilhnan. In

1954 it was opened to other classes. It has been under the state department of public

welfare, with a board of directors. In 1964 it became the State Neuropsychiatric
Institute. In New York Craig Colony was established at Sonyea in 1890. It has been

under a board of trustees, with general supervision by the state department of mental
hygiene. In 1873 a special ward was created for epileptics in the department of

welfare in New York City. A private institution, the Bushwick Home, created in 1887,
received some public aid. In Ohio the Ohio State Hospital for Epileptics was opened

in 1893 at Gallilopis, later known as the Ohio Institute. It has been under the state
department of mental hygiene. It was formerly under a board of trustees and under

the state department of public welfare. In Oklahoma the Paul's Valley State Hospital

was opened at McAlester in 1949, having been the Central State Hospital founded in

1945. In Pennsylvania the Selinsgrove State Colony was established in 1926. It has

been under the state department of mental hygiene. A private institution at Oak-

bourne has received state aid. In Texas the Texas State Hospital was established at
Abilene in 1904. It was known for a time as the State Colony. It has been under
the state department of public welfare.



Chapter XIX

GENERAL REGULATIONS AS TO
ADMISSION OR COMMITMENT
TO INSTITUTIONS

Persons who have been received into institutions for epileptics ( gen-
erally with mental defectives) have been admittiA or have been com-
mitted, regalations and treatment being much the same for all who enter.
Within the physical capacity of the institution, and within possible
occasional county quota or other legal limitations, the institutions have
been open to all qualified to enter or have been legally assigned there,
particularly those regarded as in urgent need of attention or most likely
to receive benefit. Voluntary commitment might have been allowed,
much deper-ling on circumstances. If epilepsy alone was involved, and the
case was not serious, there was increasing belief that institutionalization
was not necessary. Apart from contact with mental defectives in some
institutions, there has been a tendency in special institutions for epi-
leptics to admit other classes as inebriates or paralytics, as already indi-
cated. When there have been no accommodations at an institution, the
county has generally remained responsible.

To obtain admission into an institution there often must have been as
a prerequisite legal residence of the patient or of his parents established
within the state, which is usually six months or one year or possibly
several years.' Care has been exercised to discourage moving into a
state for the purpose of utilizing an institution therein. There has been
a tendency toward reciprocal arrangements in this respect between some
states.2 For admission there must in general have been a court order
whether or not action was of voluntary character. If commitment was
necessary, the state might be satisfied if there was placing in a private
institution. When once a person was in an institution it has had broad
powers over him, not only as to his care and treatment there, but as to
his removal or departure therefrom, unless there was a legal separation

1 In some states local authorities ( county or city) have been required to inform
the institution of local cases.

2 It was gelierally advised that there be no deception as to a patient when he was
brought to an institution.
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otherwise invoSed.5 Possibly a contract had to be signed that one was
to remain till formally discharged. Termination of one's stay in tile insti-
tution otherwise than by its own action was possible only by death or
by court procedure in case the court retained this power, or unless there
was a fixed time for one's stay. The institution has usually been in posi-
tion to determine whether and when release was in ordr-. Writs of habeas
corpus are applicable here in case of wrongful holding.4

Unless the age limits of attendance are the same for epileptics and
mental defectives when in a joint institution, a person might remain as
long as seems best, for life if necessary. The tendency has been to admit
at practically any age, as above, unless laws also relating to mental de-
fectives were different.

At the beginning, when considered largely for children, especially
mental defectives, public institutions were for the most part without
cost, at least to the indigent.5 Even where the imposition of charges was
authorized, such charges existed more in form than in reality. So far as
the institutions could be lookcd upon as in some measure educational,
the notion of levying charges had little place. So far as the institutions
were to be regarded as of custodial character, the elimination of charges
was in keeping with usual policies in respect to eleemosynary or public
welfare institutions.5 This has been, of all the more force in view
of possible legal commitment. (Now and then today 'we find a formal
preference for the "indigent" or "pauper".) In certain states payment
might be required if parents or other near relatives or guardians were
in position to do so. Ir such cases there may be expected actual casts
or some part thereof. In about one-fourth of the states the county was
expected to assume a greater or lesser part of costs. A number of states
have had more or less obsolete laws requiring pay where possible, or

3 In Appendix F is a section on Admissions to and Separation from Institutions
up to 1959.

4 Where there was question whether an epileptic patient should be sent to a
mental hospital or to an institution, a writ of habeas corpus was in order as in
People v. Thayer in New York in 1923 ( 121 Misc. 745, 202 N.Y. Supp. 633). See
also Stevens v. State ( 94 Okla. Crim. 216, 232 Pac. 949, 1951). A similar decision
was rendered in Ex Parte Ziegler in Wisconsin in 1944 (245 Wis. 453, 15 N.W.2d
231). In the case of Dowd v. Harmon in Indiana in 1902 ( 229 Ind. 254, 96 N.E.2d
902) the transfer of a patient from an epileptic village to a mental hospital was
in order.

5 See chapter on Costs of Institutions.
6 When formal fees were set they ranged up to $200 a month.
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reimbursement to the state if to be had. sums demanded are never large.

Hence at the present time institutions might be regarded as practicaDy,

if not nominally free, at least for those not able to make payment. On

the whole fees charged or collections made amounted to very small

amounts, not over 5 per cent of total costs.

Laws in the American states as to the involuntary commitment of epi-

leptics to institutions have been much on the order of those applying

to the mentally ill.7 When commitment was found desirable or necessary,

application was to be made to the proper local judicial authorities,

usually in the form of a petition based upon information and belief,

and verified by affidavit. This might be by parents or other relatives

(next of kin) or by guardian or by an inter-sted reputable citizen; or in

lieu thereof by a public official. As a general thing the individual con-

cerned might be brought before a court for commitment proceedings.8

The court was often the county court or the probate court or a court of

like jurisdiction, possibly a juvenile court or a court having authority

as to neglected, dependent, or delinquent children. In certain states

commitment migLt be made after an inquest by a jury. Usually there

must be certification as to one's condition by two physicians. After the

hearing ( or trial) and it appears best to the presiding judge at the

proceedings, commitment might be ordered. In the proceedings the

rights of the individuals concerned were theoretically to be carefully

protectedfor one thing, to prevent possible "railroading" to an insti-

tution. Counsel was permissible. In some states wrongful commitments

or wrongful attempts were criminal offenses. If one was found incom-

petent, a guardian was to be appointed, whether or not an institution

was to be availed of.

7 Where a trust fund was to be used for the benefit of an epile7tic person only

after he had left an institution, there could be no reimbursement of the state for his

support while there, as decided in State v. Eubion in Texas in 1956 (Tex. Civ. 292

S.W.2d 650).
8 On judicial decisions affecting the matter of admission or commitment of

epileptics to institution-, see H. Best, Public: Provision for Mentally Retarded in

United States, 1965. On the resemblance of such treatment to that with respect to

the mentally ill, see Maynard v. State (106 Tex. Crim. 588, 293 S.W. 1004, 1927).

On illegal commitment, see Greenman v. Dixon (212 Mich. 687, 180 N.W. 487,

1920). See also Opinions of Attorney-General of Iowa, 1920, p. 83; 1944, p. 154;

Opinions of Attorney-General of Massachusetts, 1899, p. 92; Opinions of Attorney-

General of Indiana, no. 15, 1959; Report of New Jersey Institution, 1899, p. 11;

Charities and Commons, viii, 1901, p. 537.
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In some states, and an increasing number, there was first recommenda-

tion or main action by state welfare authorities. With those states

having mental hygiene departments the matter was more or less left

in their hands. Instead of a medical examiner in the form of a physician

or general practitioner to pass upon the question, a recognized psychol-

ogist or psychist or an examiner from a state mental hospital or

from an institution could be called upon, with recommendations to the

judge. In such cases examination was more thorough, and more or less

elaborate, with more careful safeguards, with a fuller understanding of

the nature of the case, and according to more scientific principles. In

general, psychologists and psychiatrists have been availed of in increasing

measure, with clinical features having a large part in the proceedings.
Social workers might also have a word to say, and perhaps also repre-
sentatives from the field of education.

So far as epileptics still have a place in institutions, what has just

been said in this chapter applies in no less measure.



Chapter XX

WORK OF INSTITUTIONS
The purposes of institutions for epileptics have generally been declared

to be to provide humane, curative, and scientific care and treatment.
They have been intended for the more severe cases or those for whom no
other provision has been possible or desirable. Milder cases might be
cared for at home if proper attention was at hand. The work of the
institution has had to be of both custodial and therapeutic character
more than custodial alone. A foremost feature must be hospital facilities
for the large number who would be in need of them continually or from
time to time, involving much in the way of nursing servicesome being
bedridden and requiring constant attention. Some have had other defects
or complications with other disorders. Full attention has had to be
given to considerations of general health in the institution community
and of personal hygiene. Possible seizures have had to be anticipated,
and guarded against as far as possible. There must be a lookout for
possible accidents. (Patients are encouraged to go about in pairs, so that
if one should have an attack, his companion would be able to render
some assistance.) The matter of diet, with the quantity and quality of
food to be consumed by the inmates or patients, has played an important
part in the work of the institution. Exercise and recreation have been
regarded as of distinct medical value and aid. In outdoor activities there
has been invigoration and general gain. Included in recreational facil-
ities have been sports, athletics, games, outings, plays, boy scout ac-
tivities, and various forms of entertainment.1 With some, music has been
quite beneficial both instrumental and vocal. There might be organized
choruses and choirs, bands and orchestras.2 Entertainments might be
provided from time to time, either from outside or by local talent.
Occasionally a paper might be published, giving local news, as well
as a source of information to families and friends. Outside contacts in
the community were to be encouraged.

For those who could receive or be benefited by an education, school
facilities were to be provided. These were for the most part of elementary
character, but provision might be made for more advanced school work.
For those who were mentally affected less has been attempted in the way

1 See V. V. Hunt, Recreation for Handicapped, 1955, p. 149.
2 See Motive (Ohio Department of Mental Hygiene and Correction), June, 1956.
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of formal education. For any so qualified, and young enough, attendanca
at regular schools has been desirable. Libraries of greater or less size

were to be maintained, and the use of them encouraged. Religious min-

istrations and instruction were generally to be afforded, for the most
part by visiting clergymen and religious workers,3 though in larger insti-
tutions they were to be part of the staff. Religious organizations and
activities were to be encouraged.

Institutional treatment for epileptics has been found to be best secured
through something on the order of a colony, to be more fully considered
later. Buildings are mostly to be small or of the cottage type, What is
known as occupational therapy has a large place. No little farming is
carried on as a matter of course. Included are livestock raising, dairying,
gardening, orcharding, poultry raising. Farms may be of considerable
size, often covering a wide field of operations. Supervision may be in
the hands of trained agriculturists, and carried on in business-like fashion.
Those of the inmates or patients who have been at all qualified to do
some farm work were to be given a place in it. Such work is most de-

sirable for them on several counts. As a measure of discipline it is of
high value. It is of potential service to those who may be released and
leave the institution for their own homes. It has distinct therapeutic
valuesa matter of increasing recognition for all groups mentally
affected. On the farm the labor of inmates can contribute much to provide

a food supply for it. Possibly some products can be marketed. A large
part of the domestic work of the institution can be carried on by inmates
food preparation, laundering, domestic service, road work, and general
minor repair work.

For those so qualified some vocational training may be afforded along
suitable lines, both for therapeutic values, and in possible preparations
for employment outside the institution when and if there is departure.
Occupation aptitudes and abilities are to be looked into and put to use.

In the institutions there has been necessarily much psychiatric work,
much psychological work, much laboratory work, much research. Insti-
tutional life and surroundings are to be made attractive and home-like.
For those whose residence is permanent the aim is to make them as
comfortable and happy as possible.

Work of the institutions need not be confined to those within its

3 On religious work with epileptics see Pedagogical Seminary, lxxviii, 1951, p. 145;
Journal of Religion, 1, 1921, p. 391; Journal of Mental Science, xvii, 1873; Journal of
Psycho-asthenics, xlii, 1937 , p. 59.
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precincts. Apart from concern in parole and colony features, there is to

be a friendly interest in those who passed from it, even if no longer under

its supervision and direction. There might be afforded advice and counsel

to family circles as to the proper care and treatment of epileptic mem-

berseven to those who have never made entrance to it. Home visits by

certain ones, perhaps on trial, were to be allowed under careful guidance.

The institution might be in touch with loeal medical and welfare

agencies in promoting the welfare of epileptics away from it. The insti-
tution might have greater or less part in the operation of out-patient

clinics, which are of such great value. Follow-up work for those no longer

inmates under field agents or social workers is much to be desired.4
In large institutions there has been a considerable range in the per-

sonnel staff and employees; in smaller institutions, a smaller range. In,.

cluded might be physicians, psychiatrists, psychologists, laboratory tech-

nicians, teachers, nurses ( including professional ri,zses), therapists, social

workers, dieticians, clinical directors, business agents, field agents, and

others. Some institutions have had training facilities for nurses and others;

some nursing training is provided by general hospitals. In institutions for

mental defectives and epileptics together there have been three or
four patients or inmates on the average to each staff member or employee,

the more when institutions are for epileptics only. Some institutions have

been overcrowded.
What is said here has like application to institutions in which epileptics

are now accepted.

4 On after care of patients, see H. B. Crutcher, Home Care of Mentally III, 1944;
Journal of Mental Science, lxvi, 1916, p. 151.
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COSTS OF INSTITUTIONS
Practically all the means for the support of public institutions for

epileptics in the United States (and for mental defectives as well) has

come directly from the public treasury. Private gifts in aid hae been

but occasional and sparing, for the most part nonexistent.' TL3 main-

tenance of the institutions has in general been the responsibility of the

legislatures of the several states, being undertaken directly by them.

