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This second report on the Exeter Partnership NHS Trust Records project covers the time period from 12 February 2007 to 02 March 2007 and shows much progress in a number of crucial areas – although the outcomes are not always on the positive side.
Work completed

By the time the first progress report was produced two important steps in stage one of the project remained to be done. These were:
a) finding more information for patients treated in Wonford House Hospital or otherwise delete these records from the database, and

b) cleansing the database.
a) Information on Wonford House patients

The first step could be completed, as the missing information could be gathered from various documents. The following list provides a summary of the papers and registers I used to complete the database, and my assessment of their usefulness.
Register of Patients (Shelfmark 3992F H33 16 – 17)

These are alphabetical registers filled in by hand and available for the time period from 1833 to 1929 (male patients) or 1870 to 1929 respectively (female patients). The Register of Patients differentiated between certified patients and Voluntary Boarders, listed in separate books. The link between the patients in the register and the records in our database was the Patient’s General Reference Number (PGRN). Voluntary boarders, who prior to 1928 were not allocated a PGRN by the hospital, were labelled VB in the register, and this label was taken on to the database. From 1928 onwards, voluntary boarders were also given a PGRN, which explains the low PGRNs in the Wonford House sample. I pointed out this inconsistency in reference numbers in my first progress report. Information obtained from these registers included: full name of patient, date of admission & removal (discharge or death), age on admission, religion, and the address of the nearest relatives or friends. In addition, the date of Reception Order and chargeability was provided, but this information was not transferred into our database. The downside of these registers is that many of them are barely legible and thus a lot of potentially useful information is lost.
Registers of Patients (civil) (Shelfmark 3992F H33 13 – 15)

These are more recent registers organised chronologically and containing admissions up to 1949. The last one of the three books is divided into three sections for voluntary, temporary and certified patients.

Register of Deaths (Shelfmark 3992F H33 20 – 27)
Register of Deaths are chronological registers available for the time period from 1888 to 1959. They are much more detailed in the information provided, as they also refer to previous admissions, the status of the patient upon admission and death (voluntary, temporary & certified), classification of the patient (private / pauper), criminal background, and the cause of death. I consider them very helpful for our purposes.
Register of Removals, Discharges & Deaths (Shelfmark 3992F H33 21)
These are chronological registers for the time period 1888 to 1906. From 1907 to 1930 they list only patients who left the institution alive, i.e. who were either discharged or transferred. In addition to the core information about the patients, i.e. personal and contact details, these documents also inform about where the patient left on discharges (e.g. name of asylum or home address, to friends), and whether the patients’ condition improved during the stay in the institution.
Obtaining information from these various sources took up more than a week, particularly because patients had to be searched for in different registers, as some of them overlap in time. It was worth the effort, however, as I could gather the personal details crucial to social scientific research. One peculiarity I came across while going through these registers was a change in nomenclature. While the early Registers of Death (1888 – 1906) ask for the Form of Mental Illness as scheduled by the Board of Control, from 1907 onwards the terminology changed to Form of Mental Disorder as scheduled by the Commissioners in Lunacy.

Unfortunately, in 401 out of a total of 647 cases the diagnosis is not provided (of these 73 fall into the time period from 1870 to 1929) and, as we have not found any Wonford patient files (see below), I have not been able to retrieve this information. I have also realised that the information provided in registers does not always match the information on the HICs. Many admissions marked “direct” on the HICs turned out to be transfers from other hospitals. In several cases the field “occupation” on the HIC read “none stated”, whereas this piece of information was provided in the registers. Another issue are inconsistencies in the Date of Birth, reference numbers and diagnosis. As I regarded the registers as the more reliable source, I have amended the records according to the information given in the registers.
b) Cleansing

The cleansing of the database has not been finished yet, as I am still adding data to it. I therefore think that this should be the final step in the last stage of the project. A brief look at it, however, revealed two potential problems.

Doubling of names

Sorting the patients by name revealed that a few names occurred twice and it turned out that ten patients had gone into the database twice because they were transferred between Wonford House Hospital and the Devon County Mental Hospital or Digby and were allocated new HICs. Although they do not account for a large number of records, I suggest we record them as Wonford House patients with a note that they were transferred to another institution, and delete the second record. The patients are:

Barlow, Dora Kate (2297 Wonford & 22012 Digby)

Cameron, Eva Isabella (2299 & 17443 Exminster)

Channing, Lucy (ref: 4269 & 20103)

Collins, William Ronald (ref: 2249 & 20784)

Creber Winifred Anne (ref: 4423 & 21959)

Olver, Kathleen Mary (ref: 2302 & 20022)

Reynolds, Thomas (ref: 4192 & 19066)

Stooke, Violet (ref: 4181 & 19849)

Vere-Stead, Margaret Gwendoline (ref: 2124 & 17533)

