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Otherwise, apart from the small outbreak in 1977, the figures
have remained constant. Reviewing patients in Scotland,
Bell et al suggested that cases were being overlooked because
paralytic poliomyelitis was becoming forgotten but there was
no evidence of this in the results from England and Wales.'0
Given that the use of inactivated vaccine would have

prevented these cases of recipient paralytic poliomyelitis,
what would be the effect if Britain switched from the oral to
the injected (inactivated) form? If about four fifths of the
children continued to be immunised, then each year at
least a fifth of the under 1 year olds would be completely
unprotected. This percentage might rise if the vaccination
rate fell-as it might if injected vaccine replaced the more
acceptable oral vaccine. In England and Wales vaccine
viruses circulate widely and help to maintain the high
seroimmunity rate in the population. Thus the unvaccinated
would continue to be at risk of developing contact polio-
myelitis, which has a slightly higher rate of paralysis than
recipient poliomyelitis. While the population maintains its
high immunity introducing a wild virus would be unlikely to
result in an epidemic. If inactivated vaccine completely
replaced the oral form, however, then these circulating
viruses would gradually disappear and as more children
became unprotected the herd immunity might not be
sufficient to protect them. There is a strong social class bias in
the uptake of vaccination, so that pockets of unprotected
children might come to be formed. Kubli and others,
reporting on the importation of poliomyelitis to industrial-
ised nations in 1975-84, recommended that all travellers,
immigrants, refugees, and foreign workers should be
immunised against all three polioviruses by routine vaccina-
tion (p 169). In Britain, with its many outside contacts, it is
unlikely that both wild and vaccine strains would not be
introduced, and hence it is essential to maintain the present
herd immunity.

Similar discussions are going on in other countries, and
Ogra and Faden have suggested that inactivated vaccine
should be used for all first doses followed by the oral
preparation for the remainder." This scheme would main-
tain the herd immunity by keeping up the circulating vaccine
strains while using the inactivated vaccine for the more
vulnerable vaccinees. Nevertheless, it presupposes that the
immunity gained by using both types is as high as that gained
by the exclusive use ofone or the other. Provided it had been
carefully evaluated, such a flexible approach to this problem
would be well worth considering as it might help to reduce
vaccine associated paralytic poliomyelitis.
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Managing psychopathic
offenders: a problem that will
not go away
One in four of the 1600 patients detained in the special
hospitals in England suffers from a psychopathic disorder.'
Most have been sent there by the courts after conviction
for serious crimes of violence. Their detention is of
indeterminate length, and their discharge under section 41
of the Mental Health Act is at the discretion of the Home
Secretary. Psychopathic disorder as legally defined depends
on abnormal aggression or serious irresponsibility, and treat-
ment must be likely to alleviate or prevent a deterioration.2
What treatment are such patients receiving and how are their
doctors to decide when they are safe to be discharged?

Unlike the American fictional hero, Randle Patrick
McMurphy of One Flew Over the Cuckoo's Nest,' psycho-
paths detained in England do not receive electroconvulsive
therapy or prefrontal leucotomies. The disorder is one of
behaviour and socialisation, and the mainstay of treatment is
the therapeutic milieu of the special hospitals.4 In this
environment-likened by one patient to that of a "grown up
children's home"'-life is orderly, social interactions are
controlled, the havoc unleashed by alcohol or drug intoxi-
cation is absent, and a perimeter fence protects the public
from the patients and the patients from life. Grounds et al
have recently described the combination of group and indi-
vidual psychotherapy, social skills training, and personality
assessments used at Broadmoor.5 Measurements of penile
tumescence as a putative indicator of sexual preference and
drive have also been employed.6
These techniques may be interesting time fillers in a

special hospital, but what use are they in predicting the
future behaviour of psychopaths? The answer, though
important, may be irrelevant in the light of important
findings from Dell and others at the Institute ofPsychiatry in
London.7 They showed that the main determinant of the
length of stay for the psychopathic offender is not what
happens to him in hospital but the nature of the crime he
committed before he ever got there. For psychopathic
offenders violent assaults (particularly if directed against a
stranger or if sexual) were associated with longer periods of
detention. By contrast, in those patients suffering mental
illness (mostly schizophrenia) severity and chronicity of the
illness and not the nature of the offence were associated with
longer detention.