Appropriations have been usually in lump form, though sometimes on

a per capita basis.2 In certain states there might also be county funds

to assist. Charges for transportation and clothing have often been paid

by the county, though in some cases they might be assumed by the state.

Additional amounts might at times be received from fees or charges

imposed upon inmates whose families have been able to make payment

or reimbursement.3 In certain instances the products grown on the insti-

tution farm might be of substantial character in the matter of support.4

Costs of private institutions have come in the main from fees charged

upon patrons. Costs in day schools have been from city funds or from

state and city funds together.5
We have no figures as to the value of the physical plant or property

that have been used for institutions for epileptics (and mental defectives

as well). (In 1933 the value of state institutions for both classes was set

down as $140,000,000. If one-sixth of this amount may be regarded as

fo i. epileptics, the value as to them would be something like $24,000,000.

1 On private benefactions, see next chapter.
2 In Colorado there has been a special tax levy for institutions, amounting to

994/100,000 of 1 mill. In Michigan a county institution receives state appropriations

on the basis of a state institution.
3 Less than 5 per cent of the total costs of institutions for both epileptics and

mental defectives came from paying inmates, or in respect to about one-sixth of

inmates.
4 Certain states in the West on their admission into the Union received from

Congress grants of land, the proceeds of which were to some extent to be for educa-

tional and charitable institutions, with possibly institutions for mental defectives and

epileptics beneEng to a slight extent in some instances.
5 On costs of institutions, see Opinions of Attorney-General of New York, 1899,

p. 311; Ohio, 1893, P. 63; 1894, p. 52. On county charges, see Opinions of Attorney-

General of Ohio, 1902, p. 124; 1903, p. 31; 1934, pp. 3067, 3529.
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Values today would be considerably greater, though the proportion for
eipleptics need not.) The value of the property of private institutions
would add somewhat to these sums.

The cost of the maintenance of the public institutions for epileptics
and mental defectives in 1960 was in round numbers $300,000,000. The
proportionate cost for epileptics would be around $50,000,000. Costs were
distributed as follows: salaries and wages, about two-thirds; purchased
supplies, about one-sixth; fuel, light, and water, 5.0 per cent; other
expenditures, one-sixth. With costs of additions and improvements, total
costs amount to about $50,000,000. In general, farm and garden products
were not included. Per capita costs varied much among different insti-
tutions, ranging from a few hundred dollars to several times as much.
Costs where epileptics are involved are a little greater than where mental
defectives are involved, the former requiring the more attention.6

With the decreasing numbers of epileptics in special institutions, their
total costs will become less and less, but not necessarily per capita costs.

6 Not included are costs in regular clay schools or in private institutions.
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PRIVATE BENEFACTIONS TO
INSTITUTIONS

Private benefactions or donations for the benefit of institutions for

epileptics (and for mental defectives as well) have, as we have seen,
been slight, and on the whole practically negligible. Important as the
work here may have been, it has not made the appeal to persons of

means or to the general public that it well might. With larger resources
the institutions could have been prepared to do better wori., not only

in their day-by-day operations, but in undertaking valuable research
studies. Main reliance for their work has, as we have noted, been upon
public funds. One or two of the private institutions have had some aid
here, as have several of the joint institutions for epileptics and mental
defectives. Institutions for epileptics receiving certain sizeable donations
have been chiefly those in Eastern states. Notable gifts have come to
semi-public institutions for mental defectives, with a small proportion
of epileptics, particularly in New Jersey and Pennsylvania. Donations
so far as they have come have been mainly from churches, fraternal
orders, and individual citizens. In a few instances there have been gifts
of tracts of land, possibly as an inducement for location at a particular
place. The size of these tracts has been from a few acres to a thousand
or more. In several cases buildings have been given, perhaps in already
existing ones. Apart from joint institutions receiving such grants, special
institutions for epileptics that have been favored have been those in
Ohio, New York, Texas, and Oklahoma.1

Mention should also be made of gifts from time to time for the inmates
in the way of clothing, entertainments, Christmas presents, etc.

1 In Ohio 150 acres were given, in Texas 640 (from the state), and in Oklahoma
110 acres.
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Chapter XXIII

COUNTY AND CITY INSTITUTIONS
FOR EPILEPTICS

Care and support of epileptics on the part of individual counties has

been of very limited extent in the United Statesapart from maintenance

for a greater or less length of time in local almshouses and similar insti-

tutions. Upon the county has usually evolved the responsibility of looking

after dependent epileptics. In several states counties have been allowed

at times, particularly before the creation of a state institution, to place

such persons by whatever arrangements appeared best. Now and then

epileptics have been admitted to local institutions for the mentally ill.1

Of epileptics admitted to mental hospitals (for the mentally ill) a few

per cent have been to local county or city institutions.2

By several cities has been taken the responsibility of providing for

epileptic persons, though principally for mental defectives, for a greater

or less length of time, with their giving up the field in time to state

institutions. Examples are Philadelphia, New York, St. Louis, and New

Orleans. Epileptics placed here seem to have been few in number. In

several cities, notably in New York, epileptics have been received for

treatment in neurological institutes. In many cities there have been set

up mental hygiene clinics available for epileptics.

1 In Nevada, without a special institution, counties have been permitted to make

provision for epileptics within or without the state as they might see fit.

2 In Michigan the Wayne County (Detroit) Training School, part of an institution

for mental patients, had received some epileptics, for whom the state has paid on

the same basis as for those at the state institution.
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Chapter XXIV

EPILEPTICS IN REGULAR DAY
SCHOOLS

Epileptics of school age, of sufficient mental ability, and whether or
not in institutions, should have due educational facilities no less than all

other children. The life of the epileptic child both at home and at schools
should be as nearly normal as possible. Those capable of attending
regular public schools, and not given to too frequent seizures, or with
seizures under control, should be so placed along with school children
in general. Teachers and pupils often need to be informed of the situation.
Fellow pupils should be told proper attitudes towards an epileptic.

In some cases where desirable and where there are a sufficient number
of children special classes may be set up. In some cases there may be
preparation in special classes with later admittance to regular classes. In
the school there should be ample provision for vocational training. There
should be some connection with rehabilitation centers. Recreation should
have its full share of consideration. Transportation to and from school
should be arranged as needed. Medical and clinical attention should be
ever available. Some special training is desirable for teachers concerned

with epileptic children.
Attendance of epileptic children at regular schools has had only partial

regard in the United States, though a number of cities have had some
provision here. Cleveland, even before the present century, had taken
steps in this direction. Detroit in 1934 took notable action. Some of the
states have laws on the subject, with funds coming from the state or
from the city or from both. If special classes are provided for, there is
usually to be a minimum number of pupils.'

When an epileptic child is unable to attend school, he should be
provided with home or visiting teachers, and with proper facilities for
studies at home. Extension teaching should be made available for all
home-bound epileptics of whatever age.

1 On the epileptic child at school, see National Epilepsy League, Our Schools and
Ord- Children with Epilepsy; Nervous Child, vi, 1947, p. 996; New York State Journal
of Medicine, xxxvii, 1937, p. 1553; Ohio State Medical Journal, xlvi, 1950, p. 794.
On higher education see Epilepsia, xiii, 1947, p. 35; xxi, 1955, p. 162.
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Chapter XXV

EPILEPTICS IN INSTITUTIONS WITH
MENTAL DEFECTIVES

As we have observed, epileptics and mental defectives have often been

found in association, in the public mind as well as in joint institutions,

which has been the case in many of the states. It is true that an ap-

preciable proportion of epileptics are also of low mentality. Of those in

institutions for both classes, about one-sixth have had both disorders. It

is claimed that when the two disorders are together it is not easy to

make clear distinctions.' In the special institutions having epileptics there

have been some who could be classified as of rather weak minds, but

the great majority of such cases have been in institutions for mental

defectives.
For persons who are with both disorders, there sometimes being a

connection between the two, a joint institution is the place for them.

But for persons who are not so, separate provision is to be made.

Epileptics who are of sound mind have no right to be set apart with mental

defectives. Such epileptics as are in need of institutional care should have

an institution of their own where they are not to be confused with those

of mental defectiveness, and where they can receive the therapeutic

care and attention called for in their casewhere they will be better

off in general.2 They can also be better fitted to return to their own

homes or communities, and relieve the state of their expense. Epileptics

in general without mental defect are in little need of institutional care.

The reason why epileptics have been with mental defectives was

mainly in the additional expense that would be involved in the creation

of separate institutions, especially in the creation of separate institutions

for epileptics, and because a number of epileptics are also mcntally

defective. The matter is felt to be largely one of public economy. From

earlier days there has been protest against the joint institutionalization of

epileptics of sound mind with mental defectives; but until recently there

has been limited movement to effect a change. At any rate, when epilep-

1 It has sometimes been said that one-fourth of mental defectives are epileptic,

and that nine-tenths of epileptics in institutions are of low mentality.

2 Attacks of epileptics when witnessed by those with mental defects have unhappy

effects on both.
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tics of sound mind are so placed, they should be in separate quarters

so far as possible.3 The diminishing need for institutional provision for

epileptics renders less necessary special institutions for them. Persons

both epileptic and mentally defective should be in institutions for the

latter.

3 On this subject see Bulletin of Iowa Institutions, 1906, p. 2; Proceedings of

National Conference of Charities and Correction, 1886, p. 296; Report of Ohio Board

of Charities, 1878, p. t New York Board of Charities, 1897, p. 59; Pennsylvania

Board of Charities, 1893, P. 34; 1894, P. 17; Massachusetts Board of Charity and

Lunacy, 1892, p. 109; 1894, p. 130; board' of charities and like bodies of different

states; Message of Governor of Massachusetts, 1897, p. 27; Message of Governors of

other states; Alienist and Neurologist, iii, 1882, p. 328.
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Chapter XXVI

--"""".4111MSEREwwwww.lkumnr

EPILEPTICS IN HOSPITALS FOR
MENTALLY ILL

There is undoubtedly a potential connection between epilepsy and

mental disturbance. A condition of epilepsy may sooner or later affect the

mind and cause its deterioration more or less. The one may be a pre-

cursor to the other. The larger number of epileptics are, at present, free
from mental illness; the smaller number are with it. The proportion of

epileptics who are mentally ill is not fully known. It is sometimes said

that something like one-fifth are so.
As we have already found, in states without special institutions for

epileptics (and mental defectives), and in many states with such insti-

tutions, persons of this description may be placed in hospitals for the

mentally ill, possibly along with mental defectives, there being no other

receptacle or sanctuary for them. For such there may be special sections

or departments, or there may be little separation of the two groups.
Persons admitted to mental hospitals are supposed to be generally for

protracted care, though not necessarily for life if at anytime thera-
peutically fitted to leave, or if other suitable accommodations can be

found. Patients are for the most part in adult life, the median age being

double that for those in the special institutions. Those who have been
admitted to mental hospitals have been as a rule mostly in states not
having special institutions for epileptics or for epileptics and mental

defectives together. In certain states those placed in mental hospitals

may have constituted one-half or more. In those states without special

institutions all epileptics under care have been in mental hospitals. In

some years the outflow of epileptics from mental hospitals may actually

exceed the inflow. Mental hospitals are little involved in transfers to or
from other institutions, except that some in them who can suitably be
placed in special institutions are sent thereto.

There may be several factors to explain more or less the high rate of

discharges and readmissions of epileptics with respect to mental hospitals.
Institutions may be expected to have a greater number of cases requiring
long-time custodial care; mental hospitals, on the other hand, may
have a relatively greater number of less serious cases with whom there
may be readier releases. Doubtless some in these hospitals have later
been transferred to special institutions where longer care is to be had.
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In regions of the country where there have been no special institutions

for epileptics or where a considerable proportion have been placed in

mental hospitals, epileptics when given discharge may on their return

to their own communities, at subsequent time have been found again in

need of institutional treatment, with the only resort back to the mental

hospital. Possibly better care or better methods of rehabilitation in

mental hospitals in some states may have had effect upon the matter.

The place of epileptics who are mentally normal is not in mental
hospitals with the mentally ill. The effects upon one class from the

presence of the other is not wholesome; it may be depressing, and may

do harm to both.' Epileptics may have resentment to the enforced
association or confinement with the others. Epileptics who are also

mentally ill may be placed in mental hospitals, but to be in separate

quarters, so far as possible, as already pointed out.2

This joint arrangement has prevailed in different parts of the country,

but most pronouncedly in the South. Here for the most part, as we

have likewise seen, almost the only place for Negro epileptics is the

state mental hwpital. Though in past years only about one-fifth or one-

fourth of the entire number of epileptics of the country in institutions

of any kind were tc. be found in mental hospitals, something like one-

half or two-thirds in the South were at times to be found here. In some

states the placing of epileptics with the mentally ill is forbidden, though

the law is not always complied with.
In the following table is given the percentage of first admissions of

epileptics or persons "with convulsive disorders," or both, to the several

kinds of hospitals for the mentally illstate, county, psychopathic, and

private, with the percentage for discharges from general hospitals with

psychiatric facilities (1952-1959).
In all these hospitals together less than 2 per cent are to be charac-

terized as epileptics or persons with convulsive disorders. The highest

proportion for some years are those in state hospitals, and for other

years in general hospitals, both of which may have less selective power

1 "The influence [upon each other] is demoralizing in every way." Report of

Minnesota Institution for Defectives, 1890, p. 99. See also Neurology, lvi, 1955,

p. 419.
2 On association of epileptics with the mentally ill, see Proceedings of American

Medical Psychological Association, 1904, p. 180; Proceedings of National Conference

on Charities and Corrections, 1908, p. 196; Bulletin of Iowa Board of Control, 1906,

p. 444; Transactions of National Association for Study of Epilepsy, 1877, p. 35;

1908, pp. 120, 162; Cooperation, vi, 1906, pp. 263, 364.
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with respect to ttose who are received in them. Private hospitals have

the lowest proportions, they having ~ather wide selective powers. Epi-

leptics appear no longer to have a place in county hospitals. Over th.

years there seem to be little changes in the several proportions.

