
from the effect of dietary consumption of salt. Given the
current state of knowledge, it might be prudent for men with
asthma refractory to other treatments to avoid a high sodium
intake. N
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New powers ofsupervised discharge ofmentally ill people

The current compromise reflects the lack ofconsensus

Earlier this year the secretary of state for health published the
report of her official review' 2 of the Royal College of
Psychiatrists' proposals' for a community supervision order to
maintain the treatment of mentally ill patients discharged
after having been detained. This order would have ensured
support for a limited group of patients, mainly people
suffering from recurrent schizophrenia and manic depressive
psychosis. Typically such people respond to treatment in
hospital but fail to comply with a care plan, reject drug
treatment, relapse, and are redetained; the whole cycle then
begins again. Currently redetention requires the patient to
display the symptoms of mental illness that would justify
detention under section 2, 3, or 4 of the Mental Health Act
1983. The proposed community supervision order would
have ensured that treatment was maintained outside hospital
but would have permitted earlier compulsory return to
re-establish medical treatment if necessary.
These suggestions raised various controversial legal, social,

and ethical issues, and the publication of the college's report
was followed by a lively national debate and Mrs Bottomley's
review. Concurrently, the House of Commons health com-
mittee also inquired into the case for community supervision
orders and most interested groups gave evidence to both the
committee and the official review.
The health committee rejected the college's proposals for a

community supervision order, giving seven specific reasons.
These included a reluctance to accept the concept of consent
given in advance of compulsory treatment and objections to a
view of treatment centred on the use of drugs and to applying
statutory controls to people who may "for all intents and
purposes be well."

Other opponents to the college's proposals argued that the
1983 act already contained sufficient powers, civil rights
would be infringed, lazy practice would be encouraged,
patients might validly wish to refuse drugs, and ethnic groups
would be vulnerable to discrimination. Some wished to
encourage a wider use of guardianship.
The Department of Health's review supports more

guardianship orders and as "an interim measure" suggests
extending leave of absence, so that the patient could remain

in the community subject to conditions imposed by a
responsible medical officer for up to a year from the date when
the patient is first detained (rather than six months as at
present). This should meet with approval from psychiatrists.
In addition, a new form of supervised discharge is recom-
mended. This would embody the principles of care pro-
grammes and the key features ofguardianship. The conditions
and supervision would be focused on a key worker, who, with
the responsible medical officer and others, would review the
plan if things went wrong. Recall would be voluntary or rely
on the existing criteria for detention. A mental health review
tribunal might institute such a discharge, and a patient would
have the right to apply periodically to a tribunal to be removed
from these arrangements.
The Department of Health's report also emphasises the

need for better training in understanding the act, wider
awareness of its code ofpractice, and guidance to practitioners
on key considerations when potentially violent or dangerous
patients are discharged.
These recommendations are a compromise solution that

reflects the lack of consensus among users, carers, and
professionals about tackling this difficult group of patients.4
Extended leave is helpful, but in other respects these new
arrangements closely resemble guardianship orders, which
have been largely ineffective. A few "revolving door patients"
may be helped to survive for longer in the community, but
only experience will confirm that the recommendations are
enough to limit substantially the numbers who fall through
the safety net.
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