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SUMMARY. The study of domestic accidents,
which includes accidents in and around the
home and in institutions, is of increasing im¬
portance. The mortality statistics are shown in
Table 1. In 1974, 18,335 people died from
accidents in the UK (RoSPA, 1974) equivalent to
the population of a reasonably sized town.
Accidents form one of the four main causes of
death in this country and have become relatively
more common in recent years. Analysis of the
causes of home accidents make it possible to plan
ways of preventing them. General practitioners
and their colleagues in the primary health care
team have the principal responsibility.

Introduction

ACCIDENTS throughout the world have reached
>> major epidemic proportions. In Western Europe

since the Second World War there has been a reversal in
the role of infectious diseases and accidents as the cause
of death (Figure 1). In Britain, during the 15 years 1951
to 1966, the number of deaths caused by road transport
and domestic accidents amounted to twice the number
of deaths due to infectious diseases.

In 1974, domestic accidents were responsible for
6,717 deaths. Road transport accidents caused 6,876
deaths and 82,030 serious injuries. Speed restrictions
may reduce the number of these accidents. Deaths from
accidents at home and on the roads are therefore about
equal, causing 74 per cent of total accidental deaths.
Occupational deaths account for only three per cent
(Bull, 1969; RoSPA, 1974).
Deaths most commonly occur in the 65 and over age

group (68 per cent) and in children under 15 years of age
(nine per cent). Accidents, and not illness, are now the
largest cause of deaths in children. This has come about
because of advances in treatment of disease.
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The UK has a death rate due to accidents which is
consistently one of the world's lowest (Doctor, 1975). In
1974, accidents causing death or injury and the more

numerous 'damage only' accidents, probably cost Great
Britain £7,000 million (RoSPA, 1974).
The medical profession and the general public are

slow to recognize the facts. The study of causes and
prevention of domestic accidents is still embryonic, but
the situation is beginning to improve. Various govern¬
ment departments are sponsoring the Institute for
Consumer Ergonomics at Loughborough. The Home
Office is considering the notification of all accidents in
order to produce an accidents acquisition data system.
The Consumer Association has kindled public interest
in the hazards of domestic surroundings by helping to
produce minimum safety criteria for standard equip¬
ment in the home and building structures. The
Consumer Protection Act of 1961 banned the sale of
dangerous goods, but it is still difficult to define a

dangerous toy.

Hazards to the old

Good health in the aged may be defined as the ability to
be self-reliant. On retirement one should have the right
to be able to do what one wants, when one wants, and
where one wants.

Specialist advice should be sought on the interior
design of old people's homes. Stairs should be shallow
and carpeted and have one or two handrails (Felstein,
1974). There should be no polished floors, no worn-out
mats, and, to avoid slipping, they should have a rubber-
backed underlay (de Fouseka and Roberts, 1972).
Sealants and polishes made from natural or synthetic
resin are said to be less slippery than those made from
natural wax. There should be no steps leading into a

room. Electric switches should be easily accessible and
lighting adequate. Bright colours appear to help morale
and aid the memory for direction. All accommodation
should be centrally heated, convection being the safest
and most practical. Hypothermia is a serious condition
and is often aggravated by hypnotics or alcohol.
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Source: Registrar Ceneral's Statistical Review of England and Wales, 1973 (Office of Population Censuses and Surveys, 1975).

Figure 1. Deaths due to various types of accidents
compared with deaths due to infectious diseases,
1951 to 7966. (Data from the Registrar Ceneral's
Statistical Review for England and Wales,
Figure 62.)
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The kitchen is probably the most dangerous room in
the house. Easy access to cupboards and shelves is
essential, and these should not be more than 1,800 mm

above floor level, thus requiring no steps to reach them.
All working surfaces should be level with no pro-
jections.
The bathroom also has its dangers. Neither the centre

of gravity of the lavatory nor the bath should be too
low. The sides of the bath should be shallow and a non-

slip mat supplied both inside and outside. There should
be a step up to it, a step to sit on, and finally, handles
should be fitted on each side, or better still, as the
ergonomists advise, a slanting arm designed for the
bath, as an elderly patient or cripple often has more

strength in the forearm than in the hand. A board
placed across the sides of the bath is useful. The aids
should be supplied before an accident occurs.

