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radiographic picture in these patients is separate from that
of ulcerative colitis, colonic Crohn's disease, or ischaemic
colitis and may indicate a new disease which they term
evanescent colitis.
Many clinicians would regard the combination of right-

sided or segmental colitis with a normal rectum in young
patients as strongly suggezstive of Crohn's disease. Admit-
tedly rectal bleeding is more likely to be a presenting symp-
tom of ulcerative colitis. It is known that rapid reversibility
of radiographic signs can accompany clinical remission in
Crohn's disease even when treatment is symptomatic.7 But
it is worth emphasizing that active disease may still be
demonstrable pathologically when the radiographic appear-
ances have improved.7 More pathological information about
the patients described by Miller and his colleagues would be
desirable before a new form of colitis is generally accepted,
for the pathologist can often make the diagnosis when the
clinical distinction between the types of colitis is uncertain.
Though the authors suggest that ischaemia might be respon-
sible for the colonic changes they observed, they concede
that the radiographic appearances and the age of their
patients are atypical for ischaemic colitis.
A new approach to the classification of colitis has been

taken by J. Hywel Jones and his colleagues.8 They used
numerical taxonomy, a technique which involves assessing
the similarity between each patient and every other one in
numerical terms and then grouping together those patients
whose similarity reaches a predetermined level. No prior
assumptions are made about whether or not the population
studied is divisible into groups.

This technique was applied to clinical, radiological, and
pathological data derived from 112 patients with non-
specific colitis admitted to St. Mark's Hospital. The analy-
sis produced one large cluster which contained mainly
patients with a clinical diagnosis of ulcerative colitis and
several smaller clusters which contained mostly patients
who had been diagnosed clinically as Crohn's disease.
These results suggest that the disorder termed ulcerative
colitis comprises a relatively uniform group of patients
which is distinct from the more heterogeneous disorder
at present known as Crohn's disease. Perhaps one of the
Crohn's subgroups defined in this manner might be re-
presentative of the patients described by Miller and col-
leagues. The objectivity of these mathematical methods is
an advantage when classifying patients with a non-specific
disorder.
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Electrical Safety
Electrocution is commonly regarded as a rare and spec-
tacular disaster. In more subtle forms it may be a hazard
for the patient in the intensive care unit, operating theatre,
or x-ray room. The danger (like most electrical dangers)
arises from the use of the earth as a conducting path.

This practice brings useful economies in the generation and
distribution of electric power and contributes greatly to
domestic and industrial safety. Unfortunately the standards
of manufacture, installation, and operation which control
electrical hazards in homes and factories are no longer
adequate in hospitals. This situation has developed largely
in the wake of clinical procedures allowing direct electrical
connexion to the heart-for example, when cardiac
catheters are used for pressure monitoring, injection of
radiographic contrast media, or passage of pacemaker
electrodes.
The current of about 100 milliamps usually associated

with fatal shock flows mainly through non-vulnerable parts
of the trunk of the body. A current of as little as 180
microamps passing directly through the heart can cause
ventricular fibrillation.' It might be thought that with
properly designed apparatus stray currents even of this
small magnitude could be completely avoided, but the prob-
lem is complicated by the prevalence of leakage currents.

In battery-operated equipment the electrodes or other
metal parts touching the patient are easily isolated from
the power supply by insulating materials. But when equip-
ment derives its power from the alternating current main
supply the situation is different. If two conductors have
a steady potential difference between them, the current
flowing is determined by the electrical insulation, and it
can readily be reduced to an insignificant level. With an
alternating potential difference, current can flow also be-
cause of the capacitance between the two conductors,
however good the electrical insulation for direct current.
For this reason leakage current flows between the power
supply and the metal case of any instrument operated by
alternating current.

Normally the leakage current passes harmlessly to earth
via the third wire in the mains cable. If the earth con-
nexion in this wire or elsewhere in the supply network
is broken or deficient, a path of lower resistance may arise
when the equipment is connected to a patient. The tingling
sensation sometimes felt on touching an electrical appliance
is a manifestation of leakage current which, if applied to
the heart, could be fatal.

Most hospitals have electrical installations which were
not designed to cope with the hazards of leakage currents.
Apart from faulty earth connexions a danger can arise from
normal wear and tear in plugs and cables, from non-
professional repair or alteration to supply leads, and from
the use of two-way adaptors. When more than one piece
of electrical apparatus is connected to the patient at the
same time, a risk of electrocution may develop though
each separate piece of equipment is apparently safe. Even
the use of electrical machinery in an adjoining room may
produce a hazard.
How serious is the risk of iatrogenic electrocution?