In the following table are given the percentages of all first admissions

of epileptics who have been placed in hospitals for the mentally ill

among first admissions to both institutimis and hospitals, and the per-
centage distribution of such admissions to mental hospitals according

to kindstate, veterans, county and city, and privatefor the years 1938

to 1951.8
Of all first admissions of epileptics to institutions of any kind for the

period in question, from one-fifth to one-fourth in general have been

to mental hospitals, though in war periods the proportion may have been

much larger, possibly reaching one-half. Over the years there are varia-
tions in the proportions in mental hospitals. Of all first admissions to

mental hospitals much the larger numbertwo-thirds or three-fourths
usually (at times almost all )have been to state hospitals. In veterans
hospitals, mostly availed of in war years, the E- .,:xtion has usually been
less than one-tenth, of later years nil; in war years, it has been as high

as two-thirds. In county and city hospitals, found in a few states, there
have been but a few per cent. In private hospitals, found in about half
the states, there has been usually from one-tenth to one-fifth. The pro-
portions in the several hospitals have varied from year to year. There
seems to have been an increase on the whole with state hospitals, possibly
indicating a decline with the other mental hospitals, with the state
hospital becoming more and more the receptacle for epileptics who are
placed in mental hospitals, or with increasing concentration here. There
has appeared a slight increase also with private hospitals.

hi the table on page 143 is given the percentage of first admissions of
persons "with convulsive disorder" to hospitals for the mentally ill among
all institufions of any kind both special institutions and mental hospitals
(with or without inclusion of discharges ), and the percentage distribution
of such admissions according to the form of mental hospitals (1952-1959).

3 In 1951 of the total population in state mental hospitals the percentage with
psychosis (with convulsive disorder) was 2.5, in county and city 1.0, in psychopathic
0.7, and in veterans 1.4. The corresponding percentages for those without psychosis
(with epilepsy) were 0.6, 0.8, 0.7, and 0.6. Of first admissions the percentage with
psychosis to state hospitals was 1.3, to county and city 1.0, to psychopathic 1.1, and
to private 0.5. The respective percentages for those without psychosis were 0.5, 0.4,
0.8, and 0.3.
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PER CENT OF EPILEPTICS IN MENTAL HOSPITALS

143

Hospital

With discharges from general hospitals

1959 1958 1957 1956 1955 1954 1953 1952

Total
Public
Psychopathic
Private
General with psychiatric

facilities

Per cent of total
78.2 82.8 78.7 80.0 76.7 79.7 76.2 79.6

Per cent distribution
100.0 100.0

57.6 53.3
0.7 0.7
4.4 4.7

100.0 100.0
55.0 51.5

0.8 0.8
4.8 5.6

100.0 100.0 100.0
43.a 45.0 51.9
0.6 0.7 2.5
5.2 5.7 7.5

100.0
41.0

0.9
6.4

37.3 41.3 40.0 42.1 50.9 48.6 38.1 51.7

PER CENT OF EPILEPTICS IN MENTAL HOSPITALS

Hospitals

Without discharges from general hospitals

1959 1958 1957 1956 1955 1954 1953 1952

Total
Public
Psychopathic
Private
General with psychiatric

facilities

Per cent of total
70.3 69.1 71.1 63.4 64.9 65.3 65.2

Per cent distribution
100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

85.1 90.8 90.0 88.5 90.8 92.0 87.8. 85.5

0.9 1.5 1.2 1.5 1.5 1.2 3.3 1.2

14.0 7.7 8.8 9.6 7.7 6.8 9.3 13.3

The proportions vary among the several kinds of hospitals. When gen-

eral hospital cases are excluded, something like nine-tenths of first ad-

missions are to public hospitals; when such are included, their prc:portion

become far less, for the most part only a little above one-half. For psy-

chopathic l-,;.itals there are hardly 1 per cent, if that many. For private

hospitals th.. oportion is about 5 per cent with general hospitals in-

cluded, an.1 several per cent more as a rule when they are not.

Of all epileptics, or those "with convulsive disorder," in institutions of

any kind, some foui-fifths in these later years go to mental hospitals of

one kind or another-or not counting discharges from gen ral hospitals

with psychiatric facilities, two-thirds. Considerably larger proportions

are found for persons in mental hospitals with "convulsive disorder" than

is the case with those designated simply as "epileptic," the proportions

for the one being around two-thirds as against an average of one-
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fourth for the other. When discharges from general hospitals are in-
cluded, the proportion for mental hospitals is a few per cent more.

Any increases for the later years are doubtless in large part ascribable
to the declining numbers in the special institutions. Possibly those "with
convulsive disorders" are regarded to a less extent as normal or regular
epileptics, or mostly as less serious cases. Such would seem more likely
with respect to psychopathic hospitals. The circumstance that the
number of first admissions always exceeds the number of residents
would indicate that the milder uases are those most involved.

The period of time involved here is too brief to disclose any marked
trends. Very likely there is an increase in the number of epileptics enter-
ing mental hospitals, something to be expected with the decreased use
of special institutions for them.

The turnover in mental hospitals is greater than in special institutions
for epileptics ( and mental defectives). Though less than one-third of all
admissions have been to mental hospitals, over one-third of all discharges
have been connected with them (1951). The ratio of discharges to first
admissions has been substantially greater for epileptics from mental
hospitals than from the institutions, or three-fourths as against three-
fifths. Readmissions have also been more frequent with mental hospitals,
or over twice as great as with institutions. Fewer returns are to be ex-
pected with the former.



Chapter XXVII

PRIVATE INSTITUTIONS FOR
EPILEPTICS

There have been very few private institutions especially designed for
epileptics in the United States. Private institutions for mental defectives
which also receive epileptics have not been numerous, hardly more than
half a score at one time. They are now recorded in few more than a
dozen states, most largely for mental defectives, with scarcely any for
epileptics alone, and these for the most part being discontinued.

Generally in states with institutions for epileptics these must be duly
licensed, for the most part with due inspection by the public authorities
before operations could be carried on. With epileptics by name have
been such states as Massachusetts,' Michigan,2 New York,3 Virginia,4
and Wisconsin.5 (In certain instances application is to diagnosis centers
as well.) In addition, in states like California, Connecticut, Illinois, Indi-
ana, Iowa, Kansas, Maine, Maryland, New Jersey, North Carolina, Ohio,
Pennsylvania, and West Virginia, the provisions of the law, rather re-
ferring to the mentally defective or to the mentally ill, could possibly
be made to apply to epileptics as well. In general, license has been
through the state department of public welfare or of public health having
charge of such matters. In practically all of the states license has been
required of private hospitals in general, medical institutions, child
caring agencies, charitable institutions, and similar institutions, among
which institutions for epileptics might at times be included. In nearly
all the states also a measure of supervision or inspection might be ex-
pected from some public body or other.°

In certain institutions some of the inmates or patients have been at
public expense, but for the most part in exceptional circumstances. Now
and then there have been donations from private sources, particularly in
the case of those under religious auspices, possibly including land or
buildings. The private institutions have been in general for those for

1 Ann. Laws § 123.33.
2 Corn. Laws § 14.850.
3 Cons. Laws, Ment. Hyg. § 20, Pen. § 566a.
4 Code § 37.254.
5 Stat. §§ 58.08, 146.30.
6 For a fraudulent institution, see Charities, xiii, 1904, p. 189.
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whom payment was to be made by families or others in a private
capacity.7 In some instances pay might be for a life time, possibly
through a trust fund.°

A portion of the private institutions have been in the hands of private
individuals, especially of physicians, conducted more or less on the order
of sanitariums. Other institutions have been rather on the order of cus-
todial institutions to an extent, on the order of nursing homes. A few have
been under special boards organized for the purpose. Certain ones have
been under the auspices of religious bodies, and conducted largely as
religious affairs. In the last named, charges have been made only for
those able to pay, these being very few in number.°

The institutions have been called by different names, for the most part
homes, hospitak, or colonies. In most, attempt has been made to create
a home-like atmosphere and environment.

The private institutions might accept children only or chilacen and
adults. The smaller number of institutions for mental defectives, as we
have found, have accepted them. A portion of those received have been
of other descriptionspostencephalitic, psychopathic personality, or cases
involving behavior problems. Certain ones have been for females only.
A tendency of later years in some has been to accept inebriates azd other
classes along with epileptics. Institutions in general have sought to
provide treatment of both custodial and therapeutic character. Certain
institutions have been rather for temporary treatment, especially for the
purpose of securing control of seizures. Education might be provided for
those capable of receiving it. Attention has been given to both mental
and physical condition, usually with ample facilities for recreation and
entertainment. Research has been carried on to a greater or less extent,
including laboratory work.

7 Charges have varied, running from a thousand to several thousand dollars.
8 The amounts for the purpose have varied considerably, perhaps averaging

something under ten thousand dollars.
9 The Oakbourne Hospital and Colony near Philadelphia was a merger in 1896

of the St. Clements Hospital for Epileptics and the Pennsylvania Epileptic Hospital,
having received some public aid, as well as appreciable private donations. The
Passavant Memorial Home at Rochester, Pennsylvania, created in 1895, has been
under Lutheran auspices. The Evangelical Emmaus Homes in Marthasville and

St. Charles, Missouri, are under the German Evangelical Synod. The Home at
Fort Deposit, Maryland, has been under the King's Daughters, Under the Epilepsy
Foundation there has been established at Leesburg, Virginia, a national children's
rehabilitation center, with diagnosis, medical, psychiatric, and educational facilities

for treatment.
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Of all epileptics having institutional provision about 2 or 3 per cent

have been found in private institutions. Of all first admissions to institu-

tions about 5 or 6 per cent have been to private institutions, a larger

proportion than in the former case because of the greater turnover in

private institutions. The proportions have not varied greatly with the

years. The number of inmates or patients in a single institution has been

generally small, one with more than a dozen or a score being an exception.

Of epileptics admitted to mental hospitals, about one-fifth or one-fourth

have been to those in private hands.
There has been considerably greater turnover in private institutions

than in public. In the former there has been also a somewhat shorter

stay, largely no doubt for the reason that private institutions have re-

ceived a smaller number of the incurable or unimprovable or of persons

for whom a less lengthy residence is deemed necessary. In the private

institutions there have been appreciably fewer readmissions, possibly

because those released have been so much better off that return to the

institution has not been called for. Both admissions end discharges here

have been relatively more frequent than in public institutions, at times

several times as frequent. A greater number of discharges could be

expected at the private institution because of a larger proportion found

fit to be discharged, perhaps already in better condition in the first

place, and some helped by the greater amount of individual attention to

be had at the private institution. Most discharges from the private insti-

tution have been directly from it, and relatively few as "extra-mural"

cases, or on parole. There has been much less of treatment of this kind

in private institutions, only about one-third or one-half as frequent as in

public institutions. Transfers have involved private institutions to a
relatively greater extent than they have public indicating again the
relatively brief stay in the private institutions. A larger number have

been from private institutions than to them, indicating the removal there-

from of unsuitable cases. Deaths seem somewhat less frequent in the

private institutions, with almost none extra-mural, perhaps because of

better care in some private institutions, or because those in fairly good
health are likely to be received in them.°

In a few of the larger cities there have been what may be called centers

for epileptics, interested in their general welfare, providing clinical serv-

ice if needed and possibly concerned with employment (perhaps includ-

ing sheltered workshops).

10 On private institutions, see E. N. Harris, Directory of Institutions for Exceptional

Children, 1954.



Part IV

NON-INSTITUTIONAL PROVISION
FOR EPILEPTICS

Chapter XXVIII

POSSIBLE EMPLOYMENT OF
EPILEPTICS

Without doubt a larger number of epileptics can be remuneratively

employed than is now the case. A fair proportion can do a fair day's

work when given the chance. Some can do as good a job as non-epileptic

persons. The matter is deserving of much greater research and study

than has so far accorded it. There should be a wider exi. loration of the

jobs that are possible for epileptics. Their potential assets need to be

brought to light. (The matter of possible employment is further to be

considered in connection with parole and colonies.) There is also the

possibility of "sheltered" shops, somewhat on the order of similar es-

tablishments for the physically handicapped, as the blind or mental

defectives, in which persons of prescribed qualifications live and work

a small portion possibly under one roof, or in establishments combining

living or boarding and working facilities, all under due direction. Some

here could be so trained as to be able to go out and earn their living.

A job training center may in some cases be advisable. Many need no

special training. The more skilled the worker, the better off he is.

In the general field of employment it is to be remembered that em-

ployers are rather averse to having employees suffering with epilepsy,

especially under the wcrkingmen's compensation laws of the present day.

There will have to be well-considered efforts to meet this attitude, and

to overcome such objections. Workingmen's compensation laws are not

always on an equitable or reasonable basis. It is also to be recognized

that the public is somewhat unwilling to patronize mercantile establish-

ments if an epileptic employee is in them. Fellow employees may have

feelings of distrust when an epileptic is working alongside. Some schools
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decline to employ teachers with this trouble. There is always a fear
of an epileptic seizure, with danger to themselves or to others. In this
connection it is not to be lost sight of that what is known as automation
is to play no small part in the whole situation. Of epileptics applying
for jobs only the smaller number appear successful. A wide and thorough
campaign of education is required here. A beginning has been made,
but much is still called for.

