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Inhumanity to man

In spirit at any rate, the Mental Health Act, 1959, is undoubt-
edly the most humane chapter in the chequered history of
the care of the mentally disordered. One of the fundamental
concepts to be incorporated in the Act is that if a person
suffering from mental disorder has offended against the
criminal law he is to receive treatment and not punishment.
In this context, in the case of prosecuted offenders, Section 60
of the Act (Part V), a hospital order, is far and away the most
important and the most frequently used instrument. If there
is a presumption of dangerousness, however, a Section 65, a
restriction order, may be superimposed.
The Act came into effect in November 1960, and initially

worked remarkably smoothly, thanks to various factors;
the desire to do what was in the best interests of the patient;
the belief in the potency (or omnipotency) of psychotropic
drugs in treating mental disorders, particularly schizophrenia;
and the understanding that decision-making vis-a-vis admis-
sion to mental hospitals was vested in the responsible medical
officer (in consultation with other disciplines if he so wished).
The statistics relating to Sections 60 and 65 are an obvious
index of the way the Act works. The number of prosecuted
offenders remanded for medical report-in practice almost
invariably for a psychiatric report-rose rapidly, from 6366
in 19611 to 10 919 in 19662 and 12 969 in 1971, and has
remained reasonably constant thereafter. Thus the latest
figure for 1976' is 11 057. Nevertheless, a particularly note-
worthy feature in the past six or seven years is the drop in the
number of hospital orders (Sections 60 and 65). Until 1971
the number of orders made, expressed as a percentage of those
remanded, was between 10"o and 12"O. Since then there has
been a steady but significant decline: in 19764 the figure was
7 80), the first time it has dropped below 8".
The fall in the number of hospital orders must be interpreted

as a disinclination on the part of psychiatric hospitals to
admit mentally abnormal offenders. This was made clear for
the first time in the annual prison report for 19705: "Certain
[prison] medical officers commented upon the difficulty of
obtaining suitable vacancies in psychiatric hospitals-par-
ticularly in the London area," it was noted more in sorrow
than in anger. The same disconcerting theme is taken up in
subsequent annual reports. That of 19736 states: "It remained
difficult sometimes to obtain suitable places in psychiatric
hospitals. . .."
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The report for 1975' goes a step further and hints at one
of the causes of the fall in the number of hospital orders.
It expresses the same difficulties in finding NHS hospital
accommodation for psychiatric cases, but goes on to say:
"Unusually, this year, two instances have been reported
where the nursing staff of the hospitals concerned declined
to accept the patients."

In the report for 1976,4 the gloves are off: the tone is no
longer of sorrow, but of anger. The seeming irresponsibility
of psychiatric hospitals-whatever the reasons-in refusing
to admit mentally disordered offenders is deplored, and in no
uncertain terms: "-but mentally ill people are entering
prisons and borstals in increasing numbers and people of
previous good personality, whose offences frequently stem
solely from their illnesses, are now being refused admission
to psychiatric hospitals and are, instead, being received and
detained in establishments."

It appears from the same report that an assessment was
made by prison medical officers of how many prisoners in
custody were suffering from mental disorder within the mean-
ing of the 1959 Act. It emerged that "the prison system was
then holding some hundreds of offenders who were in need of
and capable of gaining benefit from psychiatric hospital care,
management and treatment in psychiatric hospital." And this
at a time when the prison population had soared to a totally
unacceptable record level of well over 42 000, the report could
have added.
Why have the high hopes for a square deal for the mentally

disordered offender engendered by the 1959 Act apparently
been dashed? Most certainly the grave shortage of beds in
special hospitals, to which we have often referred,8 12 and
the failure to provide regional secure units as recommended
once again by the "Butler Report"13 have resulted in the
justifiable refusal of "open" hospitals to accept patients con-
sidered to be dangerous. Nevertheless, other factors are at work
which are not justifiable. In effect, they may be seen as a
reversal of those self-same factors that were responsible for
the initial smooth-running of the Act. Firstly, what seems
paramount today is the desire to do what is in the best interests
of the hospitals rather than the patients. In other words, a
good psychiatric hospital is an empty one, even if, to achieve
this objective, patients are having to exchange a hospital bed
for a prison cell. Secondly, the psychotropic drugs have
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failed (in part at any rate) to live up to their expectations,
so that there is a growing accumulation of "new chronics"
who are no longer considered to be the responsibility of the
psychiatric hospitals. It is forgotten that one of their prime
functions is, or ought to be, to provide sanctuary, or asylum,
to a stage-army of rootless, homeless invalids suffering from a
variety of personality disorders, chronic psychoses, and alcohol
and drug addiction. As things are, faute-de-mieux,
the prisons are compelled to care for them, a point which the
1976 report makes with telling bluntness.

