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SYNOPSIS

Modem methods of treatment of mental disease enable the
average length of stay in hospital to be drastically reduced. The
former overcrowding is therefore disappearing; in fact, it should
be possible to contemplate a reduction in the size of the hospitals,
particularly if new admissions are kept to a minimum by the provision
of efficient out-patient clinics and of adequate geriatric and domicili-
ary nursing services. Taking recent trends in England and Wales as
his starting point, the author outlines ways in which a modern
mental health service might be built up around existing facilities
under a variety of conditions. He advocates that, as far as possible,
the treatment of mental disease should be integrated into general
medicine, and emphasises the need for close co-operation between
psychiatrists, family doctors, and the staff of general hospitals.

The design of a mental health service, and the lines along which it is
expanded, must clearly take into account the stage of development and the
social organization of the country for which it is intended. In certain fields,
especially in technology, complete systems can be transplanted wholesale
from one country to another, but mental hygiene, being to some extent a
specialized branch of education, cannot be expected to take root unless the
soil is well prepared and the seed is suited to the environment in which it
must grow.

As in horticulture, grafting often produces a stronger plant, and where
healthy elements of a mental health service already exist, use should be made
of them. On the other hand, when the parent stalk is old, weak, or frankly
rotten, very sickly growths may easily result, and this possibility should be
borne in mind when planning preventive activities within the framework of
traditional asylum psychiatry.

My object is to examine this subject with a view to understanding the
place of the psychiatric hospital in the development of a full mental health
service. I have taken as my starting point some observations on past and
present conditions in England and Wales because it is the part of the world
with which I am most familiar. This has been done, however, against the
background of previous work on the Gold Coast where I have had first-hand
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experience in the special problems of psychiatric work under very different
circumstances.

Changes in Mental Hospital Design in England and Wales

It is perhaps fortunate that in England and Wales financial stringency
has made it impossible to build a new mental hospital since 1934, while at
the same time there has been a steadily increasing demand for psychiatric
attention. This combination of factors has forced psychiatrists to pay
greater attention to the possibilities of prevention, early treatment, and
after-care. Of course, a great deal has been done to improve both the struc-
ture and the functioning of the old mental hospitals, and this is already
paying dividends by making possible the discharge of some patients who
only a few years ago would have been thought incurable. But the greatest
benefits ofthese enforced changes within the hospitals are the new orientation
towards mental illness-of which the open door is the outward and visible
sign-and the new prestige the hospitals have acquired in the community
they serve. Although a complete scheme developed in one country is unlikely
to suit any other, parts of it may do so. An analysis of what seem to be the
more important practical features of the mental health service in England
and Wales, and of recent trends, may be helpful in deciding where to start
elsewhere.

Throughout the world the hospital is recognized as a building or group
of buildings in which the sick live during the period of treatment, and in
common with hotels, hospitals are graded according to the number of beds
because it was customary to go to bed when one was sick. In general med-
icine, hospitals have come to be classified both according to the diseases they
treat and by the probable length of stay of the patients they accept. Thus we
have acute, fever, and obstetric hospitals, contrasting with sanatoria and
chronic sick hospitals. Most mental hospitals are still designed to accept all
types of mental illness and must still cater for long as well as short-stay
patients. While diagnosis remains descriptive, prognosis uncertain, and
treatment largely empirical, exact classification cannot be expected. A work-
ing pattern of classification is evolving, however, based on the probable
length of stay in response to treatment, and it is becoming possible to think
in terms of short-stay units for patients likely to recover rapidly, and of
medium- and long-stay units for the remainder. But since response to treat-
ment is still imperfectly predictable, there is a strong tendency for the
medium- and long-stay patients to be drawn from the failures of the short-
stay unit. The repercussions of this one-way traffic are plain to see: the
short-stay unit becomes the admission and treatment centre for all but the
obviously incurable (possibly not more than 5% of all admissions), while
therapeutic enthusiasm, and consequently the chances of recovery, diminish
as the patient passes down the line.
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Fortunately, in many mental hospitals this trend has been recognized
and effective steps have been taken to prevent deterioration in morale of
both staff and patients that is so apt to follow therapeutic failure. The
tendency to blame the patient for not getting well is giving place to the more
objective attitude of questioning whether the treatment was correct and
considering what further might be done. Although there is strong evidence
that the chances ofpermanent incapacity from mental illness are diminishing,
the causes of this turn of the tide are by no means obvious. Probably the
most important single factor is the wave of optimism that has rightly or
wrongly followed the successes of modern methods of physical treatment.
This has affected doctors, nurses and patients within the hospitals and has
spread to the general public. The likelihood of recovery has encouraged the
sick to come earlier for treatment and this has led to better results and a
lessening of the need for involuntary detention, a factor which has done
more than anything to remove the stigma of mental illness. Once mental
illness had made its debut as a respectable topic of conversation, there was a
public demand for improvement in the mental hospitals. Where this has
been met, staffing difficulties, formerly acute, have lessened. More nurses
have led to better classification in smaller groups, enabled locked doors to
be opened, and made individual attention possible; and the results of treat-
ment have improved accordingly.

This is the central pattern of progress in mental hospital psychiatry in
England and Wales, but so far there has been no opportunity for testing its
efficiency as an independent system removed from its background of old,
unsuitable buildings, overfilled with the discouraging failures of former
generations. Overcrowding in existing hospitals is so great that any new one
would be filled as soon as it was built. The trend towards a shorter stay in
hospital and a more encouraging prognosis, even if recovery is only short-
lived, is an important factor in the siting and design of new hospitals. The
traditional function of providing permanent homes for at least two-thirds of
their occupants, with facilities for every possible variety of work and relaxa-
tion, is becoming outdated. The notion that to derive benefit from his stay
a patient must settle down and make a temporary adjustment to an enclosed
world is now given far less importance, and indeed such an adjustment may
do more harm than good. Until quite recently, more than half the patients
admitted to a mental hospital (550% in 1943) were detained there against
their will and might expect to remain for at least six months cut off from the
outside world, except for the occasional visits of relatives and friends. It
was therefore necessary to provide an environment within the hospital which
contained at least some of the ingredients of life outside; success in adapting
to this synthetic life was a necessary preliminary to trial of the real thing.
Moreover, the need for establishing a miniature township within the hospital
was an important factor in determining its size, because so elaborate an
organization could not be produced economically on a small scale. But now,
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when the average length of stay of patients admitted and discharged in the
same year is about two months, the less " hospitalized" a patient becomes
the better; with a few exceptions, the more closely he is able to keep in touch
with his home, his friends, and his work the easier he will find it to pick up
the threads again after leaving hospital. If this view is accepted, however,
it is obvious that most mental hospitals are far from suitable for the new
type of patient. As a rule, they are sited in relatively inaccessible, rural areas,
and even the best of them bear the unmistakable stamp of the institution.
Furthermore, although over 75 % of new admissions are rapid-recovery,
short-stay patients who have come in voluntarily and are free to leave when
they please, these form only some 30% of the population resident at any one
time, the remainder being the chronic failures to whom reference has already
been made. There can be no doubt, therefore, that siting and design are
crucial factors in modern mental hospital treatment.