Opinions differ as to the proportion 0 epileptics who can be employed.
Some estimates are high, others low. Much depends on the individual
concernedhis intelligence, adaptability, and preparation. Much like-
wise depends on his conditionthe type, severity, duration, frequency
of seizures, together with possible prior warnings of their oncoming. In
general when manual tasks are to be undertaken, they should be of rather
simple nature, not necessarily involving great skill or dr xterity. In
particular, tasks are preferable where there is relatively little use of
moving machinery or sharp-edged tools, or proximity to revolving or
unprotected machinery or to hot substances or to electric currents.
Work on scaffolds or ladders or on a height or climbing of stairs is to be
avoided. Operation of vehicles is to be allowed only in circumstances
where one is proved competent. Work of any kind in which a fellow
employee is endangered from a possible epileptic fall or otherwise is

not to be encouraged. Nor is work to be subject to public gaze; nor on
the other hand, in an isolated position with no other persons near. Fore-
men in factories should be told of one's epileptic condition. In work-
ingmen's compensation laws, already pointed out, there should be fair
and reasonable provisions for the work of epileptics.' Vocational training
should be available, especially at day schools. Rehabilitation work with
epileptics is always in order, as is also wise counseling.

Farm work or other outdoor labor is quite desirable for epileptics,
with its invigorating atmosphere, and away from others' eyes. In
institutions, as we have seen, much attention has been given to farm

1 No higher rates or extra premiums should be required if the accident frequency
rate for epileptics is no higher. There could well be among employers a developmental
fund for the reimbursement of an employer in case of an accident arising out of

pre-existing disability, as is now done to some extent.
In an inquiry among 314 employers it was found that 4 per cent would be

willing to employ epileptics, 23 per cent under approved conditions, and 73 per cent
not at all. National Epilepsy League, Total Rehabilitation of EpilepticsGateway to
Employment, 1962, p. 65. in a public opinion poll the favorable vote was 58

per cent in 1951, as against 45 per cent in 1945.
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work, both for its beneficial effects on epileptic workers, and as a means
of contributing to the support of the institution. In an institution there

may have also been certain vocational training.
There are certain forms of occupation which may be quite suitable or

acceptable for epileptics. Such may be the work of accountants, book-

keepers, gardeners, photographers, librarians, florists, secretaries, typists,

salesmen, shipping clerks, dressmakers, interior decorators, printers, shoe

repairers, and the like. In addition, with essential individual qualifications,

and with due preparation, there are professions in which some epileptic

persons could give a good account of themselves. In an increasing num-

ber of schools, persons with epilepsy are permitted to teach provided
seizures are under control during teaching periods. Some epileptics have

done well in air craft work. Civil service employment is for the most part

open to qualified epileptics.
Epileptics are less subject to accidents than has been generally sup-

posed. It has been found that accident rates are not appreciably increased
when epileptics are employed. In one investigation it was found that the
accident rate per 1,000 was 5.5 for epileptics, as against a general rate
of 4.0, with the frequency rate 8.3, as against 7.6. In one state, of 100,000
accident cases only 9 were due to epilepsy seizures. In some industrial
undertakings no accidents have been reported. It is to be remembered
that epileptics at work are very careful; they are unwilling to take

chances.2 It is also to be remembered that epileptics are not generally
engaged in particularly dangerous tasks. Epileptics at work should be in
understanding and sympathetic surroundings.

The proportion of epileptics who might have remunerative employment
has been variously estimated. By some it is believed that of epileptics

of proper age, tWo-fifths are employableone-fourth at regular tasks,

and one-seventh at lighter. By others it is thought that half of them
in otherwise good health are able to work fully, and over one-third
partially, with one-fourth quite incapable. It has even been said that
four-fifths may be given work if properly treated.3 Those in employment
have been found to be about equally divided among professional and
business workers, clerical and skilled workers, sales and service workers
and unskilled workers.

2 According to the Association of Casualty and Surety Companies, no higher

rates are charged in general in respect to handicapped persons.
3 In an investigation among 1000 clinical patients 73 per cent were found to be

employed. Industrial Medicine, xi, 1942, p. 571.
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Though not much in general has so far been done to advance the

employability of epileptics, there are certain encouraging features in

the situation. Greater consideration on different sides is now being given

to the matter. Organizations concerned with epileptics, notably physi-

cians, are making vigorous efforts for the education of the public on the

subject. Some businessmen are displaying increased concern in the mat-

ter. In Federal rehabilitation programs there is an increasing place for

epileptics, including occupational and recreational therapy, vocational

training, consultation, guidance, placement, supervision, and follow-up,

besides due mental and physical diagnosis and medical treatmentto-
gether with the supplying of tools where necessary. Social security

benefits in general are available for epileptics. Provisions for them may

be included under provisions for the crippled. Though there was only

a slight percentage (2.1) of epileptics reported as vocationally rehabili-

tated under the auspices of the United States Government, these have
earned several million dollars a year, as against earnings of a quarter

million previously. They numbered 2211 in 1963 (as against 1682 in

1957). Per capita training costs averaged $488. By both Federal and state

departments of labor it is reported that the work of epileptics compares
well with that of others.4 In workingmen's compensaticn laws there is in-

creasing regard for epileptics, and with respect to dangers to and from

them. As we have seen, in many states today where a worker has a prior

disability, and a new injury occurs, the employer is generally liable only

for the second. Such laws are reported as having worked well.

As time goes on, and with better understanding of the situation, ever

incl. easing numbers of epileptics are finding employment, even though

at a very slow rate. An enlarging number of employers are willing to

take on epileptics, some large industrial establishments having a hundred

or more, with their work in general regarded as satisfactory.5 Goodwill
Industries often have an appreciable number of epileptics. Special

"sheltered" workshops for epileptics alone have so far had little place,

they in some cases to be rather training centers, with some prepared to

go outside for employment tasks. Home work with due market direction

for products has certain possibilities, but so far but little developed.

A very encouraging consideration lies in the policy of the Federal

4 See United States Department of Labor Bulletin, no. 22, 1950; no. 33, 1954

(Performance of Physically Handicapped Workers ).

5 In one industrial establishment in California only epileptics have been employed,

some three score in number, with an accident rate below the average.
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Government to employ epileptics so far as they are not otherwise
incapacitated.6

Nom TO CHAPTER XXVIII.On possible employment possibilities for epileptics,

see L. Neuschultz, Jobs for Handicapped, 1956; W. H. Soden, Rehabilitation of
Handicapped, 1949, p. 120; C. D. Bridges, Job Placement for Handicapped, 1946, p.
208; W. G. Lennox and S. Cobb, Employment of Epileptics, 1942; A. Bickmore,
Industrial Problems and Epileptics, 1913; H. H. Kesler, Rehabilitation of Physically
Handicapped, 1947, p. 168; E. Peterson, Employment of Epileptics, 1896; E. N. M.
O'Sullivan, Textbook of Occupational Therapy, 1955, p. 167; G. N. Wright, Report
on Epilepsy Problem (Rehabilitation Literature), 1960; J. E. Davis, Principles and
Practices of Rehabilitation, 1846, p. 109; M. Udel, Work Performance of Epileptics
in Industry, 1959;

New York State Interdepartmental Board, Health Resources, 1957; National
Epilepsy League, Neurological Disorders and Industry, 1959; Gateway to Employ-
ment (G. N. Wright, F. A. Gibbs, and S. M. Linde), United States Department of
Veterans Benefits, Pamphlet no. 236, 1960; Proceedings of National Institution
Epileptic Rehabilitation, 1960; Federal Employment and Guidance Service Survey
[with respect to] Hiring of Physical Handicapped, 1959; Federal Office of Vocational
Rehabilitation, "Shall I Tell My Prospective Employer that I Have Epilepsy," 1962;
University of Minnesota Hospital, Employment Problem of Epileptics, 1963; Group
for Advancement of Psychiatry, Publications no. 36; The Person with Epilepsy at
Work, 1947;

Transactions of International Congress of Eugenics 1921, i, p. 226 (Eugenics in
Society and State); U.S. Office of Vocational Rehabilitation, Epileptics and Mentally
Retarded, Bulletin, 1948, no. 56; 1950, no. 123; SeAes, no. 96 (450) and passim;
U.S. Department of Labor, Bulletin no. 262, 1948; no. 928, 1961; President's Com-
mittee on Employment of Physically Handicapped, 1954; U.S. Public Health Service,
Neurological Diseases; 75th Congress, 1st session, House, Res. 45, Hearings part ii,
1945, p. 1362; Wisconsin Study Book of Vocational and Adult Education, no. 28,
1944; Report on Wisconsin Rehabilitation Problem of Epileptics, 1957; American
Epilepsy Foundation, Help for Disabled through Vocational Rehabilitation, 1960;
Federation Employment and Guidance ( as to) Hiring Physically Impaired Workers,
1960; Epilepsy Foundation, Underwriting and Rating of Workman's Compensation
Insurance, 1964; United Epilepsy Association, Working PropositionNew Medical
Methods Meet Industry for Manpower Needs, 1963; Civil Service Commission,
Epileptics in Federal Service, 1962; Guide to Placing Physically Disabled, 1961;
National Association of Manufacturers, Guide for Hiring Physically Handicapped,
1960.

Public Health Reports, lxxvii, 1957, P. 883, and passim; New Jersey Public Health
News, Jan., 1952; Sept., 1954; British Journal of Psychological Medicine, xi, 1948,
p. 141; California and Western Medicine, lxii, 1945, p. 9; University Medical Maga-

zine, xxvi, 1942, p. 195; Rehabilitation Literature, xxiv, 1963, p. 172; Conference

6 In connection with Federal Vocational Rehabilitation there have been set up in
several places what are known as "Epi-habs," to serve more or less along experi-
mental lines in providing jobs for epileptics.
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Board Management, March, 1948, Epilepsia, passim; Industrial Management, xxxiv,

1945, p. 386; International Journal of Neurology, Jan. 1959;
American Journal of Psychiatry, cv, 1948, p. 417; cvii, 1950, p. 257; Nervous

Child, vi, 1947, pp 57, 106; Industrial Medicine and Surgery, xxx, 1951, p. 447;

Journal of Mental Science, xxxviii, 1892, p. 318; xli, 1895, p. 89; civ, 1958, p. 103;

Mental Hygiene, v, 1922, p. 332; xvi, 1933, p. 177; and passim; Economic Security

Review, xvii, 1951, p. 30; Journal of PsycholGgy, xlix, 1960, p. 123; Industrial Medi-

cine, xi, 1942, p. 511; xv, 1946, p. 495; xviii, 1949, p. 45; Medical Annals of 1Ystrict

of Columbia, xx, 1951, p. 658; American journal of Public Health, xx, 1951, p. 533;

Journal of American Medical Asscfiation, clii, p. 163 (American Medical Association);

Archives of Environmental Health, i, 1960, p. 257; Practical Nurse, May, 1930; Fac-

tory Management, June, 1956; Epilepsy News, July, 1954; Occupational Psychology,

passim; Industrial Education, passim; Rehabilitation Record, passim; Industrial Psy-

chology, passim; Vocational Guidance, passim; Personnel and Guidance Journal,

passim; Journal of Rehabilitation, passim; Occupational Therapy as Rehabilitation,

passim; Occupations, passim; Occupational Education, passim. See also Chapter on

Colonies.



Chapter XXIX

COLONIES
Following the wane of the special institutions in the work for epileptics,

similar has been the fate of the colony, which was an offshoot of the

institution. A relatively late development, but a natural Pme, in the treat-

ment of epileptics in the United States was the setting up of colonies

for those for whom special provision was called for. Here institutional

procedure, though still continuing, was to be more or less reduced, and

with the conditions of life somewhat simplifiedlife in general to be

lived on a more normal basis. A special aim was to give inmates or

patients wider opportunities to engage in productive toil, which was to

their great advantage, while contributing materially to the support of the

colony or of institution if so connected. The institution itself was to be

largely the colony. With the lessening of special institutional provisions

for epileptics, the colony becomes of diminishing importance, as such

little to be recognized.
With epileptics there were to be special benefits in the colony, apart

from more home-like surroundings and the gains from farm work.

Therapeutic values were very considerable; with due medical treatment

ever available the frequency and severity of attacks were likely to be

reduced, with seizures more under control. In addition, patients, while

here, were not exposed to the gaze of strangers. Possibilities of unhappy

marriages were lessened. Undesirable contacts were avoided. Wider

recreation could be afforded. General discipline was promoted.' There

was to be increased self-respect. Inmates could sympathize with and

help each other. They could feel themselves factors in the work of the

1 Special advantages of the colony have thus been indicated: "The sight of a

convulsion is less horrifying (to inmates) than to other people, and they know that by

other inmates they will not be scorned or ridiculed." Report of Illinois Board of

Charities and Corrections, 1898, p. 72. Advantages have been thus summarized:

Epileptics are made more useful; their modes of life can be better arranged;

existence will be quiet and orderly; discipline can be improved; better individualization

is possible. (Report of Connecticut Commission on the subject, 1895). A further

statement is as follows: "The farm colony is the ideal method of treating epileptics

from every point of view . . . it is desirable in justice to the community . . . and to

the helpless epileptic [whom the state must protect from himself] . . . standing as

he does on the border line of insanity, [he is liable to anti-social action]. Westminster

Review, clxxi, 1909, p. 185.
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colony. Happiness and contentment were to be promoted. A certain
feeling of independence was to be instilled, and general morale advanced.

