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Rootless Wanderers

Of all the issues which have split the ranks of psychiatrists
in the past 10 years or so none has produced a wider schism
than the pronouncement contained in the Hospital Plan,
1962, in which it was predicted that by 1975 half our mental
hospitals would be closed and their functions divided be-
tween community agencies, or "community care," and psy-
chiatric units in general hospitals. The government of the
day and indeed succeeding governments chose to ignore the
protestations of those psychiatrists who opposed the plan
and actively encouraged the rundown of the mental hospi-
tals. It is estimated that between 1960 and 1969 the hospi-
tals lost 24,000 beds.' But before proclaiming this as a
major triumph for official policy it is as well to inquire into
the whereabouts of the patients who would have, or might
have, occupied these beds and into the quality of life they
now enjoy.
There can be no doubt a good proportion of the patients

from mental hospitals who are not too seriously impaired by
their mental illnesses or enjoy adequate support from their
families or other agencies have been successfully absorbed
into the community at some level. But what of those less
fortunate, too crippled mentally to survive independently in
society? Where are they to be found?

Theoretically, a high proportion should be in aftercare
hostels, the woul&be cornerstone of community care, which
the local authorities were encouraged, but not statutorily
compelled, to provide under the provisions of the Mental
Health Act, 1959. But the official count of hostel places pro-
vided by local auhorities as late as 19722 is given as a
mere 2,016, and even these come under strong criticism in
a recent Fabian pamphlet3 because of the poor quality of
service they offer. Even so, where are the rest? For some
of the mentally disajbled unable or unwilling to reside
in hostels refuge has been found in common lodging houses
and reception centres. D. Tidmarsh4 states that there are
1,400 destitute, mentally ill men circulating through the
Camberwell Reception Centre in London every year, the
majority of whom have had in-patient treatment in mental
hospitals. His findings are reflected in the results of the sur-
vey of homeless people carried out by the National Assis-
tance Board,5 in which it was calculated that, on a night in
December 1965, 26,884 men and 1,905 women were living
in 550 lodging houses, hostels, and shelters. At the same
time at least 1,000 people were sleeping rough. The board
estimated that 10% of the total were mentally ill, though
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it must be remembered that the investigators were not
trained in the diagnosis of mental disorder, and this esti-
mate must therefore be considered as a minimum.
Even more regrettable is the number of patients who have

exchanged a bed in a mental hospital for a prison cell. There
has (been a startling rise in the past decade in the number
of prisoners remanded in custody for a medical report,
almost invariably psychiatric. In 1961, the first full year
after the implementation of the Mental Health Act, 1959,
6,366 were so remanded,6 but in 1971 the number was
13,499.7 A major remand prison in London reported in
1970 on 3,609 male prisoners of whom 512 (14%) had been
under care in psychiatric hospitals within 12 months of their
reception. Had the period been extended to 24 or 36 months
the proportion would have been substantially higher. There
is no reason to believe that the same state of affairs does not
obtain in the other remand prisons. Obviously, remands for
psychiatric reports must follow prosecution for alleged
offences, but there is a substantial number of mentally ab-
normal offenders who are dealt with by the police without
prosecution under, for example, Section 136 of the Mental
Health Act. Here again there has been a large rise in recent
years. In 1965 the twelve hospitals administered by the
South-west Metropolitan Regional Hospital Board admitted
308 such cases, representing 1-9% of all admissions, but in
1969 -the figure rose to 644, or 3 9% of all admissions. H. R.
Rollin8 has shown that 67% of his sample of unprosecuted
mentally albnormal offenders admitted to one of the metro-
politan hospitals, mostly under Section 136, had been pre-
viously treated in mental hospitals.
There is thus evidence enough that the run-down of our

mental hospitals has contriibuted in an unwholesome number
of cases to a life of rootless wandering in which recepltion
centres, common lodging houses, prisons, and park benches
are the only available resting-places. It is hard to believe
that such an existence of aimless destitution is preferable to

the organized and structured life in a well-run mental hos-
pital, even taking into account the hazards of so-called in-
stitut onalization.
The Government may turn a blind eye both to the ways

in which the 1962 Hospital Plan has misfired and to the
woeful failure of the majority of local authorities to play their
part in translating the trumpet-call of "community care" in-
to some sort of reality. Fortunately, there are voluntary
organizations acting not only as listening posts, sensitive
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to the needs of the hapless and politically inarticulate min-
orities, but in some cases prepared to plug the holes in our
social fabric left open as the result of official policy. The
Mental After-care Association, the oldest and most vener-
able amog them, has for many years provided a series of
well-run hostels. The National Association for Mental
Health has done yeoman service and, for example, carried
out its own survey of available hostel places (or lack of them)
for the mentally disordered.9 The Church Army and the
Salvation Army have traditionally given shelter to society's
rejects, among whom there must always be a proportion of
mentally disordered. Indeed, the latter organization saw fit
to open a special 72-bed hostel in the Manchester region to
cope with the increased local needs of these unfortunates.10