The Ideal

Although the ideal mental hospital may be entirely beyond the bounds
of achievement within the foreseeable future, it is worth considering what
form it might take. In the light of the changes that have already happened
and the trends that are appearing, it seems that the mental hospital is
approaching the general hospital in position, structure and function. The
tendency towards the integration of medical services suggests that treatment
units for rapid-recovery patients of all types should be attached to general
hospitals wherever possible. The size of these units would depend on local
needs, but the number of beds would be unlikely to exceed two hundred.
The size, position, and design of medium and long-stay units could only be
satisfactorily estimated when the efficiency of the short-stay section had been
determined. It seems possible, however, that under good conditions not
more than 5 % of first admissions would remain in hospital for more than
two years. This estimate presupposes, of course, the eventual setting up of
an adequate geriatric service, entirely detached from the mental hospital
but making use of its consultants, a development which has been generally
agreed to be desirable. In addition to these bedded units, there is no doubt
that the day hospital and its many variants will have to be steadily developed.
All this means that it should become possible to observe and treat the
patient while he is still in action in the society to which he belongs instead of
in the artificially created society of a hospital.

Some of the most successful psychiatry, both curative and preventive, is
carried out by the family doctor; and there is much to be said for treating
selected patients in their own homes. But although domiciliary treatment
by a psychiatrist is time-consuming and relatively costly, it is becoming
increasingly popular, at least as a means of avoiding admission to hospital.
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A compromise between admission to hospital and domiciliary care might
be found in a residential health centre to which the patient and a suitable
member of his family could come for treatment, but in the crowded com-
plexity of urban life this is seldom practicable. In many parts of the world it
is customary for the patient to attend hospital accompanied by relatives
who are prepared to stay nearby until he is fit to leave. Where purely
physical illness is concerned this practice has its disadvantages, but it could
prove a valuable solution to many of the problems of psychiatric care and
treatment. The way in which such a scheme could be put into practice will
be discussed later on.

The following is an example from England of the usefulness of small
psychiatric units attached to general hospitals:

The Manchester region differs from most others in that the consultant staff of the
large mental hospitals are employed on a part-time basis. At the same time, the degree
of overcrowding in these mental hospitals has forced the authorities to look for additional
buildings. These they have found in disused sections of the former workhouses which
have been converted into general hospitals. For the most part these buildings were old
and dilapidated, and a fair amount of money was needed to modernize them. Their
capacity is from 60-180 beds, but day space is severely limited and there are, of course,
none of the elaborate facilities for occupation and recreation that are a feature of the
traditional mental hospital. Over the past five years, the consultants from the parent
mental hospital have developed these small units with surprising results. It appears
that they admit all types of mental patient and provide the usual forms of treatment
with the exception of deep insulin. Day-to-day medical care is in the hands of a member
of the medical staff of the attached general hospital, who thereby acquires an introduction
to practical psychiatry. The consultant, of course, organizes the treatment and attends
in a supervisory capacity three or four times weekly. The trained members of the nursing
staff are provided by the parent mental hospital. It was feared at first that such an arrange-
ment would lead to these units creaming the catchment area of the rapid-recovery
patients and using the parent hospital as a " dump " for the failures; but this has not
happened. Nevertheless, if this type of care comes to be more widely used, some provision
for long-stay patients will have to be made, and it will be necessary to ensure that this
less attractive work receives its share of attention. This might be managed by a system
of seconding doctors and nurses from short to long-stay units.

Although there is no evidence that the patients admitted to these units
have been selected, the admissions balance the deaths and discharges, and
there is no appreciable accumulation of chronic patients. These results need
careful checking and comparison with those from the best of the larger
mental hospitals. If they are confirmed it will be of great interest to find out
why these small and unorthodox units succeed where the traditional organiza-
tion so often fails. The answer is still largely speculative, but it seems that
the following factors may be important:

(a) Size
Although the ratio of doctors to patients is about the same as in the

large hospitals, the number of patients is by comparison very small indeed.
This allows a more homely atmosphere to be developed.
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(b) Situation
There are two factors that may be relevant here: first, these units are in

urban areas, making frequent visiting possible and far easier for friends and
relatives; secondly, attachment to a general hospital lessens the sense of
isolation of the mental ward, and convalescent patients from both sides of
the hospital share whatever recreatidn there may be.

(c) Absence of organized occupation and recreation
Because the elaborate provisions for occupation and recreation that are

a distinctive feature of the mental hospital proper are lacking, patients-can
be directed to finding their own amusements. The usual varieties of indoor
handicrafts are, of course, available, but as soon as the patient is well
enough to want to go outside he must find the same type of amusement as
the general public. That these patients do not have the chance to become
dependent on organized recreation may be a positive asset, and that they are
forced to keep in touch with the public during the early stages of convales-
cence can do nothing but good.

Apart from the advantages to the patient, these units are invaluable for
promoting understanding between the psychiatric staffs and the members
of the other branches of medicine with whom they are in daily contact. And,
since no attempt is made to reproduce within these units a facsimile of life
outside, they are cheaper to build and much cheaper to run than mental
hospitals of the traditional type.

Terms of Reference of Mental Hospital Psychiatry

Just as the realization of sin must precede repentance, so prevention must
spring from an understanding of disease. And, like sin, mental ill-health
seldom, if ever, exists as an unrelated fact: it is part of and a result of the
process of living. Psychiatry is a curative science, and the most valuable
asset possessed by doctors and nurses is compassion for the sick; without it
medicine is a sterile craft. Psychiatry and psychology hold a unique position
in the field of medicine because, in so far as they deal with the individual in
action, there is no clearly defined limit to their sphere of interest. This is a
privilege but also a danger, and a word of warning may not be out of place.
In the highly organized and developing mental health service of England
and Wales, there are already indications that the limit has been reached in
the amount of extramural work that the psychiatric staff of the mental
hospitals can undertake effectively. In most cases, this has happened without
the staff taking on any formal preventive work, such as public lecturing,
broadcasting, organizing exhibitions, or even child guidance. At the
present time the problem of the after-care of discharged patients, an ab-
solutely vital part of mental treatment, is coming under review as the result
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of public demand and political pressure. The National Health Service Act
places the responsibility for prevention and after-care on the local health
authorities, but this part of the Act is permissive and only a few mental
hospitals have sought to use it. Most of them prefer to carry out this work
using their own staff, even though it is generally already inadequate for in-
patient needs.

