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tive drugs being given in rotation so far as possible. When
no apparent cause can be determined and when the symp-
toms follow a non-specific infection, oxytetracycline 250 mg
four times a day for 21 days is perhaps the best remedy.
Prostatic massage undoubtedly relieves the symptoms of
some patients, presumably by promoting drainage, though
manipulation of inflamed tissue as a form of treatment is
rarely if ever carried out at other sites. Once-weekly or at
the most twice-weeldy massage is all that is required, and
a period of three to four weeks should prove sufficient for
most patients.

Androgens are known to have a trophic effect on the
prostatic epithelium, and so preparations of testosterone
have been used to treat prostatitis.'5 16 There is no doubt
that such treatment is effective in a few patients, often
dramatically so, though there is no way of selecting those
most likely to respond. Depot preparations of esters of
testosterone may be given at fortnightly intervals or monthly
and, if a favourable response is obtained, continued for 12
weeks. General measures traditionally include the banning
of sexual activity and the consumption of alcohol, though
it is doubtful whether such advice affects the outcome. In
some patients depression is sufficient to warrant treatment,
and some of their prostatic symptoms may improve as a re-
sult of it.
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Care of the Mentally Sick
In his foreword to the consultative document on National
Health Service reorganization' Sir Keith Joseph, Secretary
of State for Social Services, demanded "a service organized
so that its separate parts are planned and are operated, not
in fragments but as a whole." And he invited professional
bodies to make comments for his consideration before the
publication of a White Paper containing the Government's
final decisions. One such comment has just been published2
on the reorganization of the mental health service. It is the
work of a tripartite committee set up by the British Medical
Association, the Royal College of Psychiatrists, and the
Society of Medical Officers of Health. The chairman, Dr.
Francis Pilkington, and the psychiatrist members who to-
gether were in a majority, are all clinicians and admini-
strators of long experience and repute, and their opinions
have evidently had much influence on the recommendations

made. The committee has been highly critical of the Depart-
ment of Health and Social Security on some topics.

Its first major criticism is levelled at the threat to uni-
fication posed by the Social Services Act, 1970. More in
anger than in sorrow the committee "profoundly regret
the decision which has led to the inclusion of the com-
munity services for the mentally disordered as part of the
responsibilities of the social services department of the
local authority." As a result, the report continues, "medical
and social agencies dealing with the care of psychiatric
patients are now divided." The implication is that the
medical care and follow-up of the patient after discharge
from hospital will be detached from the National Health
Service to the obvious detriment of the patient, denying
him, what is repeatedly emphasized as essential, the con-
tinuity of treatment by the same nurses, doctors, and social
workers. As a corrective to this sort of anomaly the com-
mittee insists on the need for compulsory provision for
liaison between the National Health Service and local
authorities at all levels.

It is evident that the Department's thinking is still largely
based on the 1962 Hospital Plan, in which the mental hos-
pitals were to be run down and their functions taken over by
facilities within the community, or "community care."
Though the committee would by and large support this
transition, it has some caustic comments to make about
what has so far been done and a well-founded scepticism
about what is proposed. Community care, says the report,
has been a popular slogan for the past decade and is seen
by some enthusiasts almost as a panacea-even as a "cure"
for chronic schizophrenia. Again, "Unfortunately the Depart-
ment of Health and Social Security appear to have planned
as if community care was already an accepted service of
excellence" when, in fact, "it is still rudimentary in some
local authorities: the task of providing it adequately will
be immense."
The psychiatric units in general hospitals also come under

fire: "We assert that the difficulties and disadvantages of
attempting to treat nearly all types of mental disorder in a
small, mixed-sex ward have not been sufficiently stressed,"
and, "We believe the Department has not fully considered
the difficulties in treating unsatisfactory and long-term
patients in general hospital units. Included in these cate-
gories are those patients with psychopathic personalities
and others who need a high degree of security." However,
the committee reserves its big guns for the contemplated
run-down and eventual closure of existing mental hospitals:
"In general no closure of existing psychiatric hospitals should
be contemplated. Their future requires much further study,
and meantime they should be sustained in every way and
should be given priority in the allocation of resources until
adequate alternative services of high quality are available
and are functioning successfully."
The perils of developing a two-tier system of care for

the mentally disordered is firmly underlined-that is, a high
concentration of resources on the units in general hospitals
at the expense of "truncated psychiatric hospitals where
there will be continual staffing problems and low standards
of care." In the context of these pertinent remarks must
be seen the Whittingham Hospital report,3 where this kind
of rob-Peter-to-pay-Paul philosophy ended in catastrophe.