The elderly often suffer from vascular, degenerative,
neoplastic, or iatrogenic diseases. These conditions
include vertebrobasilar syndrome, sudden 'drop' at¬

tacks, faints from postural hypotension, deafness due
to presbyacusis, impairment of balance, refractive
errors, chronic glaucoma, and cataract. They suffer in
some degree from osteoarthrosis and osteoporosis; and
osteomalacia is more common than has been recog¬
nized. Fracture can follow even a minor fail. All these
conditions of old age militate against the elderly
population's ability to cope with life in general. They
become 'accident prone', and problems increase as age
advances.
The practitioner must not forget that an accident can

be the presenting sign of underlying serious disease, be
it mental or physical, such as diabetes, hypertension,
carcinoma, an incipient depression, or even the onset of
pneumonia. It follows that the incidence of accidents to
the 65 and over age group increases with age (Gray,
1966). Old people may forget their limitations and be
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unable to escape an accident because of locomotor
disability. Failing vision, tottering shuffling steps, the
festinant gait of paralysis agitans, the high-stepping gait
of peripheral neuropathy or lateral nerve palsy are all
conditions of physical disability with which the aged
have to contend and which predispose to a fail.
The cottage in the country may not be the ideal

accommodation to retire to. It may be remote from
shops, it may have uneven floors, the odd step into a

room, a steep winding staircase wth an inadequate hand
rail, and low lintels at the doors. Windows, although
picturesque, may not admit enough daylight and a dark
and dimly lit cellar with worn steps could be another
potential danger.

Hazards in middle age

In the teenage and working populations, domestic
accidents do not present such a problem (Table 2). As in
the 65 and over group, women in this category are much
more prone to accidents in the home; in fact the
proportion of deaths from accidents at home is 2$ to 1
(Medical Commission on Accident Prevention, 1972).
In this age group, states of body and mind can

predispose to a situation in which an accident might
occur. Menstruation and pregnancy are two such
conditions. Behavioural factors such as anger, anxiety,
fatigue, ignorance, increased stress, inquisitiveness, and
carelessness are all important predisposing states
(Backett, 1965).

Hazards to children

From birth to ten years, children can be divided into age

groups according to the accidents they most commonly
encounter (McNeil, 1943). From birth to six months,
choking and suffocation from food or secretions are the
commonest causes of accidents. This is the age of the
sudden infant death syndrome; the child may have died
by choking on its own inhaled vomit, or smothered
itself with a pillow or bedclothes. Often there is no

accidental cause of the child's death, but instead an

overwhelming virus infection, or some congenital
abnormality of excessive red blood cell production,
abnormally large right heart ventricle, thickened arterial
walls supplying the lungs, or something producing
chronic lack of oxygen.

Children at the age of teething and transition (six
months to two years) are liable to new hazards because
of their new-found mobility, but they are not old
enough to appreciate danger. Their balance and co-

ordination is precarious, rendering them more liable to
falls; they may fail into the fire and severely burn
themselves, or fail into a full bath and drown. Through
inquisitiveness, they may pull a saucepan full of hot
food or liquid off the stove.
At the age of play and freedom from two to five

years, poisoning, cuts, electrical burns, and burns from
lighted matches increase in incidence. At this age a child
is more venturesome and outside accidents occur, such
as crush injuries from machinery, bites from animals,
and drowning in water tanks and swimming pools.
From five to ten years, the age group of schooling

and discipline, the incidence of accidents in the home
diminishes, but there is a greater risk of falls from trees,
ladders, and walls, and more important still, from road
traffic accidents. Where there is crowded housing and
inadequate play areas, the liability to pedestrian

Source: Registrar Ceneral's Statistical Review of England and Wales, 1973 (Office of Population Censuses and Surveys, 1975).
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accidents increases (Neutra and McFarland, 1972). A
total of 30,411 child pedestrians were killed or injured
in 1975, representing 44 per cent of all pedestrians
injured (RoSPA, 1974). At all ages, girls fail victim
more often to burns, and boys to falls, cuts, and
scratches.
Under one year, the traumatic insult is inflicted upon

the child, whereas over this age the traumatic insult is
self-inflicted. One must qualify this, however, by
realizing that an injured child may be the subject of
child abuse (Baher et al., 1976). If a general practitioner
suspects this, he should discuss the problem with his
health visitor, and it may be wise to admit the child to
hospital where investigation can be started.
When the causes of accidents are analysed, it is found

that in about 80 per cent of cases the individual is at
fault and in 20 per cent the cause is found in the en¬

vironment Medical Commission on Accident Pre¬
vention, 1972). According to statistics, the most danger¬
ous times of day for accidents in the home are mid-
morning and early evening (MacQueen, 1960). Sunday
follows Monday in order of risk. Accidents are due to a

failure of the individual to recognize and avoid hazards
and are the result of a diminished state of equilibrium
between the individual and his environment.