Prevention of Admission

It would therefore seem wise from the start to make a distinction between
the almost limitless field of prevention of mental illness and the more
clearly definable one of prevention of admission to a mental hospital. The
prevention of mental illness is as much the concern of the clinical psy-
chiatrist as proper lighting is of the ophthalmologist. It is reasonable to
expect that a specialist working in a comparatively limited field, as, for
example, a malariologist or even a leprologist, should play an active part
in the public health side of his specialty. But the staff of a mental hospital
are there to heal and care for the sick; time spent away from the hospital,
though not wasted, is lost to the patients. Another aspect of this question
is that in most countries patients detained against their will are expressly
committed by law to the charge of the medical superintendent of the mental
hospital; his first duty is to look after them.

The object of defining and limiting the function of the mental hospital
is not to belittle the need for the many other aspects of preventive psychiatry
but to ensure that the mental hospital staff, already overburdened with
internal work, see clearly how an expanded scheme will help them. The
technique of promoting changes is as important as the changes themselves.
For many years the Board of Control of England and Wales have been
encouraging mental hospital superintendents to unlock their wards, but
often this has not been done, the reason given being that the nursing staff
had been consulted and had considered the idea impracticable. On the
other hand, some medical superintendents who simply gave the order for a
ward to be opened experienced no great difficulty and very soon the staff
themselves suggested the opening of further wards because it made their
work easier. Opposition was also encountered to the introduction of daily
visiting by friends and relatives, but here again, where it has become the
rule, it is said to have made nursing easier. To arrange for key members of
the staff of a backward hospital to visit a good one is a much more effective
means of education than the most expert criticism on paper.

Use of the out-patient clinic

There is one branch of mental hospital practice which, though carried on
outside the wards of the hospital, can directly affect conditions inside; this
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is outpatient work. It is intimately bound up with the life in the hospital
because it is the most effective means of preventing overcrowding.

It is sometimes contended that the provision of out-patient services, by
making it easier for people to see a psychiatrist, encourages them to imagine
they are ill and so actually adds to the number who may need admission to
hospital. The same plausible objection was expressed to the provision of
psychiatric services for the Armed Forces in wartime. Many influential
people believed that cowardice, if not the only cause of emotional disturb-
ance, was at least the commonest one. They feared that the existence of a
psychiatric service, by giving implicit recognition to the possibility of
cowardice, would promote it and so, by lowering the morale of the Services,
endanger the outcome of the war. This was a nice example of correct
reasoning from a false premise. If it had been true that many members of
the Armed Forces were willing to sacrifice their self-respect in order to
escape the dangers of war, then the provision of a face-saving way out might
well have had serious consequences. Events proved, however, that this was
not so. It was found that, in general, the causes of serious mental incapacity
were only indirectly connected with danger, the fear of death, and the strain
of battle. The principal causes were, in fact, just those everyday stresses that
are the concern of the social worker and the psychiatrist in an out-patient
clinic in peace-time. Among the commonest and significantly the most
potent were domestic difficulties: anxiety over the illness or infidelity of a
wife, the health of a child, shortage of money, and the innumerable prob-
lems that may threaten the security of an individual as a member of a
family. It was found too that, with very few exceptions, men who frankly
admitted their fear and their determination to avoid danger were, in fact,
useless as combatants. Attempts at rehabilitation were seldom even super-
ficially successful, but were perhaps justified as a concession to public
opinion.

These wartime experiences show how wrong it is to assume that sickness
can readily be suggested to ordinary people even though over half the
inhabitants of the world are manifestly in need of medical and social aid.
Even allowing for the wide differences in individual tolerance of ill-health,
the fact that a person seeks medical attention is a sure sign that he needs it
in some form or another. Moreover, the untreated individual is a potential
source of infection of his less stable associates.

From the point of view of public health, much can be done in the out-
patient field to educate the friends and relatives of patients in mental
health matters. Lessons learnt in such a setting are all the more valuable
in that the emphasis is on treatment rather than on the somewhat academic
abstraction of prophylaxis. It would be hard to over-estimate the value
of out-patient work conducted from a mental hospital as a means of
preventing admission. Most people dislike the idea of going into hospital,
particularly a mental hospital, but there is nothing like the same feeling
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about attending an out-patient clinic, run by doctors from the same hospital.
Through this service patients can be treated earlier, and the decision to
admit is in the hands of the proper person, namely the doctor who will be
responsible for treatment inside. No doctor is likely to add to his troubles
inside the hospital by admitting someone who could possibly remain
outside. Furthermore, the out-patient clinic can act as a safety valve for
the hospital in that many patients can be discharged earlier if regular out-
patient care is available. Rightly or wrongly, most mental hospitals in
England and Wales undertake their own after-care through the medium of
the out-patient clinic, which is usually part of a general hospital. While this
ensures a continuity of medical attention and so lessens the chances of re-
admission, it places an added strain on the hospital social workers whose
first responsibility is to the in-patients. A way in which this staffing difficulty
can be overcome without disturbing the course of treatment is described in
another section of this paper.

A further most important advantage of out-patient treatment is that the
results are manifest to the public; indeed the prestige of a modern mental
hospital depends largely on the results of its out-patient care. In West
Africa the opportunities for prophylaxis and prevention of, for example,
trypanosomiasis and yaws, were enormously enhanced because the sick
were treated in their own villages in the presence of specially trained and
often illiterate members of their own tribe who were able to explain what
it was all about. Propaganda cannot be too simple; the cured patient is
the best. A film intended to demonstrate the good effects of treatment for
trypanosomiasis showed in some detail the clinical progress of a formerly
very sick woman. It was watched in respectful but sceptical silence until
in the last shot the patient was shown in an advanced stage of pregnancy.
This invariably brought the audience to their feet; here at last was proof
that the doctor had good medicine.

The potential benefits of out-patient treatment are many, but a word
of warning is necessary too. Out-patient practice requires more experience
and imposes greater strains and responsibilities on the doctor than does
hospital work. He will often have to make quick judgements and his
mistakes can have more serious consequences. But the effectiveness of this
means of reducing the number of admissions to hospital depends to some
extent on taking calculated risks. The basic qualities required by an out-
patient psychiatrist are the ability quickly to establish an emotional rapport
with the patient while at the same time assessing the chances of a mishap
(suicide is the commonest) in the light of the diagnosis. Mistakes are
bound to be made, but the authorities must weigh the disadvantages of
unnecessary admissions to hospital, due to over-caution on the part of an
out-patient psychiatrist, against the slight risk of an occasional mishap.
A further point of the utmost importance is that the smooth and capable

running of an out-patient clinic depends as much on an efficient system for
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obtaining social information about a patient as on the doctor; only in an
emergency should a fresh patient be seen in a psychiatric out-patient
clinic without at least the simultaneous investigation of the home cir-
cumstances. Disasters are as often due to lack of information about a
patient as to errors in clinical judgement. And, of course, an adequate
social history, which can seldom be obtained direct from the patient, is
essential for successful treatment. Ways and means whereby such informa-
tion might be obtained under various conditions will be discussed later.