The colony, furthermore, might be a proving ground to test one's

fitness for parole. It might be a training school for adjustment to outside

lifepreparation for return to one's own community and dwelling there,

a sort of "half-way house." With some, life might be so improved that
vheir release becomes possible, unless it was felt that home environment
or other circumstances mient militate against their improvement. For
those who must remain, the colony life provided the control and super-
vision that were needed.

In respect to epileptics the term "village" was possibly better than
"colony," to denote the place where the epileptics were to live, giving
as it did a fuller idea of its purposes and aims. It was to be self-
sufficient, and the inmates were to feel that they had a world of their
own. There might be a number of departments, all to be coordinated into
one whole. ..!ncluded were: farm, home, school, vocational center, and
hospital. Farm work was not for allonly for those who were qualified
and in some degree responsive.

For the village or colony land might be purchased or rented. It should
be accessible, of fair or considerable size; while not necessarily the best
land available, it should be cultivable, and not too expensive. Within
the farm were to be woodlands, orchards, dairy sections, livestock areas,
gardening. A farmhouse, if in good condition, might be the nucleus of
the colony. If additional buildings were called for, they should be on
the cottage system, with a larger assembly structure. There should be
facilities for recreation, entertainment, education, and hospital service.
The colony should make an approach toward self-support. Possibly some
of the produce might be sold in the market. In certain cases the colony
might be able to hire out some of its inmates, to neighboring farmers,
with all business arrangements being made throligh it, and it exercising
more or less supervision over the matter. Outside contacts in general,
were to be encouraged and promoted. There was some enthusiasm over
the colony idea.

As with institutions for epileptics in general, so with colonies; they
are more and more being given over for the reception of other classes
as well, as alcoholics, something already noted. As also previously
observed, with the improved therapeutic tr eatment of epileptics there
will be larger numbers of epileptics to remain in their own homes or
communities, with less need of departure to an institution or colony.
SJgregation of epileptics is in large measure passing out.
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Chapter XXX

PAROLE
At one time, in part along with the colony, there had come into being

a notable phase in the work of institutions for epileptics, outside the

institutions proper, one that has had increasing use as well in other

forms of welfare work, particularly with the mentally ill and with pri-

son convicts. It has been known as parolesometimes as after-care, and

more generally as extra-muralwhereby persons who have been con-

fined to institutions for a greater or less length of time, and for whom

the plan is suitable, have been allowed to leave and to remain absent

from its bounds, but under its careful supervisionwhat could perhaps

best be called conditional release. With the decreasing institutionalization

of epileptics, like the colony, it belongs rather to the past; it has little

place in the work for epileptics today.
Parole is a type of care in which is tested the ability and the inclina-

tions of the patient or inmate to adjust himself to the normal life of the

community in the outside world. It is to be likened to the out-patient

arrangements of a hospital for the sick, or the system in wide use with

penal or correctional institutions. It is of like kind with what more or

less goes under this term in institutions for the mentally ill. It also some-

what resembles placing out, as practiced in orphanages and other institu-

tions of this order. It was to be carried out under "parole officers" or

field agents or social workers. It involved follow-up work or social service

extended to the home or community.
Parole also has had the advantage of releasing a number of patients

or inmates from the institution, thus making room for others in their

place. As parole was considerably less expensive than institutional care,

there might be much saving in the cost of institutions. This factor, how-

ever, was not to be carried too far, as proper parole required properly

qualified supervision.
Under the system of parole there have been permitted to remain out

of the institution, but always subject to its control and direction, those

persons who had been found fit for such treatment, or who could give

promise of a successful life away. A particular qualification has been the

ability to do some work around the home or farm, or at any rate as-

surance that one would give little trouble or could be properly taken

clre of outside. The test has lain in one's competence to make adjust-
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ment away from the institution. With some a consideration has been

the possibility of remunerative employment after departure from the

institution. Parole has not been for those who could not be expected to

get along outside the institution, or who might prove troublesome or

dangerous at home or in the community, or for those in general who

would fare ill away from the protecting arms of the institution, or who

would be without family or friends or some agency to be responsible

for them. Accessibility to educational advantages would have con-

sideration for those so fitted.

If parole appeared successful, there was to be permanent discharge

from the institution; or persons on indefinite parole might be regarded as

dischargedthough in either case they were to be subject to return

to the institution, it retaining its oversight and authority over the re-

leased person, with power of recall if all had not gone well, and with the

resumption of institutional treatment. Some local social service agency

might well cooperate in dealing with epileptic parolees.

Colony treatment (already considered) might often be regarded as

a suitable preliminary to parole, in case such colony arrangements were

at hand. It might well be looked upon as a stepping stone or "half-way

house" in that direction. The colony might, as we have seen, determine

one's fitness for parole. Colony and parole should be linked together

as far as possible.
There might well be in some cases, furthermore, temporary visits or

trial periods with one's family or with others in position of responsibility,

before formal parole was to be authorized. Absences or vacations from

the institution should be of progressive character until eventually the

full stage of parole was reached. Policies of institutions have differed

as to the return of parolees, these in some cases being re6 ied simply

as returned inmates, and in other cases as actual readmissions. In some

states one who has done well on parole for a year or more was to be

automabcally discharged. Parole has in a limited way been known in

America for some years, but it has had its most frequent use and fullest

development in the years of the twentieth century.

For the most part parole might be said to have been successful where

Wed, particularly in cases that have been suited or fit for it, and where

there has been proper supervision or field service. There have bt,en

on the whole few complaints of abuses of the system or of misbe-

havior of those on parole. Escapes or attempted escapes have not been

numerous.
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The proportion of the institutional population on parole has varied

greatly among the different states; for the country as a whole it has

been about one-ninth of this population. Certain states have been en-

tirely without such parole, though the proportion in general for a time

seemed to be steadily growing. It has been afforded to males somewhat

more than to females, evidently regarded as more suitable for the former.

The practice has been almost unknown in private institutions. The extent

to which parole has been allowed has depended in some measure on

the extent of institution overcrowding, the extent and efficacy of the

methods of therapy, and the extent to which social workers or parole

officers have been available outside the institution.
With the institutional treatment of epileptics declining as it is now

doing so steadily, the matter of this parole from institutions has, as we

have noted, correspondingly less place.
What is known as "family care"placing in a private horne, not one's

own, or in a foster or boarding homehas seldom or almost never been

the case with epi:epticsin some years there having been none at all or

only a fraction of one per cent. Most families have been unwilling to

accept epileptics in this way, even the milder cases. Besides, there could

not well be expected the full nursing or medical attention that has so
often been necessary. Parole as formerly understood belongs to an earlier

day, to a day before de-institutionalization had set in. As such it is of

but little consideration or consequence today.
"Extra-mural" is now the prevailing conception and the term em-

ployed. It may cover different thingstrial visits home, family care,
temporary vacations, work leave, or other occasion for absence. Another

means of departure is in escape or run-away or "unauthorized leave", if

such should occur. "After-care" is a term that has been used to take the

place of "parole."



Part V

ORGANIZATIONS CONCERNED
WITH EPILEPTICS

Chapter XXXI

ORGANIZATIONS CONCERNED WITH
EPILEPTICS

In 1898 was organized the National Association for the Study of
Epilepsy and the Care and Treatment of Epileptics. It was for the

purpose of "promoting the general welfare of sufferers from epilepsy and

of securing statistical study cases and methods of cure of this disease,

of assisting the various states in America in establishing a uniform

system of care of epileptics, and of advocating the care of epileptics in

institutions designed for their special needs." It and like bodies were

also to foster research into the causes of epilepsy and the tTeatment

of epileptics, to disseminate information on the subject and to educate

the public, to promote local clinics, to secure in_proved personnel for

institutions, to increase the industrial opportunities for epileptics, to

cooperate with welfare, educational, and other agencies in the interest

of epileptics, and to secure desirable legislation. This body was composed

largely of specialists in the field of epilepsy and of medical officers of

institutions. Branches were set up in certain of the states.

In 1909 was organized the International League against Epilepsy. In

1936 was formed the American branch of this League, known as the

American League against Epilepsy, becoming in 1957 the American

Epilepsy Society, composed largely of physicians. In 1939 was set up the

Layman's League, in 1944 becoming the American Epilepsy League. In

1940 was created the National Association to Control Epilepsy. In 1949

1 see Proceedings, 1906, p. 146.
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the two bodies last named were united into the National Epilepsy League.

About this time there came into being the United Epilepsy Association,

made up of the Epilepsy Association of New York (1946), the Commit-

'tee for Public Understanding of Epilepsy, and the Foundation to Control

Epilepsy (Variety Club ).
In 1954 was formed the American Epilepsy Federation. About the same

time was created the Federal Association for Epilepsy, later the Epilepsy
Foundation. ( The latter provides a center for the institutional treatment
for a certain number of epileptics. ) In 1965 there was an amalgamation

of the National Epilepsy League, the United Epilepsy Association, and

the American Epilepsy Federation, under the name of the Epilepsy As-

sociation of America.
Over the country there have also been regional, state, and local organ-

izations, including the Western Institute in Epilepsy. There is a World

Federation on Epilepsy, and an International Bureau on Epilepsy. Some

of the national bodies have local or state branches or affiliates.

By the American Association for Research in Nervous and Mental

Diseases in cooperation with the bodies just named, there has been
research in this field. Such is the case also with the American Academy
of Neurology, the American Neurological Association, the American

Academy of Clinical Psychiatrists, the Group for the Advancement of

Psychiatry w,..11 Children, the National Society for Crippled Children

and Adults, and the National Committee for Research in Neurological

Diseases.
Besides the National Institute of Mental Health under the Federal De-

partment of Health, Education and Welfare, there has been created the

Institute for Neurological Diseases and Blindness which is concerned

in part with epilepsy, including the carrying on of research in general,

with research centers over the country. Other Federal agencies concerned

are the Vocational Rehabilitation Administration and the Veterans Ad-
ministration. Certain Social Security provisions may have application

where disability is hivolved. Likewise concerned is the DeFartment of

Labor, together with Employment Security.
Government agencies more or less involved with the matter of epilepsy

include the Children's Bureau, which may extend to them its services to
the crippled, and those having to do with programs for child welfare and
family service, maternal and child health, public assistance, families of

dependent children, aid to the blind, old age assistance, those perm-
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anently and totally disabled. Amounts devoted to such work increase

with the years. Centers are encouraged and aided with respect to re-

search, employment facilities, community programs, and the like.

Interest in the work for epileptics is taken by certain private general

bodies, especially those concerned with mental health (notably the
National Association for Mental Health), with psychiatry, with mental

defectiveness, and with crippled children (some having special sections

dealing with epileptics). One organization on epileptics has been
amalgamated with the American Psychiatric Association, as a section

on Convulsive Disorders. Medical bodies in general are deeply interested;

in the American Medical Association there is a section on nervous and

mental diseases. Such is the case also to a greater or less extent with

bodies concerned with social work, health, nursing, education, recreation,
child welfare, and psychology. Work for epileptics is included in the

International Council for Exceptional Children and the International
Congress on Neurology. In certain of the bodies just named, there have

been special divisions on mental disorders. In community welfare organi-
zations in some cities work for epileptics is included.2 Workshops in re-
spect to epileptics are afforded in a few places, including universities. In

programs for crippled children place may often be found for epileptics.

From 1901 to 1911 there was published the Transactions of the National

Association to Control Epilepsy and the Care and Treatment of Epileptics.
"Epilepsia" (Journal of the International League Against Epilepsy, and
with the American Epilepsy Society), was published as its official organ
from 1909 to 1915, from 1933 to 1946, and then from 1951 to 1954, and

now after 1959. In 1959 was published "Green Light" by the National
Association to Control Epilepsy. By the National Epilepsy League has
been published "Horizon," and by the United Epilepsy Association "Let
Live" or "Epileptic News." By the American Epilepsy Federation has

been published "The Voice of Epilepsy" (EPI-VOX). By the Epilepsy
Association of America is published "The Spokesman." Periodicals like
"American Journal of Psychiatry," "Mental Hygiene," "American Journal

of Mental Deficiency," "Mental Retardation" and various nervous and
psychological journals have a place for the subject.3

2 In 1959 was created in New York the Baird Foundation Clinic, in 1955 taken
over by the Epileptic Center. There have been notable neurological institutes in

certain cities as New York and Chicago. At Johns Hopkins University there is a
special epilepsy clinic.

3 Moving picrures are at times used to educate the public.



Part VI

CONCLUSIONS WITH RESPECT
TO WORK FOR EPILEPTICS

IN THE UNITED STATES

Chapter XXXII

CONCLUSIONS WITH RESPECT TO
WORK FOR EPILEPTICS IN ME
UNITED STATES

We have now concluded our study with respect to the state of epilep-

tics and their tnatment in the United States. We have been dealing with

those in one of the saddest plights among the sons of men, under a

handicap of both menial and physical nature not paralleled elsewhere.

We have seen that after long years, dwelling under a cloud of misunder-

standing, public apathy, suspicion, mistreatmentavoided, shunned,

dreaded by their fellow menwe may be on the eve of new attitudes and

new policies for them in our society, though we realize that we shall

have a long way to go before we have anything at all in keeping with

their needs and demands.
Our first consideration in dealing with those suffering under epilepsy

has to do with the possibility cf the prevention or the greater or less

reduction of this affliction in the human race. There exists here a vast

field for medical, psychiatric, and neurological research, for research

along both physical and mental lines. Epilepsy from disease and from

accident, as well as what is of possible hereditary origin, is to be carefully

and broadly studied. In the constant advance of medical science we

cannot but hope that in time we will know far more regarding this dread

disorder than we now do, and that with the passing years further means

of relief or of cure or of prevention will appear before our eyes. Already

in some quarters research is definitely under way, to be extended, we

may hope, over ever widening areas. Already there have been fruitful

results, affording high promises toward the control of much of the
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dim J.-do drugs to an ever increasing extent are proving helpful, at

least ..ng seizures; they are beneficial and efficacious.