Types of accident

Falls are the most common. They account for 61 per
cent of all accidents (RoSPA, 1974). Between 50 per
cent and 80 per cent of fatal falls occur in the home
and, of these, 87 per cent are in the 65 and over age
group and the majority of victims are elderly women
(Redpath, 1970).
The ability to stand erect is an acquired skill and

many falls occur when this position is first assumed.
These can be due to postural hypotension in the older
person, but limitation of locomotion can also be a cause

in the elderly and very young alike. In the elderly,
fracture of the neck of the femur is a common injury
resulting from a fail (Fisher, 1955). Even a minor fail
can have serious consequences.the elderly injured
person may lose all independence. Serious falls in
toddlers often occur by failing downstairs, but this can

be prevented by fitting a gate at the top and bottom of
the stairs.

Burns and scalds
Burns and scalds, which account for 13 per cent of all
domestic accidents (RoSPA, 1974), still kill and maim
young children and, in the majority of cases, they are

preventable. The Heating Appliances (Fireguard) Act
(1954) required all new gas and electric fires to be
guarded, but there are still many old-fashioned gas and
electric fires without adequate guards, especially in the
homes of the elderly. The fireguard mesh must be small
enough to exclude small fingers and be far away from
the heated element. Modern paraffin heaters are now

self-extinguishing if tilted more than 45 degrees.

Burns caused by the ignition of clothing are much
more common in females than males. It is now an

offence to sell nightdresses made of readily ignited
material (British Standards Institution, 1957). Cotton
and rayon and the man-made fibres, 'Acrilan', 'Cour-
telle', and 'Orlon', are easily set on fire. Nylon,
'Terylene', and the heavier woollen fabrics are more

resistant. It is the wide-skirted dress, apron, and
nightdress which present a fire risk, especially where
there is an unguarded coal or electric fire. If girls were

encouraged to wear pyjamas in preference to night¬
dresses, there would be fewer cases of burns due to

ignited clothing. At all ages, people who are subject to
attacks of unconsciousness, such as in epilepsy, are at
risk of serious domestic burns (Maisels and Corps,
1964). Smoking increases fire risks.

Poisoning and gassing
Poisoning and gassing are a potent cause of domestic
accidents. In 1974 poisoning alone caused 11 per cent of
accidental deaths in Great Britain (RoSPA, 1974). Since
the advent of North Sea gas, the incidence of gassing
accidents has markedly decreased (Medical Commission
on Accident Prevention, 1972). North Sea gas is not
poisonous but the vitiation of air in over-heated rooms

must be reckoned with and is an important cause of
death. Adequate ventilation of all rooms is therefore
necessary.
Admission to hospital of acutely poisoned adults has

increased by 80 per cent in the past six years (Neutra and
McFarland, 1972). This high incidence, however, is now
beginning to lessen, possibly through doctors writing
fewer prescriptions for barbiturates (Barraclough,
1976). Any patient between the ages of 15 and 50 who is
found to be drowsy or unconscious should be suspected
of taking a drug overdose until proved otherwise. The
vast majority of cases of attempted suicide are

manipulative, probably 80 per cent being a cri de coeur;
the overdose, usually of tablets, is taken to draw
attention to their plight (Neutra and McFarland, 1972;
Medical Commission on Accident Prevention, 1972).
True accidental poisoning of the adult is uncommon.
The elderly patient may forget that he has already taken
his medicine and tablets and take a second dose. The
wrong tablets may be taken in the dark, or from an

unlabelled bottle, or by a blind patient.
Children between one and two years are particularly

vulnerable and remain so until about five years, when
they acquire some sense of discipline. In 1972, nearly 33
per cent of children under five years admitted to hos¬
pital after home accidents in England and Wales had
been poisoned by medical and non-medical products
(RoSPA, 1974). All kinds of pills, potions, paints,
polishes, pesticides, petroleum products, garden ferti¬
lizers, turpentine or turpentine substitute, and even

'Jeyes* fluid are kept in unlabelled soft drinks bottles.
Paraquat is a dangerous poison, as there is no antidote
to this weedkiller. The patient may live for up to six
weeks, dying from progressive obliteration of the
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bronchioles and alveoli. Lead poisoning is not the
menace it used to be, thanks to legislation by the 1961
Factories Act, and paint containing lead is forbidden on
toys and cots. Soon, tighter regulations to reduce health
risks from lead will be drawn up by the Government's
Health and Safety Executive. Parents who find it diffi-
cult to encourage their children to take prescribed treat-
ment should not indoctrinate them to regard tablets as
sweets, as it may have fatal results.
Parents should ensure that all medicines and tablets

are kept in a safe place at all times, preferably in a
locked medicine cupboard, and not on the mantelpiece,
by the bedside, or under the kitchen sink.. Many tablets
are now supplied in individual foil wrapping, 'blister
packs', or in bottles with safety 'twist and turn' caps.