Role of the Local Health Authority in Mental Hygiene

In England and Wales the Lunacy Act of 1890 gave powers to an official
of the local authority, who was known as the " Relieving Officer ", to
apprehend and detain lunatics at large in the district; the same powers
were and still are enjoyed by every police constable. The Relieving Officer
was a layman with no medical or psychiatric training; the knowledge
and judgement he exercised in carrying out his duties were those of the
" man in the street ". He was the assessor of the social as distinct from the
medical component of mental disorder, and his main qualifications were
commonsense and a knowledge of the lunacy laws. Originally this official
was the main contact between the local, social organization and the
asylum.

The Mental Treatment Act of 1930 and the National Health Service
Act of 1946 changed the name of these officials to " Duly Authorized
Officers" and empowered the local health authority to make arrangements
for the prevention of mental illness and the after-care of mentally sick
persons. Since the Duly Authorized Officers were the only officers whose
work formerly concerned the mentally sick, prevention and after-care
were largely their responsibility. But having no specialized training they
could hardly be expected to do this work efficiently. In one or two
areas, the need at least for co-operation between workers in the mental
hospitals and their counterparts in the local offices of the Medical
Officer of Health has been realized and the results have been encouraging.
In these areas, the Duly Authorized Officers have been invited to attend
lectures and case conferences in the hospital, and have later been
encouraged to follow the progress of the patients they bring in. In one
district, the Duly Authorized Officers who happen to be young, enthusiastic,
and unusually well-educated actually assist in treatment in the hospital.
This ensures complete continuity of care, the same person seeing the patient
in his home, taking part in the treatment in the hospital, and carrying out
whatever after-care may be needed. In one town, Nottingham,' by a
happy association of circumstances, the liaison between the local health

1See: MacMillan, D. (1956) Lancet, 2, 1094.
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authority and the mental hospital has reached a high degree of efficiency.
Here the hospital medical officers also hold positions with the local health
authority and there is close collaboration between the social workers of
the two services. The result is that what is virtually a domiciliary service
has evolved, in which the social workers carry out the treatment prescribed
by the psychiatrists. In this way admissions to hospital have been greatly
reduced in proportion to the number of persons seen and treated.
A system of this kind has many advantages: as well as preventing

unnecessary admission to hospital and ensuring continuity of care, it
enables the expert staff of the hospital to play a part in the social field
outside, with benefits both to the community and to the doctors themselves.
While the Nottingham scheme may well become an accepted pattern of
collaboration between these two branches of the mental health service,
there are other equally valuable links.

Other links

The desirability of close association between psychiatrists, family
doctors, and the staff of general hospitals goes without saying. But, in
England and Wales, the degree of co-operation is far from uniform. The
development of psychiatry in general practice is now being studied by
organizations representing the general practitioners and psychiatrists. At
least one mental hospital makes use of local general practioners as part-
time clinical assistants, and in some others they attend regular case con-
ferences. This is a step in the right direction, but it has been found that
it is not sufficient just to provide access to patients for the general practi-
tioner; he also needs instruction in how to deal with them, and this takes
more time than the hospital staff can give. The degree of co-ordination
with general hospitals also varies widely. It is now generally accepted
that every out-patient department of a general hospital should include
a psychiatric section staffed by doctors from the local mental hospital.
An arrangement with obvious practical advantages, it is the rational starting
point for a closer association. Some general hospitals have made beds
available for psychiatric patients who are fit to be treated outside a mental
hospital. This practice, which has been adopted by most of the teaching
hospitals, will doubtless expand, but it seems unlikely that it will ever be
possible to treat all types of mental illness under exactly the same conditions
and in the same wards as patients suffering from the many physical diseases.

While to an historian the present age may appear to be one of revolu-
tion, disruption and social flux, it is also notable for the formation of an
ever-increasing number of social agencies of all sorts which seem to
represent the spontaneous effort of society to reform itself. Though there
is no reason why doctors, whether they be psychiatrists or orthopaedic
specialists, should be expected to initiate these social experiments, they
should not be unaware of them. Psychiatrists in particular will find that
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opportunities for solving many of the problems concerned in the social
re-adaptation of their patients after hospital care are already available.
But just as co-operation with other branches of the health service cannot
be taken for granted, so the aid of already-existing social agencies needs
enlisting and developing. The following is an example of the practical use
that psychiatrists have made of such agencies.

Some years ago a psychiatric social worker in a psychiatric out-patient clinic at
Bromley conceived the idea of a club for discharged mental hospital patients. The club
was to be run by the patients themselves with the help of their relatives and friends,
and was to be an extension of the social clubs that most of the better mental hospitals
run for their in-patients. From this beginning the scheme has steadily expanded, both
in its intemal organization and its external contacts. The original club has split up into
a number of groups having common interests, so that there are now handicrafts, drama,
art, music and discussion sections, each held in the home of one of the members. At
the same time the whole organization has become affiliated to many other social agencies
in the area, such as the boy scouts, youth movements, Toc H, and other religious and
lay associations. This means that the discharged patient is not just dependent for his
after-care on an occasional visit to a specialist in an out-patient clinic, but through
an intermediate organization, of which many of his friends are members, he is eased out
into the full stream of social life.

The Future of " Social Psychiatry"

This then is the pattern of psychiatric development in England and Wales,
but it should be remembered that it has grown in response to needs peculiar
to the times and is not necessarily permanent. So much is said nowadays
about what has come to be known as " social psychiatry" that it is worth
considering its probable future. No disease is purely mental or purely
physical, and the traditional separation is an artefact imposed on medicine
by society. But it is also plain that infirmities can be classified according
to their potential danger to society. Thus, at one end of the scale we now
find the epidemic infections and at the other, for example, a broken bone.
Until very recently the more obvious mental disorders headed this scale
by virtue of public prejudice rather than scientific knowledge. It is only
now becoming clear that not more than 5-10% of all patients in need of
psychiatric treatment are potential public dangers, and then not continu-
ously. The presence in a mental hospital of many allegedly dangerous
individuals is the most telling criticism of its system of management. The
current emphasis on providing social life for the mentally sick may well
derive from the fallacy of believing that since society rejected them they
must be essentially asocial, and therefore must need " socialization ".
It is true, of course, that any illness will tend to make a person solitary
while it lasts; even a headache is not improved by company, and the sick
animal invariably keeps to itself. But this is quite a different thing from
saying that the lack of social contact is a causal factor. It seems likely
that the modern emphasis on encouraging sociability among mental patients
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is also a product of the unnatural life of the mental hospital, where for
generations so many people were detained in conditions which destroyed
individuality and made normal social contacts impossible. The encouraging
and sometimes miraculous results that have been obtained by allowing
the chronic population of the mental hospital to regain some measure of
individuality and self-respect may well be due to the fact that their original
mental illness had remitted many years previously. While opportunities
for social re-adaptation should certainly be provided for those who have
been deliberately deprived of them, there would seem to be little justification
for setting up elaborate social amenities for the average mental patient.

