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easily than a condom, whereas in Stockholm a vasectomy is
practically impossible while condoms are readily bought. (In
fact, as members of the conference may have noticed, they
were on sale in slot machines in the streets.) Like many other
speakers he spoke of induced abortion as a part of family
planning, but probably the precise part it takes in the scheme
of things remains a subject of irreconcilable differences. A
speaker from France declared outright that his country is
against abortion as a form of birth control. Another from West
Germany reminded the meeting of the W.M.A.'s Oslo
Declaration.2 This states as one of its principles that "Abortion
should be performed only as a therapeutic measure." The
utterances of some of the speakers hardly seemed to be
bounded by that clause, but there was no attempt to get it
altered. Much depends on what is meant by the term "thera-
peutic measure," and a unanimous opinion on its definition
would be most unlikely at present.
The contributions that physicians from Ghana made at this

conference both in the chair and at the rostrum were par-
ticularly notable for their good sense and broad humanity.
And Dr. Ofosu-Amaah, senior lecturer in child health at
Ghana medical school, caught his audience's attention with a
striking phrase-"Physicians are the advocates of the world's
poor." Will they be so, he wondered, in the regulation of
fertility ? In some parts of the world all that is needed now is
for contraceptive methods to be readily available for the people
who want them. In other parts they must be available to all
who need them and can be educated to want them. Elsewhere
again considerable social change is needed so that a man is not
compelled to produce a lot of children, especially sons, to keep
him in old age owing to lack of any other means of support.
But the oft-repeated view that fertility control is a basic human
right did not find any dissentients at the conference. Much
help will be sought from the medical profession in the imme-
diate future, and the conference laid down some guidelines in
"A Strategy for Action."3 Doctors in general are still too
lethargic in meeting the clamant need of their patients to
control reproduction rationally.

Bevelson, B., et al., Reports on Population/Family Planning, No. 15,
January 1974.

2 British Medical Journal, 1970, 3, 581.
3 After slight revision to be published in the World Medical Journal and,

with the full proceedings, in book form.

Burden of Schizophrenia
Vocal protests are made about the prestige branches of the
N.H.S., such as medicine and surgery, but the voice of a
minor subsidiary such as mental health can scarcely be heard
above the din since those with whom it deals (or purports to
deal) are the most helpless, inarticulate, and politically im-
potent section of the community. The extent of consumer
dissatisfaction cannot be measured by asking the hapless
sufferers from crippling mental disorders themselves; it can,
however, be learnt by questioning those who have had to
take over these patients' care once the apparently un-
popular and much maligned mental hospitals have shuffled off
their responsibility.

Questions are now at last being asked in plenty: and the
answers received are gravely disconcerting. Some very per-
tinent inquiries were made' by the Psychiatric Rehabili-
tation Association into the fate of sufferers from schizo-
phrenia, the most common and yet the most devastating of

all forms of mental illness, once they had been discharged
from a mental hospital into a sector of East London. It was
found that of 174 schizophrenics discharged to known ad-
dresses only 94 could be traced within a year. Of those with
whom contact had been maintained 29 were unsatisfac-
torily housed, 33 were without employment, and 28 showed
evidence of grave self-neglect. Of those who had vanished
it can be assumed-as it could of a similar proportion of
those discharged into other predominantly urban areas-
that an unwholesome number have been redistributed in a
variety of socially undesirable ways: to doss-houses, park
benches, and prisons. Some, perhaps the most fortunate,
have been readmitted to mental hospitals informally or under
compulsory orders.
But for those schizophrenics who still have roots in their

communities it is the relatives, predominantly the parents,
who are responsible for their primary care and on whom the
burden of that care falls. Another voluntary organisation,
the National Schizophrenia Fellowship, a middle-class
organization, has of late emerged and taken upon itself the
task of asking questions and so letting some of the deficiencies
of community care be known. Earlier this year it published,2 3
"Living with Schizophrenia," for the most part anecdotal
in content, and though poignant and distressing in its reve-
lations it lacks scientific objectivity and methodology. The
second publication, however, is a report4 of an excellent re-
search project undertaken by Mrs. Clare Creer and Pro-
fessor John Wing, in which the scientific shortcomings of
the first are made good.
The report describes the problems of 50 relatives of people

with schizophrenia living in three separate areas of Eng-
land and compares them with 30 relatives of a representative
group of schizophrenics living in Camberwell, London-a
mainly working class area but one reasonably well provided
with community care facilities. It is the similarities not the
differences between the groups that are important. The one
message that shines out like a beacon is that if today's psy-
chiatrists, or antipsychiatrists for that matter, have forgotten
(if indeed some of them ever knew) what a crippling, dis-
turbing, unpredictable disease chronic schizophrenia can be,
then they could with profit exchange places for a time with
the relatives.
The nature of the cross they have to bear is well-illus-

trated by quotations given in the report. The "discordance
of living constantly with abnormality" is a heart-rending
phrase used by one relative that sticks in the memory like a
burr. Two parents ask wistfully for nothing more than to have
"one week alone together" or "an evening off." Yet another
relative said: "You can put him in a back ward for the rest
of his days and then you have written him off, his life is
finished. Or you can have him at home, and then you have
to accept that you will have to alter your whole life. You will
never be free again." The report concludes: "This relative
painted a black picture but in many cases it appears to be an
accurate. one, since alternatives to hospital, such as super-
vised hostels, are so few in number, and help for the family
who choose to care for a patient at home is so unreliable and
inadequate."
One question which pinpoints the consumer rights in

this scandalously neglected branch of the N.H.S. and the
Social Services in general was posed by Mr. John Pringle,
honorary director of the National Schizophrenia Association,
in its first publication.2 He asked simply: "Cannot a humane
society do better than this for- one of the most vulnerable
and least befriended sections of its people ?" He referred to
the patients: but he might equally have referred to those
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relatives who elect to look after them, at incalculable cost to
themselves emotionally and very often financially as well.
And as a spokesman for a small but worthy battalion of
taxpayers his cri-de-coeur should be heard and not lost in
the wilderness of politics.