Vicary, Thomas Henry (ref: 4599 & 22768)

Place names

I tried to locate some of the place names mentioned on HICs and met another difficulty. Several boundary changes took place between the time period under consideration and the present. Thus, towns belonging to one county now might have belonged to a different one earlier. Using a place names that switched boundaries to map the hospital’s catchment area might make it appear larger than it actually was. In addition, locations may have changed their names and the old name cannot be located anymore. Other place names seem to exist more than once in England (Sheffield = Cornwall & Yorkshire). In these cases it might be impossible to locate the patients or their next of kin.
The riddle of OP…

This paragraph deals with a question raised in our meeting when we were going through my first progress report. I had pointed out that Wonford House Hospital had a considerable number of outpatients, which was immediately questioned by Jo Melling, and led me to pursue this issue a bit further. The reason I came to this conclusion was that a significant number of Wonford HICs show a red or black stamp OP or O.P.. I assumed further that most of these cards dated from the time period under consideration (1870 – 1929), as they were the plain white index cards Wonford House seem to have used for their early patients. Due to time constraints I could not go through all the Wonford HICs again, but looked at the letters A – C, which take up about 1.5 metal boxes. Based on John Draisey’s estimate of a total of 30,000 HICs stored in 33 boxes, this was a sample of approximately 1,363 HICs. Of these 576 (42.3%) showed the above named label. They relate to time as follows:
	Year
	Number of HICs labelled OP or O.P.

	1960
	2

	1961
	5

	1962
	6

	1963
	58

	1964
	66

	1965
	81

	1966
	42

	1967
	43

	1968
	3

	1969
	4

	1970
	43

	1971
	23

	1972
	8

	1973
	2

	unknown
	190

	Total
	576


There seems to be a peak of these cards in the mid-1960s and early 1970s, however a large amount of them does not show any date. Dateless cards, however, state the patient’s full name and address. This is worth a remark because the plain white index cards used for “in-patients” give as little as the name and dates of admission and leave (see first progress report).

It is also noteworthy that the sample I investigated contained 20 yellow HICs (type Y2) where the status field read Day Patient, and seven HICs with Out Patient in this field, all of them dating from the 1960s and 1970s and neither of them labelled OP / O.P.
Against this background, I do not think any longer that OP / O.P. stands for out-patient. In our last project meeting Mary suggested on parole as a possible meaning, and indeed, looking at the first files from patients treated in the Devon County Mental Hospital, I found that some were put on outside parole. I think that this is the most likely explication for the above named label, and it would also explain why the patient’s full address is given on the card.

Work in Progress

Project stage two: Assessment of the patient files and linkage material
The second stage of the project focused on the earliest files. As we had agreed in our last meeting, we would include patients admitted between 1870 and 1929, and all of the following paragraphs concentrate on this time period. The main task of this stage of the project was to retrieve the individual patient files from the strongroom, assess them for the quality and quantity of their contents, and to find out whether they contain additional information to the HICs. Furthermore, additional documents available at the DRO were to be searched for information on patients recorded in our database. The underlying idea was to link patient care in the community though GPs and Social Services to treatment in the Mental Health Institution in order to learn about the patient career. This task involved both a manual and an “intellectual” component, as it meant sorting the files manually to find as many of the earliest ones as possible as well as to evaluate their contents.
On 13 February 2007 John Draisey and I worked in the strongroom. We had selected several patients from our database and were searching for corresponding documents. We managed to locate these patients in various patient registers and in booklets called Examinations on Admission, which had been taken in by the DRO at an earlier point of time. These are one-page descriptions of the patient’s physical state on admission and proved useless for our goals. We also looked at Admission Papers. Earlier ones, dating from around the end of the 19th and beginning 20th centuries consisted of the Reception Order only, the more recent ones contained letters of correspondence and addresses of relatives and friends, family & personal history, educational achievement, documentation of patient’s pocket money, medical documents (transfer sheets, Medicine & Weight Chards, Visiting Card, Dental Card, Laboratory Record Card, Suicidal Warnings, Nurses notes, Electrical Convulsion Therapy and Notice of Death). We were unable to locate these for the patients we had selected from the database because, as I found out later, most of them had gone into the patient files.
Working in the strongroom John and I also tried to find the files for the patients we had selected from the database. This however proved an impossible task at that point of time, as the files are completely unsorted. In addition, it seemed that files with reference numbers lower than 4,000 do not exist in this deposit. Our database, in contrast, shows a considerable amount of records with reference numbers below 4,000, namely the Wonford House patients.