According to Carl Walter,2 a Boston surgeon, 1,200
patients are killed each year in the United States by electric
shock. Other estimates3 range from 25 deaths a year, pro-
posed by the American Medical Association, to 5,000 a
year. None of these estimates is supported by reliable
evidence, but they cannot easily be refuted. As J. M. R.
Bruner4 puts it, "Microampere electrocution and 'natural
death' are indistinguishable at the autopsy table. In any
sudden death, therefore, suspicion of electrocution must be
entertained even though the patient was desperately ill."
What should be done to reduce the hazard of micro-

electrocution? In a useful review of electrical safety in
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Australian hospitals. J. Loughman and A. B. Watson5 offer
a safety code which, though apparently complicated, re-
duces to a few simple rules for users of equipment. A survey
by P. S. Monks6 also includes much sound practical advice.

In general the problem calls for close collaboration be-
tween clinicians and engineers, critical review of hospital
electrical installations, and-most of all-a vigorous educa-
tional programme to instruct doctors, nurses, and tech-
nicians in the hazards which accompany the benefits of
modern electronic technology.
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Mixture as Before
In 1969 the large isolated mental hospitals, as Sir Keith
Joseph called them in the House of Commons last week, still
treated 77% of admissions for psychiatric care.' Psychiatric
units in general hospitals treated 17% and the teaching
hospitals 7%. The total figures for England and Wales con-
ceal wide regional differences. In the Manchester region,
for example, 44% of admissions went into units in general
bospitals; in East Anglia none.

This snail's pace of change is surprising, because the
development of comprehensive services for the mentally ill
outside psychiatric hospitals and of "community care" have
been official policy since the Mental Health Act of 1959,
and the policy has been reiterated in papers and pro-
nouncements many times since then. The policy outlined
last week in a report2 from the Department of Health not
only consolidates the advice offered previously-the de-
velopment of inpatient units in general hospitals, of day
hospitals, of outpatient services, and the local authority
facilities that are essential if "community care" is to mean
anything-but it also goes farther. "The objective should be
to establish a department for the mentally ill in each district
general hospital or group of hospitals providing a district
service with the ultimate aim of replacing the large mental
hospitals," says the report, and detailed advice is given
about the transition period. The emphasis is on teamwork
and on close working arrangements between hospital staff
teams, each looking after the needs of a population of
60,000 and working in all the units concerned including
(transitionally) a division of a psychiatric hospital, and local
general practitioners, local authority social workers, and
voluntary workers. The proposals are certainly in the realm
of the possible and indeed are in train in some areas.
Whether the aims and detailed changes are all desirable

is another matter, though they certainly meet with the ap-
proval of the Hospital Advisory Service.3 Few would dispute

that patients needing short and medium term care should
be treated near their homes, nor that the later stages of
rehabilitation of long-term patients should take place in the
community too-if and when enough- and varied hostels,
day centres, and workshops are built and in operation.
Where the fairly small number of chronic schizophrenic
patients with or without personality disorders, whose ap-
pearance, eccentricity, and wayward-if not actually crimi-
nal-behaviour, are best looked after is another matter;
and the same question can be asked about those who cannot,
will not, or at least do not fall in with the tidy arrangements
for their care and "rehabilitation." Perhaps some psychia-
trist rejecting his new role as leader of a "multi-disciplinary
therapeutic team"2 might ask these patients what type of
care they would prefer and defend his profession's reputa-
tion for tolerance and kindliness against the new orthodoxy.
He might also ask the patient's relatives, if there are any.

If this document encourages anyone to discharge patients
prematurely to the care of social service facilities which are
overloaded and creaking or whidh exist only on paper it
will do a disservice to everyone. Its content may certainly
be welcomed as the pattern for the future. But the timing
is singularly inept. The local authority social service depart-
ments are still reeling from the effects of the Local Authority
Social Services Act of 1970 (Seebohm). Whatever the long-
term benefits of this measure may be it is unhappily true
that in many areas the mental health social service has
suffered bad damage and that working relationships between
hospital and town hall, built up laboriously over many
years, are in jeopardy if not destroyed. It will need more
than that old standby4 "multi-disciplinary training seminars"
to restore efficient and trusting relations. The provision of
sufficient local authority facilities in all their necessary
variety, if they are to replace those of psychiatric hospitals,
will also need a great deal of money.
The new memorandum is silent on two topics of crucial

importance. Where is psychiatric nurse training to be pro-
vided? The excellent quality of training provided in our
large psychiatric hospitals is going to be hard to replace
and it is good by virtue of their size. Will general hospital
units be able to provide it? Neither does the memorandum
deal with "services for elderly patients whose mental illness
symptoms are the result of ageing or physical disease or
both. Provision for these services is under review." The
number of patients aged 65 or more in psychiatric hospi-
tals for over two years has remained' stationary between
1954 and 1969 at about 36,000. If the beds are there already
are they to be replaced in the community, or elsewhere, at
a cost of how many scores of millions of pounds? Till then
at least, and perhaps for longer "isolated, majestic, im-
perious," in Mr. Enoch Powell's phrase, the mental hospitals
will continue to rise "unmistakable and daunting out of the
countryside."
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