Since 1984, in common with other patients detained under
section 41 of the Mental Health Act, psychopathic offenders
have had the right of appeal against detention to a mental
health review tribunal.2 Called on to explain the clinical
and not the protective reasons for the continued detention of
psychopaths, psychiatrists may find themselves on shaky
ground. Of 38 psychopathic offenders discharged by
tribunals from special hospitals in two years, four have
subsequently committed a serious offence similar to their
original crime. The Home Office, which actually opposed
some of these discharges but was powerless to prevent them,
wanted legislative change. Consequently a consultative paper
that identified the problems was put out last year jointly by
the Department of Health and Social Security and the Home
Office8; its discussion was short on objective evidence, and
the recommendations met with opposition.91'° After an
interdepartmental wrangle the proposals were abandoned."1
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The problems, however, will not go away, and psychia-
trists are still required to advise the Home Secretary about
psychopaths detained in hospital. The wisest counsel they
can give relates not to the discharges of psychopaths but to
their admission. The very existence ofpsychopathic disorder
as one category of mental disorder in the Mental Health Act
has attracted fierce debate for decades,"2 and the Butler
report cogently concluded in 1975 that in medical terms the
condition was not treatable.'3 Three follow up studies of
patients from special hospitals concluded that those with
psychopathic disorders are more likely than most other
groups to reoffend.14'16 Moreover, hospital orders are
intended for offenders who irrespective of their offence
warrant compulsory admission.'7 Yet few psychopaths in
Britain are detained under civil powers in general psychiatric
practice. In Scotland psychopathic patients now account for
less than one in 10 of the population at the state hospital,'8
while in Northern Ireland new legislation specifically pre-
cludes their detention.'9
We should be concerned at the compulsory confinement in

hospital of psychopathic offenders who, were it not for
psychiatric intervention, would be in prison. Dell's research
supports what many psychiatrists have long suspected-that
the treatment given to psychopaths in special hospitals bears
an uncanny resemblance to the emperor's new clothes. Many
questions await answers. How do psychiatrists know when
the condition has been alleviated? What is the relation
between alleviation in hospital and life outside? What clinical
features distinguish the handful of psychopathic offenders
sent each year to special hospitals from the 11 000 violent or
sex offenders who received prison sentences in 1985?2° In our
present state of clinical knowledge picking out a few

psychopaths for compulsory but uncertain treatment may be
unfair for these patients, hazardous for their psychiatrists,
and misleading for the public.
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RAKE's progress

After six years as treasurer oftheBMA DrRA Keable-Elliott
has handed over to Dr Alistair Riddell. RAKE's achieve-
ments are obvious to anyone visiting BMA House. When he
came to office the Great Hall was ridiculed as the most
expensive badminton court in Europe; it stood empty
day after day simply because it failed to meet acceptable
standards of acoustics, warmth, or fire safety. Tony Keable-
Elliott determined to develop it into a modern library with
committee rooms above, brushing aside the nay sayers and
obstacles that had been thought insuperable-planning
permission and finance. The results were universally
acclaimed, pleasing library users, architectural enthusiasts,
and committee members alike. Perhaps the most pleasing
comment came from the daughter of the original architect,
Lutyens; in the BMJ last Christmas she described the
conversion as showing great sensitivity both architecturally
and decoratively.

Importantly the conversion of the Great Hall exercise was
selffinancing: the release offormer committee rooms and the
old Nuffield Library meant that these could be modernised
and let at commercial rents. A similar self financing conver-
sion throughout BMA House has meant that new tenants are

competing for modernised offices in what is now a much
cleaner and brighter building. The BMA's finances are
similarly healthy, with an annual income of £8-6m and
reserves of £12m. And throughout his six years the former
treasurer has been a good friend of the BM7, encouraging it
to build healthy reserves as well as to develop new projects
such as a larger book publishing programme and a relaunch
of the Family Doctor series.

Yet what distinguishes Tony Keable-Elliott from other
astute financial experts is his humanity. Both in private and
in public he has continued the moderate medicopolitical
stance that characterised his chairmanship of the General
Medical Services Committee. In line with this humanity one
of his last acts as treasurer was "not to oppose officially" a
motion of the Annual Representative Meeting that had
important financial implications. By supporting an open vote
on whether the BMA should contribute to the Medical
Education Trust, established to help medical students in
need, he ensured that the new generation of intending
doctors will receive the profession's sympathy and help.

STEPHEN LOCK
Editor, BM7.
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