In this connexion, it is also necessary to remember that a country may
be underdeveloped in the sense of being short of technological resources,
but at the same time highly organized in the social sense; the Gold Coast
provides examples of this. It would be difficult to imagine a more highly
social society than that of an African village. Social organization was
no doubt originally needed for defence against both animals and unfriendly
neighbours, and in sdme regions the pooling of resources is still essential
for ensuring the survival of the village as a unit in the face of natural
difficulties. But technological advance, by removing the need for social
organization, is destroying it. The problem now facing African adminis-
trators and their European advisers is how to salvage what is worth
retaining of the old system and at the same time provide something new
for those who need it. It is clearly impossible to find a formula that will
satisfy all the needs of a country that is in a state of social flux; one can
only warn against the danger of allowing the encapsulation of any part
of a mental health service, and stress the need for keeping in touch with any
stabilizing elements in the community.
A perennial discovery in mental treatment is that the amount of

individual attention given to a patient and the enthusiasm with which it
is given matter just as much as the nature of the treatment. The main
object should therefore be to bring individual attention to the patient as
soon as he needs it.

Limitations of Mental Hospitals in less Well-Developed Countries

So far, much attention has been devoted to conditions in England and
Wales, not because the mental health service there can be taken as a model
but because, after so many years, it is beginning to wake up. While there
is little that is original in many of the recent developments-other countries
have had some of them for years-they are at present in the evolutionary
stage, and the lessons to be learnt from this process are as valuable as
those from a study of the finished products.

In most countries, whatever their stage of development, there usually
exists an institution which is known-too often euphemistically-as a
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mental hospital. Wherever possible, this institution should play some part
in the mental health service, and it is proposed here to review the conditions
that will determine its usefulness.

There is probably no such thing as an indigenous mental hospital; the
forcible segregation of the mentally sick for the protection of society is a
fairly recent concept. Before this they were either cared for individually,
expelled from the group and perished, or were destroyed, according to the
custom of the time and the locality. The segregation of antisocial individuals
was one of the first effects of civilization, and in many parts of the world no
distinction is made even today between mental disease and criminality. It is
not surprising that the mental hospitals were built on the same design as the
prisons. For the most part, they are in or quite near the large urban centres,
because this is where they were most needed at the time they were built. In
some ways this is preferable to the rural seclusion of most of our Western
institutions, but where the town has encompassed the hospital estate the
opportunities for development are limited. Although these buildings, like
their counterparts in Europe, do not lend themselves to modernization, much
can be done by the removal of bars and by the use of paint and whitewash to
tone down the prison atmosphere.

The population of one of these so-called hospitals is usually composed
of two distinct groups: first, people from the countryside whose homes may
be hundreds of miles away and who have been brought to the asylum because
they were thought to be dangerous or criminal; second, town dwellers who
may be either acutely ill or just unacceptable in the more critical urban
society. The latter more closely resemble the type of person to be found in
a European hospital. These two groups have almost nothing in common,
they speak different languages, have entirely different cultures and customs,
and sometimes even eat different food. The lot of the town dweller in such
circumstances is bad enough, but at least he can make his wants known to
the nurses who are usually recruited from the same community; for the
rural native, however, it would be hard to think of an atmosphere less
conducive to a return to health. The problems created by racial, linguistic,
and cultural differences should rule out once and for all the use of a large,
central mental hospital for long-term care.

There is one exception to this general statement, namely the care of mentally disordered
criminals. This is a branch of psychiatry that is still ordered by public opinion no matter
what scientists may say. Nothing creates greater public alarm than the escape of a criminal
lunatic, and no government can afford to approve any relaxation in their custody. The
suggestion is sometimes made that they should be treated in the company of and under
the same conditions as other patients. But this throws an unjustifiable strain on the nursing
staff, and, where it has been tried, invariably results in a reversion to the policy of
custodial care for all.

Few under-developed countries possess separate institutions for their insane criminals,
who are usually housed in special sections of the mental hospitals, or in the prisons.
They are relatively few in number, and there is much to be said for bringing them together
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under one roof, not so much in their own interests but so that the type of care prescribed
for them by society should no longer become associated with that of mental illness in
general.

Nevertheless, there is still a tendency to built large hospitals and, if this
is not discouraged, there is little doubt that the objections already described
will be encountered, and the pattern of evolution will have to be similar to
that which has taken place in England and Wales.

Conditions Affecting the Establishment of a Mental Health Service

However excellent the plan for a mental health service may be on paper,
it will need promotion, and its chances of being adopted will depend largely
on the form in which it is presented. Even in the most advanced countries,
there are still people, not a few of them doctors, who regard all mental
illness either as a form of moral weakness not far removed from malingering,
or as a process of inevitable decay. They strongly resent the time, trouble,
and especially the money that is spent in helping the mentally sick. In poor
countries where there are other pressing needs, such views fall on fertile soil
and may prevent a plan even receiving consideration. This is particularly
likely to happen if the plan presented is too elaborate, expensive or otherwise
unrealistic.

It is of vital importance that any plan for a mental health service should
not only be realistic but should manifestly appear to be so. Three groups
have to be convinced that any scheme suggested is both workable and likely
to benefit them personally: the medical and nursing staff of the existing
psychiatric service who must work it, the government administrators who
must pay for it, and the public who may use it. The initial appeal must be to
the doctors because without their approval it will never get started. Ad-
ministrators are more likely to give support to a scheme that is either already
in action or that can be started without involving them in any great financial
outlay or political responsibility. Finally, the development of the scheme
will depend on public demand. To be successful a mental health plan should
embody the following principles:

(a) it should start from the assumption that the existing doctors and
staff are already overworked, which is certainly not always the case, and
should stress the easing of their work that could follow adoption of the plan;

(b) it should contain elements that could be put into immediate action,
if necessary in the form of a pilot scheme, with a minimum expenditure of
money;

(c) it should be self-advertising and flexible;
(d) it should be so framed that once the first step is taken a public

demand is created for the next.
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The out-patient clinic as a starting-point

It seems necessary then to select some psychiatric activity as a suitable
starting-point. The extremes of the range of possibilities are domiciliary
care at the one end and the asylum at the other, but neither of these is
satisfactory. To give domiciliary care to even a fraction of those in need of
it would require an army of psychiatrists, and to bring any but a few of the
existing mental hospitals up to anything approaching modem standards
would take a long time and a great deal of money. Moreover, experience
in England and Wales has shown that enlarging and modernizing a mental
hospital does not, of iself, relieve overcrowding. This can best be achieved
by more active treatment inside the hospital and by preventing admission by
out-patient work outside. As Dr Sunier has pointed out in a recent report
on the mental health service of Israel, the need for more beds is the result of
failure to develop outside facilities.