In an imi_Aediate program in our dealings with epileptics not alone
are neurologists and psychiatrists to be concernedand psychologists

along with them. In general all health agencies are to have a part in the
matter. The public, too, is to recognize the disorder in its several bearings.
Where cases are found, report should promptly be made to the proper
health or other authorities. Clinical and hospital resources should be
available everywhere for those in need of therapeutic attention, with
follow-up action as may be required. Traveling clinics should have a wide
place in our programs, especially in regions where hospitals and other
clinical facilities are lacking or restricted. Medical practitioners in general
should have some neurological study. In institutions, if epileptics are
to be so placed, there are to be the fullest therapeutic facilities. Initial
attention to the matter of epilepsy is to be set down as a public health
program, somewhat on the order of tuberculosis. (Its incidence is some-
what the same as for this disease and for diabetes.) In the work of
public health nurses, epileptics should have due regard. From central
stations drugs should be available for needed cases. In short, for epileptics
there should be universally early diagnosis and adequate therapy.'

With respect to etiological factors in epilepsy it may be said that
heredity plays but a limited part. It may not be so much that epilepsy
is directly transmitted but often rather a predisposition or tendencies

in that direction, which may under certain circumstances result in epi-

lepsy. Even if parents are without some neurotic or similar condition, it
may be in evidence in relatives in some such trouble. There is no doubt
that families may be affected, and that in some instances the disorder
passes from one generation to another. Epilepsy or a condition leading
thereto in near or distant forebears may be latent, not showing itself
in a given generation, but liable to manifest itself in a later one. It is
just possible that consanguineous marriages have some effect on the

matter, in case both parents are affected there being now intensified
possibilities of the disorder being transmitted; but this effect on the
whole appears to be slight. Much of epilepsy is traceable to non-hered-
itary factors.

1 Research is to be encouraged and promoted with respect to "structure, chem-
istry, and functions of the cellular components of the nervous system, their inter-
relationships in health and disease, and various matters in which their processes can
be altered or controlled." U.S. Department of Health, Education, and Welfare,
"Epilepsy," 1965.
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As a remedy to control the possible passing on o epilepsy, there has

from time to time been suggested a measure known as sterilization of

potential parents, with some of the states authorizing measures of this

kind. Ponibly in certain selected cases when there is plain mental defect

there might be advantage here; but on the whole there would be little

efficacious result. Our knowledge of the subject is highly limited, espe-

cially as to those on whom there should be operations. Segregation in

institutions would no doubt have some effect on this aspect of the situa-

tion, though special institutions for epileptics are now passing from the

scene. Our present and most immediate hopes in the matter lie K the

continued research efforts just pointed out.
The costs of epilepsy to society are serious. The very definite figures

we have had are those relating to public institutions for epileptics. The

annual cost of these in a recent year we have found to be well over

$50,000,000though a cost now being fast reduced. The cost of private

institutions and of day school facilities would add to thir). Besides all

the costs of therapeutk measures, of clinics, of research, of care in the

home, of court procedure, of general hospital and mental hospital treat-

ment, and of various other matters would come to a quite sizeable sum.

All this could hardly be less than seventy-five million, perhaps over a

hundred million dollars.
To be considered no less is the economic loss to the community during

the absence of large numbers of epileptics from its potential wage-

earners. Let us assume that there are, conservatively speaking, a million

epileptics in the United States, with about three-fifths between twenty

and sixty years of age, or some 600,000. By no means all of these are em-

ployable, some having other infirmities, and some women being house-

wives at home. If we take two-fifths (an estimate sometimes made), as

employable we have something like a quarter million who might have

profitable occupation. If the average wage is thought of as $5000, then

we find something well over a billion dollars as the potential earnings of

epileptics, or the amount that is lost through the existence of epileptics

in the United States. (From this sum is to be deducted the earning of

these epileptics actually employed at present, the amount of which we

do not know.) Total costs for epileptics, direct and indirect would be

hardly less than one and a quarter billion dollars. This figure cannot, of

course, be substantiated, but it may give some idea of the total costs.1

1 on costs of epileptics, see W. G. Lennox, Science and Seizures, 1946, p. 23;

T. J. Putnam, Convulsive Disorders, 1943, p. 3; New England Medical Journal, ccix,

1938, p. 92.
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But what has just been given does not represent the complete costs of

this affectionand of non-material nature. A large part of the costs can-

not be menQured in moneyto families, friends, neighbors, welfare

agencies, flea! h agenciesand above all in what those having it have

to suffer.
Old feelings about and toward them, though much modified of recent

years, have in considerable part rema;aed. Entrance of epileptic chil-
dren into schools has often been of an embarrassing nature, and their
educational progress has been hindered. Marriage has, in a number of

states, been forbidden by law, as with mental defectives and the
mentally ill. In certain states sterilization laws have been made to apply

to epileptics, as with the two classes just mentioned. In many states

epileptics have not been allowed to drive automobiles, unless possibly

with proof that they have not been subject to seizures for some time.
They have had difficulty in securing jobs; efforts have had to be made

to convince employers that many of them can do work quite acceptably.

A special phase of the concern of society in the epileptic population

is to be found in the treatment of them by the law. There is considerable

confusion here, as well as more or less misapprehension of the nature of

epileptics, with epileptics often embraced with the mentally ill or with
the mentally defective; or with "incompetents" in general. Though the
law touches them only in limited areas here, it affects both themselves

and the public. Alt: Jugh to some extent there are laws for their benefit
or protection, such laws ac those relating to marriages or sterilization

when there is no mental defect involved are quite out of order; they are
quite outmoded. The whole matter is in need of thorough examination,
which should be in the hands not only of the law-makers but of neu-
rologists and psychiatrists and of those in close touch with epileptics,
who are to have important words to say. In popular accounts today
(including magazine indexes), and in legal literature as well, epileptics
are often given an unhappy classification, or linked up with the mentally
affected. (The laws as to immigration might well be overhauled.)

When we come to examine the condition of the epileptics who are with

us, we are confronted al the outset with the unhappy fact that we do
not know how many there are in the United States; nor have we any
sure means of ascertaining. We are in great need of some sort of an
enumeration. We need to know not only the numbers that there are, but
also to have a diagnosis of individual cases, including a study of etiolog-
ical factors, family backgrounds, community environment, educational
and industrial capabilities, and the like. As already indicated, report of
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all cases when discovered should be made by families, physicians, social

welfare agencies, or otherwise to some central authority. A full registra-

tion of all cases should be maintained.
As to the number of epileptics in the United States there are various

estimates, as we have seen. There are probably well beyond one million

persons given to convulsions at one time or another. Some would set the

number of epileptics down as considerably more, perhaps twice as many.

In our treatment of epileptics, next after medical attention should be

consideration of their home environment. Families should be given

counsel and instruction as to how to deal properly with epileptic mem-

bers. This may be done to some extent by the clinics to which they resort

or by local social service workers ( who themselves should have some

acquaintance with the subject). Agents from mental health departments,

state or local, may render distinct aid here. If there is a state institution

receiving epileptics, it too may take a hand. The aim should be to make

epileptics in their homes as happy and comfortable as possible, with con-

stant therapeutic attention.
In our program to deal with epileptics early attention is to be directed

to those of school age. If such children can be accommodated in the reg-

ular schools along with normal children, well and pod. There should be

appeal to educational authorities to extend regular schooling to as many

epileptic children as possible or to secure proper action in this direction.

In the larger cities special classes may be provided if deemed desirable.

Understand:ng of the situation should be made clear to all, including

schoolmates.
For those epileptics who are in need of protracted medical care and

treatment, or who have other defects, and for whom home conditions

are not conducive to good results, there should be institutional provision.

Admissions should be voluntary for thos3 who recognize the need of such

treatment, and are willing to act and abide by institutional regulations

though possibly under judicial direction. In case one is in a deplorable

condition at home or is dangerous in some degree to others as well as to

himself, or refuses to enter an institution when advised to do so, com-

mitment proceedings are in order. These should be entirely free from

ally criminal implications. They should be on the petition of family,

relatives, friends or guardians. If these should fail to take needed action,

then the proper officers of the law should be empowered to act. There

should be full medical, psychiatric and psychological attention in de-

ciding what is best to be done. The institution that may be concerned

should have a word to say as to admission and holding.
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In the placing of epileptics in institutions there is definite need of their

proper classification with respect to mental status and other considera-

tions. When at all possible, epileptics who are mentally sound and are

in need of institutionalization should be in institutions of their own,
though sometimes for administrative reasons or supposed economy it is

thought best to place them in institutions with other classes. They thus

may have to have institutk ial association with classes quite different
from themselves; these associations may at times be a bitter cup to
them, with further misconceptions regarding them on the part of t1.8

public. Of later years special institutions for epileptics have been allowed

to take in such persons as inebriates and others, or neurological and
psychiatric cases in general. Epileptics who are mentally ill also may
be placed in an institution for the mentally ill, but in separate quarters,
with as little contact as possible with each other, something not good for
either. Epileptics who are mentally defective may be placed in institu-
tions for mental defectives, but again with separate quarters as far as
possible. With greater or less control of seizures in an increasing number
of cases, and with proper home conditions, institutionalization of any
kind will have reduced recourse and will have little part in our dealing
with them.

Institutions, if epileptics are to be placed in them, should be under the
state department of mental hygiene, something that is the increasing
tendency. If not, its relationship is with the department of public welfare.
There should be cooperation where necessary with educational, correc-
tional and general welfare agencies.

It is good to note again that institutional provision becomes less a,nd
less essential and less and less necessary. Epileptics can now for the
most part remain in their own homes and in their own communities,
having their life on the normal order.

The institution for epileptics if it exists should not contain too large a
number of patients. If too large, there cannot be the individualized treat-
ment that is so necessary. It should be on a farm of considerable size,
with attention to a wide agricultural program, including farming, garden-

ing, dairying, orcharcling, live stock raising. Residents at all qualified
should engage in this beneficial outdoor employment. Much of the cost
of upkeep of the institution can be thus derived. Buildings should be of
the cottage type, except such places as assembly halls and the like. Edu-
cational facilities should be provided for all who can profit from them.
There should be ample facilities for recreation and entertainment. Out-
side contacts are desirable for some. Proper hospital treatment should be
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the first consideration in the life of the institution. A trained staff is

indispensable for good results, including psychiatrists and psychologists

and nurses.
The institution is not to confine its work to those within its precincts.

It should at least be acquainted with all epileptic cases in its territory,

and as far as possible be in touch with them. It should have some part

in preliminary investigations as to one's coming to it. It should be pre-

pared to advise families as to the proper treatment of its epileptic mem-

bers. It should be concerned in providing outside clinical facilities.

The small number of private institutions that receive epileptics are

capable of doing good work, especially through their research and lab-

oratory facilities, and greater individualized attenton. All private insti-

tutions should be under state license, inspection, and supervision.

The colony plan in connection with the institution was once regarded

as a very desirable one, and highly welcome. In fact, the institution

itself was to be of the nature of a colony. Here there were to be afforded

outdoor life, with all its beneficial effects for mind and body. Patients

were removed from the world and its gaze. They could contribute sub-

stantially to the support of the institution. The colony was also to be

regarded as preparatory to parole, a stepping stone thereto.

An important part of the work of institutions, especially of later years,

though in still later years on the wane with the passing of its parent

institution, has been what is called parole, the placing outside of those

patients who coulcl get along fairly well outside, but under its supervision.

Here they might be given evidence that they were no longer in need

of institutional care and treatment. If they continued to do well outside,

the "leave of absence" from the institution became permanent. If, on the

other hand, they were found not to get along well outside, they could

be returned to the institution. With the decline of institutional care of

epileptics both the colony and parole treatment have become of little

consideration, much of a hang-over from earlier attitudes. Their place has

been taken by "extra-mural care," of more than one type, if such should

still be called for.
Placing out or boarding out epileptics in private homes or the use of

foster homes, something not promising at present, needs more looking

into than has been the case. So far very few have been thus affected.

Few families seem to care to take in epileptics; nor could they always

be assured of the proper medical and nursing attention they need.

Though in past years the bulk of attention to epileptics has been in

the direction of the institution, there are other considerations that are
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now to have larger place. Among all who are concerned with epileptics

a very great need is felt to be their employment on a far larger scale than

is now the case and preferably in a local environment. Their employment

capabilities should be more widely inquired into; there should be fuller

exploration of the field, a more complete job analysis. There is little doubt

that epileptics could be employed to a much greater extent if their po-

tentialities as well as their limitations were recognized, and there was

less fear of unhappy experiences in their employment. There is high need

of education of the public on the subject. It is comforting to know that

there is an increasing number of employers who are willing to take epi.

leptics, though the number is increasing far too slowly. Proper and fair

provision in workingmen's compensation laws to apply to epileptics is

also something distinctly called for.
A wide program with respect to epilepticsapart from institutions, but

including local and traveling clinics, social workers ( especially medical

social workers ), promotion of industrial employment, discussion work-

shops, research in generalwill cost money. Society must see where true

economy lies here.
One very important result of newer attitudes and policies toward epi-

leptics lies in the reduction if not abandonment of the conception of insti-

tutionalization, something that has long been felt necessary for them,

and may still be necessary for some, especially those with some distinct

mental trouble, and lacking proper home surroundings. As a result of

ever better therapeutic measures, more normal life in.the home and in the

community is assured for ever larger numbers.

