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claimed success with resection of the roof of the diverticulum
endoscopically in six cases of recurrent diverticulum, but
others have not found this technique so uniformly successful.

Diverticula of the urethra are unexpectedly common: one
American paper') quoted an incidence of between 2% and 400,
suggesting that most must be symptomless. Andersen7 found
a diverticulum in nine patients without symptoms among 300
women undergoing injection urethrography. None of these
lesions were palpable. Diverticula have been reported only
very occasionally in children, and symptoms most often occur
in women between the ages of 20 and 50.2 7 Whether they are
congenital or acquired (usually secondary to infection of
paraurethral glands) is uncertain but of little practical im-
portance. A high index of suspicion is the key to the diagnosis.
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BCG vaccination in the
newborn
Discussion of the protection given by BCG vaccination has
sometimes been acrimonious and, on occasion, ill informed;
and the controversy has been rekindled by the results of the
recent trial of BCG in south India, which showed no evidence
of a protective effect.1 The general impact of the "bad news
from India" has recently been reviewed.2 One specific question
that needs to be answered is the extent of the protection given
by BCG vaccination of newborn and young infants.3
Any such analysis should be based on two concepts: the

pathological action of BCG vaccination and its direct and
indirect effects on the population. The influence that pro-
tective BCG vaccination has on the development of foci in the
lung has been shown elegantly by Sutherland and Lindgren.4
Their postmortem study of 67 non-vaccinated and 83 BCG-
vaccinated patients, all but two of whom had died from causes
other than tuberculosis, made it plain that all tuberculous
infections-in the vaccinated as well as the unvaccinated-lead
to pulmonary foci evident at necropsy. The effect of BCG is to
limit the multiplication and dissemination of tubercle bacilli
and the development of lesions after infection. Vaccination
does not, therefore, prevent the establishment of infection in
someone exposed to tubercle bacilli.
The direct effect ofBCG vaccination is defined as prevention

of tuberculosis in vaccinated persons, and the indirect as the
reduction of tuberculosis in the population as a whole. A
substantial direct effect has been shown in young adults in
England and Wales5 and Scandinavia,6 7though in Scandinavia
the indirect effect in preventing infectious cases lies between
only 030% and 2.0% yearly. So far as the direct protective
effect is concerned, it is reassuring, as ten Dam and Hitze
comment,3 that BCG vaccination seemed invariably effective
in those studies in which tuberculous disease appeared

relatively soon after infection-circumstances that necessarily
apply in infant tuberculosis.
The evidence from controlled trials of vaccination of the

newborn is slender and comes from studies carried out in the
1930s. Between 1933 and 1945 Saskatchewan Indian infants
were vaccinated intradermally within 10 days of birth, allo-
cation to a vaccinated or control group being by paired families.
This procedure gave balanced groups of 306 vaccinated
children and 303 controls, and the general mortality was the
same in both groups. Among the 306 vaccinated children there
were six cases of tuberculosis with two deaths; whereas among
303 controls there were 29 cases and nine deaths, so that the
degree of protection was over 80%.8 In a study in which
percutaneous multiple puncture vaccination was used in 1937
in Chicago about half of 3381 infants were vaccinated during
the first week after birth if the household members were free
from tuberculosis. Among 1716 vaccinated children there were
17 cases of tuberculosis and one death; among 1665 controls
there were 65 cases and six deaths, a degree of protection of
about 750,,.9
- In retrospective studies statistics need to be used with
caution, and the protective effect of the vaccination may be very
difficult to estimate. Among studies that have suggested a
protective effect are those undertaken in Hamburg10 and the
Federal Republic of Germany."1 In Manchester12 25 478
children born between 1951 and 1960 in a certain group of
hospitals were offered BCG vaccination; the offer was accepted
by 10 326. Of the 40 children born in these hospitals who
developed tuberculosis, all were found to belong to the 15 152
unvaccinated children. In 1965-7 in Taiwan 109 cases of
tuberculous meningitis were observed in children aged up to
5 years. Only four of these children had a BCG scar, though
340' had been vaccinated.'3

