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Mental Health Services for Children
The National Association for Mental Health, in conjunction with the
National Society for Mentally Handicapped Children, is sponsoring a
Mental Health Week from 4 to 10 June. It will take as its theme " Work
to be Done," and the campaign is designed to stimulate recruitment to
the mental health services. The occasion is therefore appropriate to
consider the adequacy of our mental health services for children and how
best to deploy our available resources.

Every day, on average, a child under the age of 15 years is admitted
somewhere in this country to an adult psychiatric ward. Of all first
admissions to mental hospital 4% are of people under the age of 20.1
In numerical terms the problem is comparatively small, but in terms of
distress to the patient and his family the picture is grim, for our child
psychiatric services are not adequate to cope with it.
The Ministry of Health2 has suggested that in view of the difficulties

in estimating the total need for inpatient services for children and
adolescents the initial aim should be to provide 20-25 beds for children
and the same number for adolescents per million of the population, with
a further 25 beds per region for children requiring long-term psychiatric
care. At present beds specifically designated for children or adolescents
amount to fewer than 12 per million, with little prospect of improvement
in the near future. The few units for adolescent patients cater primarily
for those with psychoneurotic and behavioural disorders, though it could
be argued that the prevention of chronic disability from the psychoses
should carry a higher priority.

Successive reports3' have called for greatly increased investment in
physical and professional resources for dealing with disturbed children
and have stressed the need for greater emphasis on prevention. The
family5 and community' aspects of both treatment and prevention are
now widely recognized, but many of our child psychiatric clinics continue
to invest their slender resources exclusively in time-consuming individual
treatment for that small segment of emotionally ill children who are
referred to their clinics. A. Ryle7 observed that " for each child referred
to child guidance clinics there are five, equally disturbed, not referred."
Though distinct groups of disturbed children have been identified, they
overlap in some respects8 9 and it is often a matter of chance whether
serious emotional disorder in children is treated within a medical, social,
educational, or judicial framework.

Admission to hospital or to reception centre, children's home, special
school, remand home, or other residential setting is often an attempt to
resolve an immediate crisis in the absence of adequate resources in the
community for diagnosis or treatment. It may be more realistic to
strengthen and co-ordinate the services in the community rather than to
increase the number of special residential psychiatric units. Such units
are difficult to staff, and to be of viable size they must of necessity be at
some distance from many parts of the catchment area. For patients in
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urgent need of removal from home for diagnostic, protective,
or therapeutic reasons places in existing children's hospitals,
or in hostels or other primarily non-medical child-care
settings, may be more suitable than admission to a special
school or unit, where, despite the fact that the majority of
children rapidly become evidently less disturbed in their
behaviour, the duration of stay may be as long as four years.10

Economic factors are in any case likely to slow the further
growth of special units, and the competing demands for
medical manpower make it unlikely that enough doctors of
sufficient skill and experience will be available to staff a
comprehensive child psychiatric service. Teachers and child-
care and probation officers, and others directly concerned
with child care, must continue to carry a considerable share
of the management of disturbed children. Their training in
the recognition and management of emotional disorders is
improving, but their greatest need is for continuing consulta-
tion, guidance, and support in the management of their cases.
Family doctors more than anyone have the opportunity to
know families over many years and may be able to intervene
before the development of overt disorder or to offer guidance
in minimizing the effects of adverse situations. Unfortu-
nately undergraduate and postgraduate education does little
at present to equip the doctor for these tasks. Paediatricians
and school medical officers are also more likely to see
disturbed children than the specialized psychiatric services,
but are often reluctant to attempt to deal with these problems
because of their uncertainty about their own capacity to offer
effective treatment and because of lack of available psychiatric
consultation. Psychiatrists practising in clinics for adult

patients are often untutored in the problems of childhood
and adolescence, and when already involved with a family
situation prefer to refer the younger members to a colleague
working in another setting.

In these circumstances it would seem that child psychia-
trists have an enormous responsibility for education and
consultation. Perhaps they should sacrifice some of the
pressures and satisfactions of individual therapy and spend
more time giving training, consultation, and support to
colleagues, both medical and non-medical, who are providing
individual and family care in the community. At the same
time they must try to ensure that adequate resources are
invested in research. As well as including study of the origins
and development of childhood disorders, this should be aimed
at evaluating the consequences of different forms of treat-
ment. Our present child psychiatric services are so rudi-
mentary that the buildings and staffing patterns of the next
decade may mould the development of services for the next
century.
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Which Hypotensive Drug?
Hypotensive treatment improves the prospects of patients
with severe hypertension,' 2 and it is thought possible that the
degree of benefit is related to the effectiveness of control of
the blood pressure.
Now that fMany hypotensive drugs are available, and more

appear every year, it becomes increasingly difficult to decide
which drug should be given to any patient. Indeed, the multi-
plication of remedies means that' no single one is entirely
satisfactory. Side-effects and other hazards must always be
balanced against possible benefits.
The drugs used will depend in part on the patient's con-

dition. In hypertensive emergencies, such as encephalopathy
or left ventricular failure, the blood pressure must be reduced
rapidly. For this purpose parenteral hexamethonium or
pentolinium may be given, provided the patient is either
sitting up or tilted feet downwards. Intramuscular reser-
pine or intravenous frusemide or ethacrynic acid may likewise
be employed unless there is reason to believe that the patient
has obstructive disease of the urinary tract or severe renal
failure. Parenteral treatment with methyldopa has been
advocated, but it can occasionally cause a transient rise of
arterial pressure' and is probably better avoided. Patients
requiring this kind of treatment will almost invariably need
continuous control of their blood pressure thereafter unless
the emergency is due to a self-limiting condition such as acute
glomerulonephritis.

The drug chosen for maintenance treatment of hypertension
will also depend to some extent on the patient's state. Patients
with severe or malignant hypertension will usually require
one of the more potent sympathetic blocking agents, while
the blood pressure of patients with milder disease can often
be controlled with drugs that require less meticulous atten-
tion to dosage. Phenobarbitone has no place in the treatment
of hypertension.' 5 A thiazide type of diuretic is usually the
first choice for patients with mild hypertension provided there
is no risk from gout or diabetes. There is no evidence that
any single diuretic is superior to the others in respect of
efficacy or freedom from side-effects. There is little point in
increasing the dose if adequate control of the blood pressure is
not achieved. Potassium supplements will be required, par-
ticularly if the patient' is receiving digitalis. If adequate
control is not obtained, it is probably reasonable to add small
doses of a rauwolfia alkaloid. This combination is usually
more effective than a diuretic alone, though the rauwolfia
alkaloid may cause depression or retention of sodium. There
is again no unequivocal evidence that one rauwolfia compound
is superior to the others. One major advantage of diuretics
and rauwolfia compounds is that they do not cause postural
hypotension. The same is true of propranolol, which has a
moderate hypotensive action.' It may, however, cause cardiac
failure, and its place in the routine treatment of hypertension
is not yet established.

If the above drugs fail to control the blood pressure, or if
the patient has severe hypertension, one of the agents affecting

 on 24 M
ay 2023 by guest. P

rotected by copyright.
http://w

w
w

.bm
j.com

/
B

r M
ed J: first published as 10.1136/bm

j.2.5552.585 on 3 June 1967. D
ow

nloaded from
 

http://www.bmj.com/