The week after (19 February 2007) James Ward, a volunteer started work at the DRO, and we began to sort the files. It soon became evident that we do not have files from Wonford House patients (unless they were transferred to the Devon County Mental Hospital or Digby). The four-digit numbers existing in the deposit belong to Digby files and refer to patients who were admitted there 1949 or later.
As sorting all the files would take up too much time at the moment, I decided to print out a list of all patients admitted between 1870 and 1929, sort it by reference number and search for these files exclusively. So far I managed to retrieve 80 files belonging to 72 patients (eight patients had two files with different reference numbers). I searched the files for a few missing pieces of information and fed them into the database, and investigated their contents. The files vary considerably in the quantity and quality of information they provide. Most of them are stored in brown cardboard envelopes with the patient’s name, admission date and reference number written on the outside. They contain the patient’s case notes [divided into two sections; one to be completed by doctors, the other one by nurses], which seem to have been ripped out of the case books and are held together by cords. The first sheet of the case notes provides the patient’s details (name, age on admission, date of admission, county to which the patient is chargeable, religion, civil state, occupation), family history (e.g. do other family members suffer from mental disorders), medical history (number of attack, previous stay in hospital, examination on admission [mind and body]) and contact details of friends and relatives. Most of them contain also a picture of the patient. The case notes do not state the date of birth, which is a little unfortunate because this information is missing on many HICs. How the information is presented (keywords, sentences, or abbreviations / handwritten or typed) and the degree of legibility seems to depend very much on the physician. The physical state of the case notes is equally variable. As they are very large sheets, they tend to be folded; several of them are torn apart or have pieces missing. Apart from these, the contents of the files are collections of loose sheets of papers of not too much research potential. They consist of lots of pieces of correspondence (letters from relatives and friends asking about the patient’s progress and the continuation reports sent to them; enquiries about whether the patient can leave the institution for a special occasion; letters from relatives wishing to visit the patient; relatives sending cheques for pocket money and/or “extra comfort” and the acknowledgement of receipt by the institution; letters from solicitors, Friendly Societies, and financial inquiries by the council). Of no great research interest but nevertheless worth a remark are notes written by voluntary boarders asking to depart from the hospital. Some of them simply read “72 hour notice” (= the required notice period), others are full letters explaining reasons and future whereabouts. All have in common a very child-like handwriting, as if the patients were not used to write a lot.

As I have already mentioned, the Reception Orders have become part of the files, as well as medical documents (medicine card, radiological & pathological reports, ECG curves, Occupational Therapist’s Report) and Visiting Cards.
The number of files I could retrieve so far is quite low, but I couldn’t really believe that all the other files had been discarded and started looking for them in other deposits that might prove useful for this project. I found registers of discharges and deaths from Devon County Mental Hospital, available for patients who died until 1956. Although the earlier ones contain the case notes only, they have proven useful in filling gaps in the database. The more recent ones, however, seem to consist of additional documents one would expect to find in the patient files (matching the ones described above). It therefore occurred to me that, instead of being packed into envelopes, the patients files might have been bound into registers upon the patient’s death. So far I could match 129 case notes with our patients and I have still most of the year 1956 to go through.
Unfortunately, neither the files nor the bound registers provide much linkage information. Only 22 files contained the patient’s National Insurance number. Other possible linkages might be transfer sheets, although they don’t link community and institutional care. After care reports by the Social Services were available for only two patients. Several case notes mention the patient’s doctor, which might be the GP or a doctor in another institution. Addresses of doctors are not provided.
Going through the case notes was a very interesting task given the amount of information they contain. One striking feature, for example, was that a number of patients were “inoculated with malaria” – apparently to benefit their mental condition. 

The case notes proved also very useful with regard to establish a family history of insanity. Our sample contains several members of the same family treated at one of the Devon mental hospitals.

Future work

I expect a further 100 files in the strongroom to match records in our database – these files have been re-numbered, and I will be looking for them during the next week. If I could find all of them, we would have a total of 180 files (172 respectively) out of 546 records in our database. I will also continue my investigation into casebooks and Registers of Discharges and Deaths to obtain as much information as possible on our early records. I hope to have completed this task by the time our next project meeting takes place.
Conclusions

In the second stage of the project we have made considerable progress in filling gaps in the database and collecting information on Wonford House patients who can now be left in the database. Although I have not run into any major problems, progress has been slower than in the first stage of the project. Further research into other documents has shown that the initial information we gained from HICs is not too reliable, as there were considerable inconsistencies. It therefore raised the question of the source of the HICs, as they apparently were not copied from case notes or patient registers.
The objective of this stage of the project, discovering clues to linkages in order to establish a patient career between the community and the institution, could only be partly achieved, as relevant documentation is rare. A few NI numbers and names of (potential) GPs are the only clues available at the moment. 
The major disappointment of this stage was certainly the lack of files for patients treated in Wonford House Hospital. These account for 165 out of 548 patients in our sample and make up a significant number of the very early admissions (see first progress report).
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