Certain complications of vaccination are more common in
newborn infants: suppurative adenitis and BCG osteomye-
litis.14 The rate of BCG osteitis per million vaccinated children
has been reported as 46 in Finland, 35 in Sweden, and 06 in
eight other European countries.'- Furthermore, of 13 well-
documented examples of vaccinations that resulted in fatal
dissemination, eight were in newborn infants and two in
children vaccinated at 6 weeks. Immunological defects were
identified in 11 of these cases.
The excellent controlled trials in adolescents5 and studies of

routine use in schools vaccination programmes'6 17 have
identified the protective effect of vaccination in these groups.
Routine BCG vaccination of all newborn infants was never
widespread in Britain, however, and may now be practised only
in the Highland region of Scotland. Vaccination is still com-
monly practised in children born into Asian immigrant
households. Little is known of the effectiveness of these
programmes, but the contact study carried out by the British
Thoracic Association'8 showed that vaccination carried out
before the study gave a protective effect in Asians: only 1-6%
of close contacts who had been vaccinated developed active
disease compared with 3 80% in the unvaccinated. The figures
for non-Asians were 1-1°' and 4.40% respectively.

Despite the many research reports published already,
further evaluation of mass BCG programmes in newborn
infants is still required. Account should be taken of the quality
of vaccine, its transportation, and the technique of application.
Many immunisation programmes now recommend delaying
BCG vaccination for several months after birth because of the
relatively low immunological response mounted by the
newborn; data on this aspect are also needed. Until further
information becomes available the reasonable policy will be to
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continue giving BCG to all children born into Asian immigrant
households and to tuberculin-negative child contacts of
infectious patients.
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Secure units
As recently as the 1950s most psychiatric hospitals kept
patients in fairly secure conditions, with long stays and locked
doors accepted as routine. All that changed with the advent
ofthe major tranquillisers and the informal attitudes stimulated
by the Mental Health Act 1959. Wards are now generally
open and the whole emphasis of treatment is on getting
patients out of hospital and into the community.
These changes have benefited patients with mental

illness-with a few thousand exceptions: the persistently
aggressive and those with behavioural disturbances. Some of
these patients are mentally handicapped; some are offenders;
all are difficult to manage-and none are suitable for treatment
on an open general ward, where their presence distresses other
patients. Yet six years after the Butler report' recommended
the building of security units in the NHS for mentally
abnormal offenders unsuitable for general hospitals, little
progress has been made. Most such persons finish up either in
one of the four special hospitals or in prison.
The widespread criticism earlier this month of the failure

of NHS hospitals to accept the transfer of patients from
Rampton2 has brought the issue back into the public eye.
The reason that NHS hospitals refuse these patients3 is plain
enough. As the Royal College of Psychiatrists states in its
report4 on secure facilities, "the open-door policy in many
psychiatric units has been important in reducing the fear and
stigma of mental disorder. Many people, including doctors
and nurses working in psychiatric hospitals, have been
concerned that the admission of significant numbers of
mentally abnormal offenders will reverse this trend." Nurses
and doctors are all too aware that physical restraint of patients
who may-even very occasionally-be disruptive can lead to
public criticism and calls for inquiries. In those circumstances

many units have taken the cautious, pragmatic approach and
refused such patients admission.
What are the alternatives ? So-called difficult patients can

be treated by the staff of ordinary psychiatric hospitals-as is
evident from the success of the interim facilities opened in
three regions as a temporary measure.5 Experience in these
small units, adapted from existing wards, has shown that they
can cope with difficult patients provided that the staff ratio is
high and that all concerned have a commitmentand enthusiasm
for the work. Young staff of both sexes working in an
enthusiastic multidisciplinary team can achieve much more
than old-fashioned custodial care.

Specialist units of this kind with little in the way of physical
security could be established in many more psychiatric
hospitals if their staff agreed-and that is one solution to the
present difficulties, but it depends on attitudes being changed
among both psychiatrists and mental nurses. The other
choice is for the DHSS to press on with a policy based on
secure units. But the NHS regions are all desperately short of
money and such a building programme will be expensive.
More important, funds will need to be earmarked to pay the
nurses and ancillary staff at special high rates. Sadly, few
of the patients suffering in the present inadequate conditions
have articulate relatives or friends to exert political pressure
on their behalf, and without sustained pressure the pre-
varication of the past six years seems likely to continue.
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