It seems then that a beginning might profitably be made by initiating an
out-patient system or expanding one already in action.

Most mental hospital doctors welcome the chance that out-patient work
provides for getting away from the hospital for a time; so they are not likely
to object.

Administrators can safely be assured that out-patient clinics are easy to
set up and cheap to run. Existing mental hospital staff and equipment, such
as ECT apparatus, can of course be used.

Experience has shown that the public will come to an out-patient clinic
when they cannot be persuaded to go to a hospital. Moreover, the clinic is a
convenient nucleus around which other activities such as a day hospital,
social club, and child-guidance clinic can develop in a neutral atmosphere.

Regarding England and Wales it has been said: " If mentally defective
and old people could be discharged from mental hospitals when they are fit
for suitable accommodation elsewhere, and if out-patient departments, day
hospitals and other community services were able to give more effective care
and treatment, the number of beds in mental hospitals would probably be
sufficient for the population "'1

It has been found too that the starting of one out-patient clinic leads to
the demand for others, and as the nature of the work comes to be known
public interest is stimulated. Sooner or later the trail of public curiosity
leads back to the mental hospital and its shortcomings. The realization that
the unfortunate patients in the hospital differ from those attending the out-
patient clinic only in the degree of their sickness can start a spontaneous
demand for improvement in the hospital itself.
A further point worthy of special mention is that administrators should

pay heed to the views of doctors and others who are actually operating a

I England and Wales, Ministry of Health (1955) Report for the year ended Dec. 31, 1954. Part IL. On
the state of the public health.
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new service. The form and direction of expansion cannot be fully planned
in advance; some of the most valuable contributions to mental health in
England and Wales owe their origin to the ideas of individuals and their
success to the enlightened attitude of administrators who have given them a
free hand.

Alternatives

Fortunately there are several alternatives which are in line with the trend
of mental health progress in more highly developed countries. In the north-
ern territories of the Gold Coast, it is customary to care for the mentally
sick in their homes: the care is primitive and the treatment expectant, but
the sick person is at least spared the misery of removal from home. Where
this tradition is already established, it would seem well worth seeking to
develop it. This could be done with the help of the mobile unit, to be
described later on.

Where domiciliary care is not practicable, it might be possible to organize
local treatment centres for all grades of mental patient at relatively small
cost. These centres might take the form of compounds or enclosures
consisting of a number of simple dwellings in which the patient and his
family could live while he was being investigated and treated. They should
be staffed by local people, whose main function would be to form a social
link between the patient and the staff of what would, in most cases, be a
mobile treatment unit. There is nothing original in this idea; in the Gold
Coast it has been extensively developed in the treatment of trypanosomiasis
and yaws. Its main advantages are that it enables the patient to be treated
in his home environment and the relatives not only see what is going on but
help with the nursing. It is an economical form of care because the family
provide their own food and generally look after the patient. Although the
staff of such a unit would need some training, it was found in the Gold Coast
that illiteracy was an asset, because in many regions unsophisticated Africans
mistrust a literate person.

Such an organization would, of course, need a centre from which to
operate, and this centre would have to be prepared to perform three func-
tions: the training of staff, investigation (particularly by laboratory techniques
which could not be carried out in the peripheral units), and the short-term
treatment of special cases, for example by deep insulin. Where a suitable
mental hospital exists in an area, this could be used, but it is strongly
recommended that the treatment unit should be separate from the main
body of the hospital and should on no account be used for long-term
custodial care. It is realized that this suggestion runs counter to the views
expressed by experts working in the more highly developed countries where
the prejudice against coming into hospital at all is much weaker. But
where this prejudice exists, there is no better way of keeping it alive than by
forcing fresh patients to mingle with those who are demented and regressed.
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It might be found convenient to lay down a time limit of, say, six months
for the stay of a patient in such a centre. In areas where there is no con-
venient mental hospital, a small ward of about twenty beds might be added
to a general hospital, and since this would be used purely for active treat-
ment and investigation it would not need to be elaborate and should not be
expensive.

Possibilities for Immediate Action

Since a mental hospital is in many areas the only already existing element
on which a mental health service can be based, it is convenient to consider
in what ways the plan for a service might vary with the present state of the
hospital. No two mental hospitals are alike, and nothing would to be
gained by a detailed classification, even if this were possible. It is therefore
proposed to use a simple three-point grading of " good ", "convenient but
poor ", and " bad ".

Bad mental hospitals are unfortunately so common, even in the so-called
advanced countries, that it would be a waste of time to describe one. On
the other hand, there are quite a number of mental hospitals which, though
not perfect in all respects, have outstanding good qualities. It is worth
considering first what is meant by a good hospital.

The good hospital

There is something to be said for the theory that, on the functional level,
a mental hospital could improve itself out of existence. Although this is at
present only of hypothetical interest, it is certainly possible for a hospital,
by developing its extra-mural services, to become much less of a residential
institution and to reduce its size. At a more advanced stage of evolution,
one might picture the psychiatric hospital of the future as the headquarters,
training, and research centre of the local mental health organization. The
bulk of its clinical material would be found in the community, although a
small residential unit for special treatment and investigation would always
be required. If this is a true picture of the desirable end-result, it is reason-
able to grade mental hospitals in terms of the steps they are taking to attain
it, and it is for this reason that so much space is devoted to an analysis of
the good hospital.

Perhaps the most characteristic feature of the good hospital is the
atmosphere of change and activity to be found in it. This is, of course,
therapeutic, but not self-consciously so. It depends on organization, but
it is the organization of opportunity rather than personal regimentation.
Classification by behaviour instead of by age, diagnosis, or length of stay
makes it possible for fresh patients, who may only remain for a matter of
weeks, to mingle with those who have had to make the hospital their home.
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While it is to be hoped that this is a transitory phase, it is mutually beneficial.
But, as has been mentioned earlier, the mixing of short and long-stay
patients should not be attempted until the latter have been to some extent
reclaimed from social dilapidation. Internal changes such as this cannot,
however, take place in an atmoshpere of gross overcrowding; though it
will be found that the good hospital has succeeded in reducing the number
of patients, particularly of long-stay patients. This can be brought about
by energetic treatment within, by limiting admissions from without, and by
making use of special services such as geriatric units to enable certain groups
of long-stay patients to be transferred to more appropriate forms of care.

By combining the good qualities of these hospitals, it may be possible
to present a composite picture suggesting how even the best can come nearer
to the ideal. The following tabulation assumes that the hospital is reasonably
well sited in relation to the community it serves, and that its physical features
are adequate.