1 The Mental Health of East London, London, Psychiatric Rehabilitation
Association, 1968.

2 Living with Schizophrenia. Surbiton, Surrey, National Schizophrenia
Fellowship, 1974.

a British Medical_Journal, 1974, 2, 236.
4 Schizophrenia at Home. Surbiton, Surrey, National Schizophrenia Fel-

lowship, 1974.

Screening for Sickle-cell
Disease
Any district hospital in Britain serving a community with a
sizeable immigrant population will already practise some form
of screening for sickle-cell disease. The minimum requirement
is a rapid screening test performed on every Negro patient
before general anaesthesial to ensure that precautions are
taken2 to avoid factors which may induce sickling.

Screening may be extended, however, to include all patients
at risk of a haemoglobinopathy who attend hospital. The tests
used will vary with race, but in the case of Negro patients will
include haemoglobin electrophoresis and a solubility test for
sickle-cell haemoglobin.3 When the result is known a diag-
nostic sticker should be put on the case records, the general
practitioner should be informed of the result and its signifi-
cance, and the patient issued with a medical card.4 6 The card
should ensure that the next attending doctor or dentist is
immediately made aware that the patient has been investigated
for an abnormal haemoglobin; this not only prevents rescreen-
ing but is of clinical value in surgical, obstetric, and dental
mergencies, and after road accidents.

It is equally valuable to the clinician to know that the
patient's electrophoresis result was normal, and thus every
immigrant patient should ideally be given a card together with
an explanation of its significance. The most important-but
also the most time consuming-part of the exercise is the
explanation given to the patient; without it, the card is never
used, and the patient gains nothing apart from anxiety which
he did not have before.

This wider type of screening programme has considerable
implications for a district hospital serving a large population.
The staff of busy surgical, obstetric, and dental clinics are
unlikely to have time (or sufficient experience of haemo-
globinopathies) to give a detailed explanation to the patient,
arrange for the rest of the family to be investigated at a subse-
quent visit, and offer advice concerning genetic implications.
Further problems come when screening is extended outside
the hospital to the community, and recent studies in the United
States have shown up many ofthe difficulties.7 8 It is now clear
that screening must be preceded by an educational programme
to inform the community of the objectives of the study and to
allay anxiety about the heterozygous state. The act ofscreening
must never be obligatory, but the individual found to have a
positive result should then be offered medical and genetic
counselling advice. Genetic counselling is unlikely to achieve
any rapid reduction in gene frequency,9 and the aim of coun-
selling is to allow two heterozygotes to make an informed
decision knowing the risk of giving birth to a clinically affected
homozygote. The educational component ofthese programmes

is also of crucial importance in ensuring that the symptomless
heterozygote is not at a disadvantage in respect of work or life
insurance. It is not yet clear, however, whether community
education can reach the level of effectiveness needed for the
potential advantages of screening to outweigh the disadvant-
ages.

In the United Kingdom the first priority should be to
establish hospital-based haemoglobinopathy clinics in areas
with a large immigrant population. Each clinic would generate a
nucleus of medical staff with specialist experience in the
investigation and clinical management of haemoglobino-
pathies. The resulting co-ordinated service would raise the
standard ofsupportive care for homozygous patients and would
lead to increased awareness of the clinical complications of
these disorders. Facilities for family investigations and for
genetic counselling should also be provided, and the clinic
would thus form a base on which to build future screening
programmes.
The number of homozygotes and double heterozygotes in

Britain is still small. Co-operative clinical studies between
individual haemoglobinopathy clinics would, however, provide
a unique opportunity for long-term studies of the natural
history and complications of these disorders in a country
without tropical disease or the extremes of climate and
poverty. Research into the clinical investigation and manage-
ment of sickle-cell disease and its complications is developing
rapidly and was the subject of a recent review.10 Double-blind
controlled trials designed for the study of sickle-cell crisis" -15
should ensure that new anti-sickling agents will be evaluated
more rapidly and more objectively than in the past. The value
of intrauterine diagnosis to parents who are both hetero-
zygotes has yet to be established, but improved methods for
the sampling of fetal blood,'6 for the separation of fetal and
maternal blood by differential agglutination,'7 and the
measurement of small amounts of sickle-cell haemoglobin by
radioimmunoassay,18 suggest that intrauterine diagnosis may
soon become a reality.
The correct sequence in Britain should, therefore, be the

formation of an organization of haemoglobinopathy clinics
before limited health service resources are allocated to hospital
or community screening programmes. District hospitals with-
out such a clinic should be encouraged to establish one in order
to provide a service for existing patients, to educate medical
and support staff within the hospital and district, and to act as
a focus for research studies. That is the quickest way to render
obsolete the argument that one should not screen for haemo-
globinopathies because there is little to offer the individual at
the end of it.
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