Choking and suffocation
Choking and suffocation are the commonest cause of
death in both sexes in children under one year of age
(Table 3). There should be no pillow in a baby's cot or
pram. The peak age for inhaled foreign bodies is one to
three years, and nuts are one of the chief offenders.
Sometimes a variety of objects may have to be removed
from a child's ear or nose. The acute onset of
respiratory symptoms in a previously fit child should
bring to the clinician's mind the possibility of an inhaled
foreign body. The right main bronchus is the com-
monest level of obstruction, causing coughing, wheez-
ing, and decreased movement of the chest on that side.

Electric burns and shocks
Electric burns and shocks are often due to faulty
switches and wiring. Old people often age with their
equipment and they cannot be bothered to have repairs
done. The 'do-it-yourself' cult can be dangerous, and
many fatal shocks are due to inexperienced amateurs
meddling with electric wiring and switches. Faulty
wiring is sometimes the cause of fires in the home.
Misjudging skills is common to young and old alike.

Wounds
Wounds are a frequent result of accidents, generally not
severe, and are caused by knives, razors, tin-openers,
and quite often the chopper (Castle, 1950). Serious
injuries are more often caused by mechanical or
powered equipment such as washing machines and
mixers in the kitchen, lawn mowers, particularly of the
rotary type, and hedge cutters in the garden.

Prevention

Accidents at home cause many injuries and a substantial
number of deaths each year. How can doctors, and.
general practitioners in particular, help to lower these
figures? An estimated 104,000 people were treated as
hospital inpatients following home accidents in 1974. In
England and Wales alone a further estimated 650,000
people were treated as hospital outpatients and 500,000
people visited their local doctor (RoSPA, 1974).

All accidents are preventable. We cannot live without
encountering hazards, but we can diminish the risk, and
this has been done in the prevention of road accidents
and particularly industrial accidents. However, the
category of domestic accidents needs further develop-
ment (Medical Commission on Accident Prevention,
1970). Research into home safety receives less govern-
ment support than road safety. In all fatal accidents,
whether on the road, in industry, or in the home, the
causes and circumstances are investigated by HM
Coroner and are recorded by the Registrar General.

Non-fatal accidents are not notified in the UK but it is
obligatory in New York; would it help in Great Britain?
It would certainly help to pinpoint some of the causes
and thus help indirectly to remove hazards. Industrial
accidents are carefully screened; any hazard is removed
and protected. This is not so in domestic accidents, but
it is beginning to occur. Legal enforcement has helped
in standardizing household equipment and in making
safer house building structures. The ergonomist has
helped in the better and safer design of many articles in
daily use. The Medical Commission on Accident
Prevention is convinced that health education is an
important factor in the prevention of domestic acci-
dents. If a first-aid test were made mandatory as part of
the driving test, many road-accident victims could be
saved (Schwarz, 1964). How many more domestic
accident victims could be saved, or their injuries
rendered less severe, if all children were taught first-aid
compulsorily at school? This is already being done in
some schools. Medical students should study domestic
accident prevention as part of their curriculum. A
suggestion leaflet could be placed in all pension books
(Tempest, 1956). More use could be made of the mass
media to encourage public awareness of domestic
hazards. The more informed parents are about accident
prevention, the better instructors they make for their
children; but so often poor education is co-existent with
poor safety habits.
The general practitioner is the leader of the primary

care team. He is the key visitor to the home and can help
in health education along with his health visitor, district
community nurse and social worker. This team should
observe any potential hazards at home, tactfully advise
about them, and help in preventive health education.
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Predictors of epilepsy in children
who have experienced febrile seizures

We examined the frequency of development of febrile
seizures in 1,706 children who had experienced at least
one febrile seizure and were followed-up to the age of
seven years. Epilepsy developed by seven years of age in
20 per 1,000 (two per cent), and another ten per 1,000
had at least one afebrile seizure that did not meet our
definition of epilepsy.

In children whose neurological or developmental
status was suspect or abnormal before any seizure and
whose first seizure was complex (longer than 15 minutes
multiple or focal), epilepsy developed at a rate 18 times
higher than in children with no febrile seizures (92
versus five per 1,000; p <0 001). In the largest group
with febrile seizures-those previously normal with
non-complex first febrile seizures-epilepsy developed
in 11 per 1,000; this rate, although moderate, was
greater than that for children with no febrile seizures
(p < 0 027).

Prior neurological and developmental status and
characteristics of the first febrile seizure are important
predictors of epilepsy after febrile seizures.

Reference

Nelson, K. B. & Ellenberg, J. H. (1976). New England Journal of
Medicine, 295, 1029-1033.

(This is a long and excellently detailed paper with much information
on the subject of febrile fits).
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