A. Action within the mental hospital

It may be assumed that in a hospital that qualifies for consideration in
the category of good hospitals many of the reforms suggested in the litera-
ture during the past few years will already have been made. The following
is a summary of the more important points:

Reduction of overcrowding. Gross overcrowding is probably the most
serious obstacle to mental hospital reform because it makes individual
attention impossible and regimentation inevitable. Some of the steps that
should be taken to relieve it have already been discussed. Briefly they are
the prevention of admission by out-patient, domiciliary and geriatric
services and day hospitals, combined with a system of after-care integrated
with the other community services.

Opportunities for occupation. The importance of providing occupations
for the patient increases with the probable length of stay. The fresh patient
undergoing an intensive course of treatment will usually ask for something
to do as soon as he is well enough, but for the long-stay patient in the back
ward, occupation is essential. Unfortunately it is all too common to find
the occupational therapy department of a hospital full of well-preserved
patients who do not really need this form of treatment but are, of course,
far less trouble to instruct and produce more spectacular work than those
who are more severely ill. Occupation is the first step towards rehabilitation
but, even for healthy people, the habit of work is difficult to acquire unless
it is coupled with interest and the pride of achievement. In the average
hospital, where facilities for formal occupational therapy are limited, there
is much to be said for concentrating on the long-stay patients; the usual
task of polishing the ward floors, though better than doing nothing at all,
is of limited therapeutic value. Some hospitals have used only patient
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labour in redecorating and modernizing the wards in which they must live.
The potential dangers of allowing patients to do this kind of work have
been much exaggerated and are outweighed by the benefits both to patients
and staff. In some hospitals, the patients have even erected new buildings
made of concrete blocks; the cost is very low, as all that is needed is a
concrete mixer and the usual stock-in-trade of a carpenter.

In times of full employment, neighbouring industrial firms often welcome
the additional labour that a mental hospital can supply. The " factory in a
hospital" not only provides useful occupation and pocket money for the
patients but sometimes leads to offers of employment after discharge.

Open doors. The unlocking of doors is not so much an end in itself as
an inevitable result of the lessening of overcrowding and a better atmosphere
in the hospital It is, however, a mistake to open doors until an incentive
to go out has been provided; freedom to do nothing is hardly worth having,
nor will the anxious patient be able to use his liberty until he has also been
freed from anxiety. In this connexion it should be remembered that the
tranquillizing drugs only suppress anxiety and so render the patient amenable
to more radical treatment.

Encouragement of self-respect and self:reliance. Clothes have great value
as a means of expressing personality, but although hospital uniform is
now rarely to be seen it is also uncommon to find a hospital in which
every patient has his own clothes. Objections to instituting a system of
individual, marked clothing are usually that there is insufficient storage
space in the wards and that it involves more work for ward and laundry
staff. But where these difficulties have been surmounted the results have
been rewarding.
A further means of encouraging self-reliance is to provide every patient

with some pocket money which he should be free to spend as he chooses.
The traditional issue of tobacco for the men and sweets for the women is
merely a form of charity and of no therapeutic value.

Value of preserving contact with the opposite sex. One of the popular
fallacies connected with mental hospitals was that the inmates were composed
of satyrs and nymphomaniacs. Stringent precautions were taken to prevent
any mingling of the sexes except under conditions of the strictest security
and artificiality. Nothing but good has come of relaxing these restrictions.
Meals taken in a common dining room lead to better table manners and
mixed hostels for old people are becoming increasingly popular. A return
to normal interests can often be aroused by arranging for each of the women
patients to undertake the running repairs to the clothing of one of the men.
The use of women doctors for the men's wards and vice versa is already
a common practice. The introduction of female staff to a men's ward, even
if they only do domestic duties, can smarten up the inhabitants and the
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wards themselves far more efficiently than the exhortations of the male
nurses.

Habit training. Even a good hospital is likely to have some regressed
patients, and these are the ones for whom individual attention is most
needed. Shortage of staff usually makes this impracticable, but the system
of group training has proved invaluable. Any hospital unfamiliar with this
technique should be advised to send a representative of its nursing staff
to be instructed in one where it is practised as, for example, Warlingham
Park Hospital, Croydon, England.

B. Outside activities

Out-patient clinics. These are not only the spearhead of prevention but,
since they are most conveniently placed in general hospitals, they are a
useful starting-point for closer links with general medicine (e.g. psychiatric
beds in general wards ; co-operation in geriatrics ; introduction of general
nurses to psychiatric treatment ; pooling of information about patients
through almoners, social workers, etc.).

Links with the local health authority. Administrative authorities should
do all they can to facilitate contacts between the mental health staff of the
local authority and the psychiatrists of the mental hospitals. Their common
interest in the after-care of discharged patients calls for close collaboration
between social workers, and there are many aspects of prevention such
as marriage guidance, ante- and post-natal care, in which the specialized
knowledge of the psychiatrist could be used.

Links with other social agencies. The effectiveness of after-care can be
greatly increased if the mental hospital and mental health section of the
local authority can be linked with other voluntary and State-sponsored
agencies. If this is not done there is a danger that psychiatric patients,
especially neurotics, will cling together and so perpetuate unsatisfactory
attitudes.

The convenient but poor mental hospital

It is now generally agreed that the most convenient site for a mental
hospital is near the centre of the community it is to serve. Not a few
hospitals find themselves so sited more by accident than design, the towns
from which they were originally separated having grown out to meet them.
Some of these hospitals may also be suitable for structural modernization.
Where siting and design are convenient, but conditions within the hospital
are poor, the following policy is suggested.
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A. Action within the hospital.

Short-stay unit. A section of the hospital should be set aside and
converted into a modern treatment unit for short-stay patients. If possible,
this section should be physically separated from the main wards. It should
be " open " from the start and this means that it must be adequately staffed,
even at the expense of the rest of the hospital. Twenty beds for each sex with,
if possible, room for expansion to forty without overcrowding should be
sufficient for an originally thousand-bedded hospital. If a separate building
is not available, a ward or part of a ward in the main block could be used,
but it should have a separate entrance so that its occupants have no contact
with the rest of the hospital population. In order to relieve the inevitable
overcrowding that such a measure would cause, administrative authorities
should be prepared to support the doctors in making full use of trial dis-
charges. Reliable patients can often relieve staff shortages if they are
allowed to assist in nursing.

In decoration and equipment this treatment unit should make a complete
break with the traditional mental hospital and, within the limitations of
its structure, aim at a high standard of comfort and efficiency. It represents
the shop window of a new mental health service and it does not matter if
it departs from the cultural pattern of the country; even though the patients
may be accustomed to sleep on mats on the floor, they should be given
beds, because this makes modern treatment and nursing safer and easier.
Such a unit should be used only for the short-term treatment of rapid-
recovery patients and for diagnostic procedures that cannot be carried
out either in the field or in a general hospital.