Well worthy of note is the excellent, if more parochial,
work of the Psychiatric Rehabilitation Association on men-
tal disorder in the East End of London, an economically
depressed area which, like similar black areas, and for a
variety of reasons, throws up a far greater number of psy-
chiatric casualties than more prosperous areas. This indis-
putable fact is further examined in their most recent puiblica-
tion," in which a predictive formula has been evolved "to
provide quantitive information which can be used as a basis
for a realistic plan of action." It would be reassuring to think
that such a formula could be of use in the future, but what
is urgently needed now is action by the Government and the
local authorities to make good the glaring deficiencies in the
facilities for "commmunity care" as they obtain at this moment
in time.
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Fractures Through
Metastases
Bone metastases may occur in the course of any malignant
tumour, but those most commonly encountered are from
carcinoma of the breast, lung, and prostate. Though less
common, hypernephroma and thyroid carcinoma are also par-
ticularly apt to metastasize to bone.

Recently C. S. B. Galaskol has reported important studies
on the most common metastases of all-those from breast
carcinoma. Bone metastases were detected in over 80% of
patients with the advanced disease by fluorine-18 scinti-
graphy. In over three-quarters of the patients the deposits
affected the spine, ribs, or pelvis, but metastases of the up-
per femur occurred in nearly half and of the humerus in

about one in seven. Such metastases may remain symptom-
free; one-third of them produced no pain at any stage in this
series. The tumour erodes bone, but pathological fracture of
the long bones occurred in only a small proportion, less than
1% of all patients with advanced breast cancer. Fifteen out
of thirty patients with a pathological fracture died from their
disease within six months, but others survived for up to
several years. In spite of the tumour at the fracture site many
of the fractures eventually united, though those in the neck
of the femur had a particularly poor prognosis. Fracture
through a metastasis from tumours such as bronchial car-
cinoma or malignant melanoma carries a far worse prognosis
and is often a terminal event.
The fracture inflicts on the patient a grievous burden

during what may be his last few months. But it has long
been recognized that his comfort and quality of life can be
strikingly improved by internal fixation or the insertion of a
prosthesis.2 The technique used should be sturdy enough to
allow immediate free use of the limb. The patient need then
no longer be confined to bed or to hospital but can often
spend much of what is left of his life at home and among
friends. Functional recovery need no longer depend on Lhe
delays and uncertainties of union of the fracture. Even if full
function cannot be restored, pain is often relieved and
nursing made far easier. The local treatment of the fracture is
supplemented when applicable by radiotherapy, hormone
treatment, or chemotherapy, and a watch is kept for compli-
cating hypercalcaemia.

Devdlopments in the techniques available for dealing with
the fractures themselves have been reported in two recent
papers. M. Fidler3 studied the indications for prophylactic
nailing of long bones when a pathological fracture is ex-
pected. Prophylactic nailing can not only prevent subsequent
fracture but is a simpler, quicker, and less disturbing opera-
tion than the internal fixation of an established and dis-
placed fracture. It allows confident nursing and mobilization
of the patient, facilitates radiotherapy, and often gives con-
siderable relief from bone pain. Fidler reviewed 19 fractures
through metastases, 18 in the femur. He showed that fracture
was unlikely when less than 25% of the cortex had been
;eroded but that with over 75% involvement the bone was so
weak as often to fracture spontaneously. Only half his
patients had pain before the fracture, and he did not find
this symptom helpful in prognosis. He concluded that de-
struction of 50% of the cortex was an indication for prophy-
lactic internal fixation and cited nine such operations. In one
the femur fractured during surgery, but in none of the others
did a pathological fracture follow the operation. R. A.
Bremner and A. M. Jelliffe4 pointed out that even when a
fracture does occur after nailing it can be virtually symptom-
less.
When bone destruction is widespread or when the fracture

is close to the end of the bone it may prove difficult to get
adequate fixation of a nail or prosthesis. In the past this
problem has been met by excision of the head and neck of
the femur or of the upper end of the humerus and even
occasionaJly by amputation.5 K. D. Harrington and his col-
leagues6 have now described a method of dealing with this
problem. All lesions are first treated by excision and curet-
tage of the tumour and then by the appropriate internal fix-
ation and the simultaneous insertion of a slow-curing acrylic
cement into the bone defect. They used this technique on
31 actual and two impending fractures and were well
pleased with the symptomatic relief afforded. Bony union
they thought unlikely to develop round the massof cement
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