Lastly, there is the problem of who admits the patient.'4
The responsible medical officer, almost invariably a consultant,
no longer makes the decision who is or is not to be
admitted to his hospital. For example, not long ago nurses
belonging to a particular union at one London hospital
decided to ban "the admission of potentially violent patients."
The purpose of this pronouncement is relatively unimportant.
What is important is that some patients are being denied the
care and attention in hospital they require and are perforce
being given prison sentences, sometimes life sentences. And
it is difficult to imagine a more flagrant betrayal of the very
spirit of a most humane charter, the Mental Health Act, 1959.
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Tuberculin testing in
hospital staff
We have long recognised that hospital staff are at risk of
contracting tuberculosis from patients or specimens. Efforts
have been made to identify those at special risk and to increase
protection of staff found to be tuberculin-negative. Houghton
and Horne were among the first in the United Kingdom to
realise the need for a scheme of BCG vaccination for hospital
staff. Of 2652 nurses and students in Edinburgh hospitals
whom they tested before 1950, 17% failed to react to 1 mg of
old tuberculin.' Ninety-three per cent of these negative
reactors were vaccinated with BCG. Poole2 described tuber-
culin testing and the incidence of tuberculosis among 1779
nurses at the Queen Elizabeth Hospital, Birmingham, in
1939-52. Before BCG vaccination was started in 1950, there
were 25 (4.50%) cases of tuberculosis among those who were
initially tuberculin-negative; tuberculosis was four times
commoner in this group than among those who were positive.

Holley and Bartzokas3 have again raised the problem of
tuberculin testing and the protection of hospital staff. In

testing 176 people working in a Liverpool hospital, they
found that 6900 were negative reactors. They used the tine
test for screening but did not find it satisfactory; this may
have been one reason for the unexpectedly high number of
negative reactors. They gave no information on the numbers
of people at various ages or previous BCG vaccination.

All hospitals should have a tuberculosis surveillance scheme.
In each hospital an individual or group should be responsible
for considering what policy is appropriate to the hospital's
experience with tuberculosis, keeping it under review, and
checking that planned procedures operate smoothly. In general
hospitals student nurses, medical students, physiotherapists,
radiographers, laboratory workers, and other paramedical staff
who have contact with patients or infected material should all
have a tuberculin test and a chest radiograph at the time of
first employment. Porters and domestic staff in hospitals
dealing with substantial numbers oftuberculous patients should
be similarly screened. Negative reactors should be offered
BCG and should not work where the risk of tuberculosis is
high while they are tuberculin-negative. The BCG site should
be examined at six to eight weeks. If there is an obvious local
reaction no further action is necessary,4 although a tuberculin
test to confirm conversion may be prudent (and may be
required) in staff at special risk. Those with a negative tuber-
culin reaction but a history of BCG vaccination should be
advised to be revaccinated with BCG. Individuals with
strongly positive tuberculin reactions, especially if they are
young, run an increased risk of tuberculosis5; they should be
investigated and given surveillance for two years if treatment
or chemophrophylaxis is not indicated.

Controversy exists about the best screening test to assess
tuberculin sensitivity, but most doctors concerned in such
programmes in Britain6-8 probably prefer the Heaf test to
the tine test; and all use the Mantoux test to resolve uncertainty
about doubtful reactions. Hospital staff in regular contact
with tuberculous patients or infected materials should also
have an annual chest radiograph.
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Skeletal scintigraphy in
carcinoma of the breast
To define a problem is half way to finding its solution, and this
may well be where we have got to with the management of
primary carcinoma of the breast. Arguments about the extent
of local treatment have become somewhat sterile and irrelevant
with the recognition that the outcome of treatment is largely
predetermined by the extent of micrometastases at the time
of presentation. Carcinoma of the breast should be assumed to
be a systemic disease until proved otherwise.'
With the development of effective chemotherapy regimens

for advanced disease it has become reasonable to assume that
such treatment at the time of primary surgery would help
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