A particular grievance of epileptics, let us point out once more, is their

confusion in the public mind with mental disabilitythe belief that epi-

leptics are for the most part of low intelligence, with a large portion
"incompetents" or on the order of mental defectivessomething true of

a certain portion, but not by any means of allthe one frequently asso-
ciated with the other in popular thought, an association sometimes re-

ceiving strength from the earlier bringing together of the two classes in

the same institution in many of the states.
In keeping with a program of education for the benefit of the public,

the foremost need with epileptics is a better and fuller understanding of

their condition and of their wants, with a more sympathetic and kinder

frame of mind toward them. Loud is the challenge coming to us.

Too long have the epileptics suffered from public opinion that they are

generally an abnormal lot and outside the common standing of men. Too

long have they suffered from misunderstandings and misconceptions on
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the part of their fellow men. Too long have they been subject to em-

barrassment and mortification in their homes and in their communities

because of the affliction visited upon them by the partial hand of nature.

Too long have they had to face an uncomprehending and unfeeling

world. Too long have they had to stand misconception and misuse.

Attitudes of the public toward them may at times be almost as hard

to bear as their affliction itself.
It will be a great boon to epileptics not only when they receive the

therapeutic treatment they need and deserve, but when unfair and gross

miscomprehensions are stricken from the public mind, when there is

clearer understanding of their position and difficulties and possibilities,

when it is realized how distinctly human they are, when society sees that

no burdens or hardships are inflicted upon them beyond what they have

already been called upon to stand.
A better day is arriving, but not nearly as rapidly as could be wished.

But brave hearts are at work in the cause, ever striving to bring relief

to the sufferer, ever seeking to make the public understand and to give

epileptics a fairer deal. Let us fervently hope that the epileptics of our

land are to have a happier day than they have ever had before in the

history of the world.
Let us also with no less fervor look to the time when in due season

their peculiar affliction will be only of the past.

it
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Appendix A

HABITS AS TO TEMPERANCE AMONG EPILEPTICS

In the following table is given the percentage distribution of first admiss ,ms
of each type of epileptics to public institutions, accordihg to habits of tem-
perance (1933).

PER CENT DISTRIBUnON OF EPILEPTICS ACCORDING TO TEMPERANCE HABITS

Habit Total Symptomatic Idiopathic UnclassiBed

Total 100.0 100.0 100.0 100.0

Abstinent 78.5 82.0 83.0 60.9

Temperate 9.0 8.7 18.4 7.6

Intemperate 3.0 4.1 2.5 2.6

Unclassified 9.5 5.2 4.1 28.1

According to the statements made-doubtless largely those of families of
the persons concerned-epileptics are etty much a sober lot, so far as there
is reference to those coming to instil- Jr's. Practically four-fifths are abstainers
from the use of intoxicating liquors. Together with those who describe them-
selves as temperate, practically nine-tenths are not given to the use of liquor
to any notable or considerable extent, or indulge only moderately-much
less than is the case with the general population. Only three per cent are to
be set down as intemperate. The proportion intemperate is much higher for
males than for females. The proportion for symptomatic epilepsy is higher
than for idiopathic.

In the following table are given general figures for 1923.

PER CENT DISTRIBUTION OF EPILEPTICS ACCORDING TO TEMPERANCE HABITS

Total Male Female

Total 100.0 100.0 100.0

Abstinent 75.8 66.8 83.3

Temperate 8.4 15.7 2.7

Intemperate 3.2 14.8 0.6

Unclassified 12.4 12.7 13.4
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PER CENT DISTRIBUTION OF EPILEPTICS BY CLINICAL DIAGNOSIS ( 1951 )

Clinical diagnosis Total Male Female

Total 100.0 100.0 100.0
Symptomatic 40.9 41.3 40.7

Toxemic exogenous 1.9 2.8 1.6
Alcoholic 0.3 0.3 0.2
Lead - - -
Unknown 1.6 1.8 1.0

Toxemic endogenous 1.7 1.6 2.0
Renal 0.2 0.1 0.2
Pregnancy and puerperal disorders 0.2 - 0.2
Endocrinopathic disorders 0.4 0.3 0.4
Metabolic disorders 0.2 0.1 0.2
Unknown 0.8 0.8 0.8

Due to brain disease 32.5 33.5 32.3
Cardiovascular 0.6 0.6 0.5
Syphilitic 0.4 0.2 0.4
Meningo-encephalitic 5.4 5.7 5.3
Neoplastic 0.5 0.6 0.2
Traumatic 7.6 7.9 7.2
Ageneses 7.8 6.9 10.1
Other and unknown 10.4 12.0 8.7

Unknown 4.6 3.8 5.2
Idiopathic 53.2 51.8 55.5

With psychogenic factors 7.3 6.8 7.8
Other, undifferentiated, and unknown 45.9 45.0 47.8

Unclassified 4.7 7.0 4.0

Appendix C
PER CENT DISTRIBUTION OF EPILEPTICS DISCHARGED AS IMPROVED ACCORDING

TO LENGTH OF TIME IN INSTITUTION ( 1923 )

Total 100.0
Less than 3 months 13.6
3-6 months 17.6
7-11 months 15.9
1 year 21.8
2 years 7.9
3 years 8.5
4 years 5.9
5 years and over 8.8
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Appendix D
RATIO OF EPILEIMCS IN INSTITUTIONS IN DIFFERENT STATES

175

United States 4.1 Missouri 9.5

Alabama 10.2 Montana 6.7

Alaska - Nebraska -
Arizona _ Nevada _
Arkansas - New Hampshire 1.9

California - New Jersey 3.7

Colorado 0.9 New Mexico 2.3

Connecticut 24.1 New York 13.0

Delaware 13.7 North Carolina 0.0

District of Columbia 0.0 North Dakota _
Florida 3.9 Ohio 2.0

Georgia 0.0 Oklahoma 4.0

Hawaii - Oregon 4.0

Idaho 11.3 Pennsylvania _
Illinois 0.0 Rhode Island 4.4

Indiana 20.8 South Carolina 2.5

Iowa 14.5 South Dakota 29.5

Kansas 4.6 Tennessee 2.2

Kentucky 0.0 Texas _
Louisiana _ Utah 5.0

Maine 0.0 Vermont 0.0

Maryland 0.0 Virginia 13.7

Massachusetts 31.7 Washington -
Michigan 21.2 West Virginia 2.9

Minnesota _ Wisconsin 0.0

Mississippi 0.0 Wyoming 19.0
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Appendix F

ADMISSIONS TO AND SEPARATIONS FROM INSTITUTIONS

In the following table is given the percentage of admissions to and separa-

tions from institutions for epileptics among the total number of residents in

public and private institutions from 1936 to 1959. (A = Admissions; S = Sepa-

rations)
It appears that admissions of epileptics to their institutions have, for the

most part, been slightly in excess of separations, though not greatly so, indi-

cating a slow growth in the institution population during the past years. The

proportion for the former has generally been from 8 to 10 per cent, and for

the latter seldom over 1 per cent less. For the latest year there is to be noticed

an excess for separationF over admissions, an indication of the beginning of a

trend toward fewer arrivals of epileptics at the institutions. The proportions

in both cases have been several tinies larger for private institutions, indicating

a much more rapid turnover with them. The increased turnover here is doubt-

less in large part for the reason that a number designated as neither epileptic

nor mentally defective, but probably to be listed as post-encephalitic, of psy-

chopathic personality, or primary behavior cases, being less severely handi-

capped mentally, are most likely to have had no place in the public institutions,

and find more or less temporary quarters in the private institutions.

In the following table is given the percentage of first admissions (not in-

cluding readmissions or transfers) of epileptics to 1...ospitals for the mentally

ill among all first admissions of epileptics to institutions of any kind, and the

percentage distribution in such hospitals according to their character, with

corresponding figures respecting discharges (not including deaths or transfers),

from 1945 to 1951 (the latest year of record as to discharges) (F. A. = First

Admissions; D = Discharges).
The proportion for discharges from mental hospitals has for the most part

been appreciably greater than the proportion for admissions thereto, especially

with hospitals. In the former case it is usually one-third or one-fourth, and in

the latter one-fourth or one-fifth. The number of admissions to institutions has

been three times as great as to mental hospitals, but the number of discharges

only two times as great. This means that those entering the former have been

more likely to stay for a longer period, those in the latter having a less pro-

longed sojourn, and possibly at times even a later return.

In the table on page 182 is given the percentage distribution of admissions of

epileptics, and of males and females, to institutions, both public and private,

according to the form of admissionwhether first admission, readmission, or

transfer (1959).
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PER CENT DISTRIBUTION OF ADMISSIONS ACCORDI/sTG TO Foam

Public institutions Private institutions

Form of admissions Total Male Female Total Male Female

Total 100.0 100.0 100.0 100.0 100.0 100.0
First admissions 77.0 74.7 81.0 91.2 91.2 90.0
Readmissions 7.2 9.1 8.2 8.8 8.8 10.0
Transfers 15.8 16.2 10.8 - -

Of all admissions of epileptics to public institutions those for the first time
have constituted somewhat over four-fifths. Readmissions account for about
one-tenth, and transfers for only a few per cent; they appear to have increased
with the years. Transfers have been usually to another institution or to a
mental hospital. With females readmissions have been fewer, their stay after
they have once arrived being more likely to be permanent. With private insti-
tutions there have been no transfers.

In the following table are given the ratios of readmissions of epileptics to
public institutions per 100 first admissions and per 100 discharges (not extra-
mural) (1941-1959).

RATIOS OF READMISSIONS AMONG FIRST ADMISSIONT AND AMONG DISCHARGES

Year First Admissions Discharges

1959 11.8 55.1
1958 18.7 21.3
1957 10.4 21.2
1956 14.4 18.9
1955 14.2 23.1
1954 11.3 22.2
1953 13.3 20.0
1952 22.8 22.8
1951 20.3 24.8
1950 17.8 31.0
1949 17.0 28.4
1948 14.0 25.6
1947 13.1 22.1
1946 11.2 20.2
1945 17.2 22.5
1944 12.2 25.2
1943 11.2 24.3
1942 11.1 26.0
1941 14.1 27.8

Readmissions have been found to be considerably more numerous among
discharges than among first admissions, in some cases practically twice as
great. This doubtless means that a distinct number of those who have been
discharged have failed to make good outside, or that there has been a lack
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of adjustment in the community to which they have gone, so that return to

the institution has been necessary. Where there have been relatively fewer

admissions among discharges, we may understand that the institution has had

such success in preparation for life outside, or has had such improved thera-

peutic measures, or has exercised such care in permitting departure from it,

or that there has been provided such good follow-up care outside, as to obviate

the necessity for one's coming back. Much depends on the nature of the en-

vironment where one has been placed outside the institution. Among read-

missions are to be embraced some who have been out on parole, something

that seems to have proved unsuitable for them. In some cases readmissions

might simply mean the return of unsuccessful parole cases; in other cases

persons placed on parole are considered as such for an indefinite period, and

their return may not be looked upon as readmissions. Overcrowding in. the

institution might have had some part in the situation. Some might have had

to be released, perhaps prematurely, and have had to be admitred again later.

There might have to be preferential consideration to those coming for the
first time or to those most seriously in need of institutional treatment. The

increase of discharges is renewed evidence of the decreasing use of institutions

for epileptics.
In past years, readmissions have been almost twice as frequent with mental

hospitals as with special institutions. This result is confirmed by the proportion

of readmissions to mental hospitals among all readmissions. The ratio of read-

missions to mental hospitals has been almost double the ratio of first admis-

sions thereto.
Epileptics have thus been considerably more liFely to be discharged from

mental hospitals than from institutions. Readmissions have likewise been with

considerably larger proportions in the case of the mental hospitals. The more

rapid turnover in mental hospitals means that those entering here remain a
comparatively brief period of time. Probably less severe cases are on the whole

received here, with more frequent releases, but with numbers having to be

returned more often.
Possibly those leaving mental hospitals have been more likely to return if

having no other place to which to go, in whicn case there has been need of

renewed care or treatment. With some doubtless there are to be found more
desirable quarters in the special institutions, with their transfer there, espe-
cially when prolonged care or treatment is called for. Such is likely to be the

case in the more advanced states, where fuller attention can be afforded and

more efficient service rendered. In other and less advanced states, where there

have been more restricted accommodations for epileptics in special institutions,

or where there have been no institutions, persons released from mental hos-
pitals have perhaps been sent back to their own communities to make room
for others, and their return sooner or later has become necessary. In large

measure, furthermore, epileptics placed in institutions have been placed there

for life if no improvement has been discovered. In general, discharges from
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mental hospitals, when they have occurred, would be expected to be of a

more permanent character, perhaps as a result of more treatment there. It

seems that as discharge is more frequent in the case of the mental hospitals,

so readmission is the more to be looked for. Epileptics in mental hospitals

have usually a shorter stay than in the special institutions.
In the following table is given the percentage distribution of epileptics in

public institutions according to the number of times they have been admitted,

and by sex (1934).

PER CENT DISTRIBUTION OF EPILEPTICS BY NUMBER OF ADMISSIONS

Number of Admit; ,ions Total Male Female

1 time 85.0 85.4 83.9

2 times 11.7 11.2 13.9

3 times 2.0 2.0 2.0

4 times or more 0.3 0.3

Unknown, 1.2 1.2 0.3

An appreciable proportion of epileptics-about one-twelfth-have had to

be admitted to their institutions more than once; though only a iew more

than twice. Females have had a slightly larger proportion for second admis-

sions. It appears elsewhere that epileptics of the idiopathic type are more

likely to have more than one admission.
In the following table is given the percentage distribution of epileptics

according to type of epilepsy and according to number of admissions at time

of discharge (1933).