It should be clearly understood that a unit of this kind is not an admission
unit in the sense that all patients sent to the main hospital pass through it.
It may happen that a patient admitted to the treatment section does not
improve within a reasonable time-say six months at the outside-and
being still unfit for discharge has to be transferred to the main wards;
but this should be exceptional. Because of the danger that money and social
position may be used to secure admission to the new unit, patients should
be selected on purely medical grounds, preferably on the unanimous
recommendation of a committee of doctors.

B. Action outside the hospital

Out-patient clinics. The success of the short-stay unit will depend
largely on the efficient screening of patients before admission. Except in
emergencies, no patient should be admitted to it without having been
thoroughly examined in an out-patient clinic. The out-patient clinic can be
a valuable training centre for staff for the treatment unit. Whatever part
ECT may eventually come to play in psychiatry, there is no doubt about
its usefulness in preventing admission to hospital. Properly given it is a

384



THE PSYCHIATRIC HOSPITAL

safe form of treatment, and it is far less likely to be abused when given to
out-patients than to in-patients. It is suggested that an out-patient clinic
should be equipped to give ECT from the start. The other essential
feature of an out-patient clinic is its information service, which has evolved
with the social worker as its head. But psychiatric social workers are every-
where hard to come by so an alternative has usually to be sought. The
main objective is to obtain a history of the patient and his family, as well
as a picture of his present social environment. The psychiatric social
worker trained to extract from the information about the patient's back-
ground those facts which are relevant to his illness is undoubtedly an asset.
But this is a refinement, and with the help of a simple questionnaire it is
possible for an untrained person, provided he has tact and patience, to
elicit information which the psychiatrist could not himself obtain. A nurse
who is good with patients often takes naturally to this kind of work, and her
status as a nurse makes her more readily accepted in the patient's home.
It is therefore suggested that nurses should be seconded from the mental
hospital to the out-patient service for this purpose. At the same time the
doctor in the clinic should make contact with other social organizations,
such as the churches, police, schools, probation service, and the welfare
department of the central administration. The initial approach should
come from him, for he is in fact asking for private information to enable
him to help his patient; it is a personal matter and the personal approach
is best. He will inevitably find that, once channels of communication have
been opened, he will be swamped by requests for advice and will have to
enlarge his service to cope with the demand. But this is a healthy way for a
preventive service to start.

The bad mental hospital

As Kraus has rightly said, " having no mental hospitals at all is much
less detrimental to the mental health of the population than having bad
mental hospitals ". For a bad mental hospital is not only useless as a means
of cure but it is also the worst possible advertisement for a system of preven-
tion. The treatment of choice for such an institution is to close it. Whether
this policy can be radically adopted will depend on local circumstances;
at all events fresh patients should not be admitted to such a hospital unless,
perhaps, they are criminals for whom custodial care is imperative. The
closing of a whole building is certainly a desperate remedy and may seem
entirely unpractical, but it can be done and the following suggestions show
how a mental health service might start again without it.

1. Headquarters
The first thing to do is to establish a headquarters from which a mobile

team can operate; it can also be used to train staff and later as a diagnostic
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centre where special investigations can be made. A building attached to a
general hospital is most appropriate, and since patients will not, at first,
be housed in it, it can be a very simple structure. Its initial functions would
be a store for equipment, a classroom for lectures to staff in training, and
an office where records can be made and kept.

2. Local treatment centre

In some parts of the world where the people are accustomed to residential
care in groups away from their homes, the treatment centre can take the
form of a collection of very simple buildings in which the patients and their
families can live while attending an adjacent headquarters. The headquarters
can serve as a base for the treatment of out-patients as well as of the residents
of the centre. Assuming that the goodwill of the local authority has been
obtained, the next move is to recruit and train staff. Experience of this
form of service has shown that it is better to recruit local people, even
though they may be poorly educated, than to employ already trained staff
from elsewhere. In areas where this form of service might be contemplated,
untrained staff are usually easy to come by, inexpensive, and expendable.
All that is required of them is that they should do precisely what they are
told; since their duties will be almost entirely custodial-the staff of the
mobile team will, of course, carry out any treatment-their training can be
very simple.

3. Long-stay centre

Although it is to be hoped that the combination of early treatment,
after-care and prevention will eventually make long-stay or permanent
care a rarity, it would be unrealistic to present a plan for a mental health
service without making some provision for the incurable and socially-
unacceptable patient, both in the present and the future.

There are many possible varieties of long-stay care, of which boarding
out, and the " working village " are examples. Whatever is preferred, a
central, custodial type of mental hospital is almost certainly the least
desirable. On grounds both of experience and of medical ethics, the hope
of recovery should never be abandoned, nor should the patient be allowed
to sink into a state of social dilapidation. Employment of some sort is the
best and simplest method of preserving what remains of the personality.
The type of employment will be determined by local conditions; agricultural
work requires space but is probably the easiest to organize and has the
advantage of contributing to the support of the unit. If this form is chosen,
provision must also be made for other types of occupation when outdoor
work is impossible; local industries exist in every community, and as a
rule only simple tools and materials are needed. Long-term care should be
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so organized that those who must accept it are still able to feel that they are
of some use, both to themselves and to others. Opportunities for contact
with friends and relatives should also be readily available. Long-stay
units of this type should be the responsibility of the local authority; the
psychiatrist in charge of the mobile team should pay regular visits and
act as adviser to the manager, who could be a layman. Care should be
taken that the number accepted does not exceed the capacity for full
employment; it would generally be better to have two small units in a
district than one large one.

A new psychiatric hospital evolving from this type of care will stand a
better chance of being a good hospital.

RESUMtE

Des changements profonds s'accomplissent dans le traitement des maladies mentales
et la conception des h6pitaux psychiatriques, qui, il y a peu de temps encore, etaient
des centres de reclusion plutot que de guerison. L'auteur indique dans quelles directions se
produisent ces ameliorations, en Angleterre et dans le Pays de Galles: modernisation de
l'h6pital, installations pour sejours de courte duree, plus grande independance laiss6e
au malade, developpement du traitement ambulatoire, soins aux vieillards dans les sec-
tions de geriatrie des h6pitaux generaux. Ces mesures ont pour effet de supprimer peu A
peu l'encombrement des h6pitaux psychiatriques, oui les malades, trop nombreux, ne
pouvaient recevoir l'attention individuelle necessaire. On s'oriente, d'autre part, vers un
service de soins A domicile, les travailleurs sociaux etant charges de dispenser les soins
prescrits par le psychiatre. On tend egalement vers l'integration de la psychiatrie dans la
medecine generale, et l'on admet generalement que le service ambulant d'un h6pital
doit comporter une section psychiatrique placee sous la responsabilite de medecins de
l'h6pital psychiatrique local.

Dans certaines regions et dans certains pays, il ne s'agit pas d'amelioration, mais de
creation, car l'assistance psychiatrique est rudimentaire ou n'existe pas. L'auteur indique
sous quelle forme les principes generaux qui viennent d'&re resumes peuvent etre appliques.
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