Quite correctly, in view of the volume of protest levelled
at the services for the mentally subnormal, the committee
gave this part of the mental health service special attention.
Its recommendations on the care of these unfortunates are
in many ways analogous to those made on the care of the
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mentally ill. It would also support their care in the com-
munity either in hostels or in the home provided the family
burden and the adverse effects on the healthy children are
not too great. Nevertheless, the report acknowledges that
"it is facile to presume that the long-stay hospitals would
not be needed and that hostels would take over their work."
Meanwhile it urges that "more resources are given to existing
hospitals for the subnormal which are gravely short of money
and seriously understaffed."
Of equal importance is the problem of the care of the aged

with psychiatric disabilities, whose number continues to
rise.4 The committee emphasizes the importance of pro-
phylactic measures to prevent the evils of isolation, mental
and physical deterioration, and malnutrition by the provision
in the community of clubs, home-help and meals-on-wheels
services, and workshops in order that the vital principle of
the "need to be needed" is maintained. When hospital care
is deemed essential it is stressed that a psychogeriatric assess-
ment unit is essential, staffed by geriatricians and psychi-
atrists with a special interest in geriatrics. The committee
insists that in the planning of geriatric services, long over-
due, account must be taken "of the very large numbers in-
volved who are at present inappropriately accommodated in
psychiatric hospitals."
Though with commendable modesty the authors of this

report make no claim for comprehensiveness, it is in the event
remarkably comprehensive. It ranges widely over virtually
the whole spectrum of psychiatric problems, including
services for children, the urgent need for some sort of
liaison with the Prison Department, and the provision of
security where this is required. It discusses ably the func-
tion of the general practitioner, the nursing service, the
social worker, and last but by no means least the invaluable
assistance that can be rendered by voluntary organizations.
The new legislation is scheduled to take effect in April 1974-
not very long ahead. Sir Keith Joseph will certainly wish to
digest all the findings in this admirable report, but in par-
ticular he should pay urgent attention to the run-down and
closure of mental hospitals while "community care" remains
a near-myth. In so doing he would have the support of
professional opinion.5-7
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Planning for Disaster
Disasters occur with little or no warning, and the problems
they create at the time and during subsequent inquiries
justify the effort involved in attempting to anticipate their
effects.

In 1954 the Ministry of Health issued a circular entitled
"Medical Arrangements for Dealing with Major Accidents"
(HM(54)5 1), and the principles of organization it pro-
posed ha-e been expounded in an article in the B.M.7.1
Regional boards have the responsibility of advising hospital
management committees on how the general principles

should be applied at local level, and many boards have re-
cently reviewed their plans for dealing with major accidents.
One hospital in a district is designated the "receiving hos-
pital," and any other hospitals in the group are "supporting
hospitals." A senior medical officer at the designated hos-
pital is in overall charge of the arrangements for dealing with
the disaster, and this hospital also sends a doctor to the
scene of the accident to liaise with the other emergency
services and to arrange for casualties to be sorted and dis-
tributed among hospitals in the district. The designated
hospital is often responsible for providing a mobile medical
team to attend to casualties on the site. The importance of
collaboration between the hospital service and the fire,
police, and ambulance services is properly emphasized, so
that no confusion arises when these services are all working
together. Despite the general acceptance of the principles
laid down in that circular a number of problems remain.
Some of them are not immediately obvious, while others
require a certain amount of financial expenditure for their
solution.

Perhaps the most important lesson to be learnt is how
to relate the principles stated in a manual to the actual
circumstances of a disaster. Studies in human behavioural
response to both genuine and simulated disasters show that
in the confusion, noise, horror, and tragedy of a disaster
few people can think or act clearly, and the same errors
are often repeated.2 The design of a suitable manual needs
thought. The ones in existence vary from a simple plan
along the lines suggested by a regional board, with the ex-
pectation that everything will work out if a disaster occurs,
to books of several hundred pages as are sometimes found
in hospitals in the U.S.A. At page 42 of the B.M.7. this
week Mr. P. E. A. Savage suggests how "Action Cards"
may be used in disaster planning to inform, advise, and
instruct individual members of both the medical and non-
medical staff on their duties. His suggestion has the attrac-
tion of being simple in its conception but easily related to
a master plan.

Opinions differ on the contribution a medical team can
make at the site of a disaster, but if the circumstances
justify sending doctors and nurses from the hospital their
efficient operation demands that they should be adequately
equipped, trained, and organized if they are to handle the
situation adequately.3 Both medical and nursing staff need
protective helmets and waterproof clothing and footwear.
No one would question such equipment for a fire-fighter,
yet the need for doctors and nurses working under similar
conditions is often neglected.

In almost every reported disaster or disaster exercise
communication has failed,4 and it is clear that three separate
methods of communication are required by the medical
services. There must be access to one of the emergency
networks (police, ambulance, or fire service) so that com-
munication with other police, ambulance, and fire rescue
units can be effected. A second direct radio link is needed
between the receiving hospital and the medical representa-
tive at the site. And, thirdly, communication at the scene
of the disaster requires the use of compact radiotelephones.
Once the disaster has occurred, one of the duties of the

"receiving hospital" is to appoint a senior doctor as major
accident officer. With interested colleagues, working per-
haps as a subcommittee of the medical executive committee
(or even as a complete "Cogwheel" division), he can de-
velop the hospital plan and co-ordinate it with the emer-
gency services. He should also assist in the development of
departmental plans in support of the hospital disaster plan,
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