PER CENT DIMINUTION OF EPILEPTICS BY NUMBER OF ADMISSIONS ( 1933)

Number of
Admissions

Before Discharge

Total Symptomatic Idiopathic Unclassified

Total 100.0 100.0 100.0 100.0

1 time 81.0 90.0 83.2 74.4

2 times 11.4 7.9 11.8 12.8

3 times 2.3 0.9 3.0 1.1

4 times 0.9 - 0.6 1.9

5 times or more 0.9 - 1.0 1.1

Unknown 3.5 1.4 0.4 8.7

Before Death

Total 100.0 100.0 100.0 100.0

1 time 81.5 90.2 83.7 74.8

2 times 12.5 7.6 11.8 12.0

3 times 2.1 0.8 3.0 1.2

4 times 0.9 - 1.0 1.8

5 times or more 0.9 - 0.5 1.2

Unknown 3.0 1.4 9.0
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In the following table is given the percentage distribution of all separations
of epileptics from institutions, public and private, according to the form of
separationdischarges (both institutional and extra-mural), transfers and
deaths (both institutional and extra-mural) (1959).

PER G.:NT DISThMUTION OF SEPARATIONS FROM INSTITUTIONS

ACCORDING TO FORM

Form of
separatii ti

Public institutions

Total

Private institutions

Total

Total 100.0 100.0

Discharges 39.8 76.5

From institutions 20.0 75.8

Extra-mural 19.8 0.7

Transfers 22.3
Deaths 38.9 24.5

In institutions 37.2 24.5

Extra-mural 1.7

In connection with the matter of separations of epileptics from public in-
stitutions it is to be remembered that these affect only about 8 per cent of the
entire number of residents in public institutions during the year. (In 1942, of
deaths in mental hospitals, 04.3 per cent were in state hospitals, 1.1 per cent
in veterans, and 4.6 per cent in county and city.) Of all separations here
something like two-fifths have been by means of discharges. Of such discharges
there are nearly as many of an extra-mural character as from the institution
directly, an indication that the extra-mural treatment, largely through parole,
is preparatory for the ultimate discharge. (Of the total number in the insti-
tutions about 8 per cent are extra-mural.) By means of transfer to some other
institution are one-seventh of discharges (or about 0.3 or 0.4 per cent of the
entire number of residents); some have doubtless come from mental institu-
tions. Deaths constitute about two-fifths of all separations (or about 2 per cent of
the entire number)in other years fewer. The great majority of deaths occur
in the institution, with only about 2 per cent as extra-mural. This matter may
be affected more or less by the circumstance that those allowed to live outside
the institution proper have been in better physical as well as better mental
condition, perhaps of a more robust constitution in general. A small number
leave to attend regular schools. There may be a slight, almost negligible num-
ber of escapees. (Absences with or without leave and home visits are also to
be taken into consideration.)

Discharges, as we have seen, are more frequent with private than with
public institutions, constituting some three-fourths of the separations. This
is in part because a certain number have not been actually epileptic or mentally
defective, but, as we have also seen, belong in a different category, as post-
encephalitic, psychopathic personalities or behavior problems, and have not
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needed to be kept for long there. The matter might have been affected by a

preference of some private institutions to accept improvable cases oi those who

could better respond to treatment, or to more helpful methods of training, with

more individual attention or with smaller classes or groupings. A possible fac-

tor in the situation might have been the financial ability on the part of families

to keep members here. There are scarcely any discharges from private insti-

tutions of an extra-mural character, little provision being made in thez.1 for

this arrangement, or for placing out. There have been relatively fewer deaths

in private institutions, likewise doubtless an indication of the better health,

physical and mental, of those received h(!re, and perhaps in some cases of

better individual attention while here.

In most respects there are no great differences between the sexes, except

that there have been fewer females discharged on extra-mural arrangements.

In both public and private institutions fewer females suffer discharge, being

kept longer, some for life.

In the following table is given the percentage of discharges omong epileptic

residents of institutions, public and private, together with the ratio of dis-

PER CENT or DISCHARGES OF EPILEPTICS AT DIFFERENT YEARS

Year

Per cent among residents of
institutions Ratio to first admissions

Public
institutions

Private
institutions

Public
institutions Mental hospitals

1959 3.1 14.8 51.2

1958 2.8 10.9 68.8

1957 2.9 7.3 49.2

1956 3.0 11.8 66.3

1955 3.5 8.7 63.6

1954 8.7 17.0 56.4 -
1953 3.1 10.2 49.7

1952 4.5 9 9 84.2 -
1951 5.5 13.7 59.9 75.3

1950 3.7 14 6 60.5 68.1

1949 3.9 15.7 61.1 70.3

1948 4.9 16.0 57.8 67.8

1947 4.4 14.1 62.6 81.4

1946 4.9 18.6 60.2 113.3

1945 4.2 14.1 68.3 77.9

1944 4.8 15.5 48.6 77.6

1943 3.9 16.0 43.6 83.0

1942 4.0 17.0 41.3 85.0

1941 3.8 25.3 49.6 76.9

1940 4.8 - 48.5 93.0

1939 4.4 - 49.7 84.8

1938 4.5 - 49.8 49 9
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charges per 100 first admissions to public institutions and to mental hospitals

(1938 to 1959).
A small proportion of epileptics in public institutions-usually about one

in twenty-have been discharged annually. Discharges from private institu-

tions are considerably greater than those from public, often three or four times

as great; whether this means better treatment in the private institutions so as

to permit wider discharge we do not know. The rates appear to vary but little

in the course of the years. The ratio of discharges to first admissions is some-

what larger in the case of mental hospitals than in the case of special institu-
tions-or three-fourths or four-fifths (in war years larger still) with the former

and from one-balf to two-thirds with the latter. The differences between the

ratios have already been commented upon. The increase in the ratio of dis-
charges to first admissions to institutions is further evidence of their decreasing

use.
In the following table is given the percentage of epileptics under institu-

tional direction who are "extra-mural," in large part on parole, and who are
under "family care" (in families not their own) for public institutions (1942-

1957).

PER CENT OF EPILEPTICS "ErruA-MtMAL" AND UNDER "FAMILY CARE"

Year Extra-mural Family care

1959 7.1 0.4

1958 7.0 0.4

1957 7.7 0.4

1956 7.6 0.4

1955 7.5 0.4

1954 8.7 0.3

1953 8.8 0.2

1952 8.8 0.1

1951 8.0 0.8

1950 8.0 0.2

1949 8.2 0.2

1948 9.3 0.3

1947 10.0
1946 11.4 ovamO.

1945 11.2 ON10110

1944 11.8
1943 11.0 .1.

1942 9.8

The number for public institutions in "extra-mural" relations, which we

may consider mostly in the form of parole, has constituted in general one-
tenth more or less of the whole institution population (a proportion a little
more for males than for females). "Family care," or boarding out otherwise

than 'a one's own home, has been slight, usually much under 1 per cent
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(several times more frequent with females than with males). Over the years
there has appeared a slight decrease for extra-mural care, and a slight increase
for family care. Extra-mural provision in private institutiors has in general

applied to only one or two cases, and family care to none. Such institutions
would have little provision for outside supervision, while a considerable num-
ber here have been discharged for good, the institution no longer having

control over them, as has been the case with the public institutions.
In the following table is given the percentage distribution of epileptics of

the symptomatic and idiopathic types according to the length of time they

had been in public institutions before death (1944).
PER CENT DISTRIBUTION OF EPILEPTICS BY LENGTH OF STAY

Length of stay Total Symptomatic Idiopathic Unclassified

Total 100.0 100.0 100.0 100.0

Under 1 month 2.4 4.0 1.5 3.0

1-3 months 3.3 3.3 3.0 5.0

4-6 months 1.9 3.0 1.3 2.0

7-11 months 3.0 2.7 2 6 6.1

1 year 5.5 5.7 5.5 5.0

2 years 6.4 8.3 5.5 6.1

3-4 years 10.0 10.3 9.5 12.2

5-6 years 5.7 6.7 5.3 6.1

7-9 years 12.9 16.0 12.2 5.0

10-14 years 17.1 15.8 19.1 10.1

15-19 years 10.2 8.8 11.7 5.0

20 years and over 21.4 15.3 23 7 26.5

Unknown 0.6 0.3 - 5.0

Some epileptics who die in institutions have remained there a considerable

length of time. Almost three-fourths have been there for three years or more,
one-half ten years or more, and one-fifth twenty years or more. Only one-

tenth have been there for less than one year. Epilept;cs of the idiopathic type

are likely to have a longer stay than those of the symptomatic. Close to one-
fourth of the former have had a stay of twenty years or more, as against one-

sixth for the latter. Over one-half of the former and two-fifths of the latter

have remained ten years or more. The proportion for six months or less in

the casP of epileptics of the symptomatic type is double that in the case of
those of the idiopathic. This may mean that the former are more amenable

to treatment.
As found in earlier reports, females have a longer stay in institutions than

males. The proportion remaining twenty years or more is a little over one-sixth

for the one and a little over one-tenth for the other. The respective proportions

remaining five years or more are two-thirds and three fifths.

With epileptics discharged from institutions, however, the case is different

many of these having a relatively brief stay. As also found in earlier reports,

of those who have been discharged, two-thirds had remained one year or less,

40
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but of those who had died, one-fifth. The respective proportions having re-

mained five years or more are one-tenth and one-half. Of epileptics present

at one time in institutions, one-half had had a stay of five years or more, one-
eighth of fifteen years er more, and ore-fourth of one year or less. One-sixth

of females had been inmates for fifteen years or more, and one-tenth of males.

In later years in some institutions about one-half were here twenty years or

more before death.
In an earlier report (1923) it was found that of those discharged from pub-

lic institutions one-half had t len discharged between twenty and thirty-five

years of age, with less than one-fifth under twenty. As two-thirds of those

entering institutions are under thirty, and two-fifths from five to fifteen, it

would seem again that epileptics on the whole who have been discharged

have not remained long in the institutions.
From our previous observations we have noted that epileptics of the sympto-

matic type have larger proportions for first admissions, while those of the

idiopathic tyre have larger proportions for residents. In this way some light

may be thrown on the relative length of stay in institutions of the two types.

(The percentage distribution of those discharged from Craig Colony, New

York (1957) according to length of stay before discharge is as follows: Less

than 1 month, 0.0; 1-2 months, 15.8; 3-5 months, 12.3; 6-11 months, 14.1;

1 year, 15.1; 2-4 years, 17.5; 5-9 years, 14.5; ] r years, 10.5; 20 years

and over, 3.5. The percentage distribution of those dying according to length

of stay before death is as follows: Less than one year, 9.7; 1-4 years, 14.5;

5-9 years, 19.4; 10-19 ,ears, 24.2; 20 years and over, 32.3.)

In the following tables are given the percentage distribution of epileptics, and

by sex, according to length of stay before death in institutions (1939); by

type of epilepsy, according to length of stay before discharge and before death

(1933); and by sex among inmates, discharges, and deaths (1923).

PER CENT DISTRIBUTION OF EPILEPTICS BY SEX ACCORDING TO LENGTH

OF STAY BEFORE DEATH

Length of stay Total Male 7emale

Total 100.0 100.0 100.0

Under 1 month 2.6 3.1 1.9

1-3 months 3.8 4.0 3.6

4-6 months 2.8 2.9 1.9

7-11 months 3.9 4.4 3.3

1 year 7.8 8.7 6.4

2 years 7.1 6.6 8.0

3 years 10.0 11.1 24.2

4-9 years 23.7 25.8 24.6

10-19 years 25.7 11.2 17.0

20 years and over 13.1 ,limomm

Unknown
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In the following table is given for epileptics the percentage distribution of
first admissions to and discharges from public institutions, and by sex, accord-
ing to general clinical diagnosis (1951).

PER CENT DISTRIBUTION OF ADMISSIONS AND DISCHARGES AC.CORDING

TO CLINICAL DIAGNOSIS

Clinical Diagnosis

Admissions Discharges

Total Male Female Total Male Female

Total 100.0 100.0 100.0 100.0 1C0.0 100.0

Symptomatic 40.9 40.8 40.7 36.1 35.8 36.4

Exogenous 1.9 2.J. 1.7 1.9 2.4 1.0

Endopnous 1.7 1.5 2.0 1.8 1.2 2.0

Due to brain disease 33.1 33.8 31.1 15.5 15.3 15.8

Unknown 4.3 3.9 5.1 17.0 16.6 17.4

Idiopathic 53.2 51.8 55.3 58.3 57.8 59.0

Unknown 5.9 7,4 4.0 5.6 6.4 4.6

Here it appears that among idiopathic epileptics discharges have exceeded
admissions, with the reverse the case with symptomatic epileptics. This might
:ndicate that the symptomatic type has been of more severe character or has
been less amenable to treatment, though the results here are only partially in
keeping with previous fmdings with respect to recovery and improvement. In
cases with definite brain diseases discharges are only one-half of admissions.
Differences between the sexes seem inconsequential.

In the following table is given the median length of stay in years (one-half
below and one-half above) of epileptics in public institutions before deali
according to type of epilepsy, and by sex (1937-1944).

The median length of stay of epileptics who have died in institutions is
about eight years. During the period covered there seems to have been a slight
increase in the median age-possibly with later years a still further increase.
Females in general have a slightly longer stay. Idiopathic epileptics have a
stay of several years longer than do symptomatic. In later years there appears
little difference between the two types.

We have no statistics to indicate the lengh of stay in mental hospitals of
pei ions with "convulsive disorders," the exTression now in use. The circum-

stance that in i?sychopathic hospitals residents are less numerous than first
admissions would indicate a rather brief period here.
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