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Participating doctors appreciate the flexibility of the method
and the opportunity to compare their own responses with the
previously gathered responses of others. This gives immediate
feedback as a form of self-assessment. More elaborate
assessments can be provided if there is a central support ser-
vice to back up the distance learning programme. Combining
different methods of communication provides the potential for
exciting forms of continuing medical education, which not on-
ly present facts, cases and issues but can also be used to assess
knowledge, problem solving skills and attitudes. The Centre for
Medical Education will be using a computerized system to col-
late doctors' responses and thus participants in the new pro-
gramme will receive personalized feedback about their responses
and how they compare with other participants.
The advantages of distance learning in general practice seem

clear. However, the way in which it is to be funded in the future
is less o6vious and, ultimately it is this that will determine the
direction in which distance learning develops. ICI, Glaxo and
the MSD Foundation generously provided the funds which
enabled the College to create the three distance learning pro-
grammes mentioned above. The benefits of this form of conti-
nuing medical education have been acknowledged by the govern-
ment and in Scotland, the Scottish Home and Health Depart-

ment has been willing to support distance learning for general
practitioners through the Scottish Council for Postgraduate
Medical Education. In spite of this, there is no sign that the
central funding necessary to create and sustain distance learn-
ing for general practitioners will be made available. In future
general practitioners will be expected to pay for their continu-
ing education from the postgraduate training allowance but set-
ting up and publishing distance learning materials requires
capital funds before income can be attracted from participating
doctors. Unless some form of central fund can be created, the
new arrangements for continuing medical education for general
practitioners in this country will not encourage distance learn-
ing other than through material which is funded by advertising.

E.G. BUCKLEY
Editor of the Journal

Further information about Ifonly I had the time can be obtained from:
The Centre for Medical Education, Ninewells Hospital and Medical
School, Dundee DDl 9SY. Applications to take part in the programme
should be sent to the same address, enclosing a cheque for £20.00 made
out to 'University of Dundee/RCGP'. Access and Visa cards are
accepted.

The future role of mental illness hospitals
RECENT debate on the care of the elderly, the mentally ill

and the mentally retarded has centred on the need to develop
strategies of care in the community. The administrative
framework for future developments in this area was laid out in
the Griffijhs report' and the government has now made a
formal response to these proposals.2
The success of community based programmes in the manage-

ment of some forms of mental illness has led to the belief,
dubbed 'the new simplicity' by Finzen,3 that given sufficient
resources all mental illness can be managed in the community.
However, there are many mentally disturbed patients who are
either recurrently or permanently too ill to be managed in the
community. An analogous statement could be made of any
group of patients and it is difficult to see why recognition of
this fact should be regarded as defamatory to sufferers by some
pressure groups acting on their behalf.
Mental hospitals emerged in the late Victorian age as a

humanitarian response to the need to provide asylum for the
mentally ill as an alternative to vagrancy, prison or the poor
house. The paucity of therapeutic regimens led to the emergence
of a primarily custodial role, which in countries such as Italy
persisted well into the twentieth century. Only in the 1950s and
1960s did drugs become available that were effective in the
management of the mentally ill in the community. This develop-
ment coincided with reform of the legal framework of admis-
sion and detention, with emerging concern over 'patients rights'
and with, the academic exposition of the detrimental
psychological sequelae of institutionalization by workers such
as Barton4 and Goffman.5
The last two decades have seen the development of strategies

of community care for the mentally ill not only in the UK but
widely throughout the developed world. In some countries such
as Italy and the USA campaigns for the closure of mental
hospitals have assumed frank political overtones and have been
backed by statutory force. However, the limits of community
care are now beginning to be recognized. Public concern increas-
ingly focuses on the fate of the mentally ill, deprived of any

institutional asylum, who are forced to huddle among the
homeless, to eke out an existence in seaside boarding houses or
to be housed inappropriately in remand centres and prisons. A
report by the Group for Advancement of Psychiatry6 has
catalogued the dismal outcome of the community mental health
programme in the USA set up by President Kennedy. In the UK
Abrahamson and Ezekiel7 have studied the ability of severely
disturbed people to form normal relationships in the community
and concluded that such patients are as isolated outside hospitals
as within. There is no doubt that in this country many of the
problems have been caused by the inappropriate discharge of
patients owing to closure of large institutions in situations where
community care is inadequate. Nonetheless, attention is again
beginning to focus on the need for psychiatric inpatient care.8'9
Awareness of the evils of large institutions has to be balanced
by an awareness of the evils of community care. Indeed, com-
munity care could become 'a euphemism for unavailable treat-
ment and a policy of neglect'.'0
Now that the administrative and financial basis of community

care for the mentally ill has been clarified the role, scale and
physical basis of inpatient care of the mentally ill needs to be
defined. The types of mental illness which are most likely to
respond only to inpatient care should be identified. It is clear
that some people are chronically unwell and need the sheltered
environment and asylum available in mental hospitals. The
prevalence of dementia among the over 75 year olds is about
10070." Half of these demented patients may be classified as
'severely affected' and yet at present specialist inpatient care is
available for only about one in 10 of this group.
New therapies and new strategies of care, such as short term

admission, also affect the size of the inpatient population, but
in a complex way. Lithium therapy has been associated with a
reduction in the risk of relapse in depression but recent work
shows that hospitalization as a result of severe relapse is as com-
mon now as it was before the introduction of this drug.'2 Pa-
tients with depression receiving lithium therapy or patients suf-
fering from schizophrenia receiving neuroleptics are now in
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hospital for much shorter periods than before but are being ad-
mitted more frequently. Carstairs and colleagues have studied
the build up of the 'new chronic' group of patients in Scotland
over the last 20 years.'3
A further task facing the medical profession in this field is

to spell out the features of hospital care for the mentally ill which
are unique to this environment and which cannot be provided
in the community. This will define the role which mental
hospitals can play in the future. A start has been made in
Scotland with the publication of a report by a professional work-
ing group of the National Medical Consultative Committee.'4
The report stresses the need for inpatient care not only to pro-
vide the traditional medical functions of treatment, care and
protection but also to provide privacy, maintain social and family
ties, encourage employment and leisure activities and foster per-
sonal development. Integration of inpatient facilities with the
community is vital but should be a two way process. The com-
munity, including local authorities and the voluntary and private
sectors, should be involved in the running of inpatient facilities
at the same time as integrating the mentally ill into the world
outside.

This approach has major implications for the form inpatient
facilities might take. Several types of units are required - short
term assessment or geriatric assessment units are very different
from those required to provide prolonged or long term care. The
Timbury report on the care of the elderly with mental
disability'5 recommended that facilities for long term care
should be domestic in scale. Depending on the geography of
an area, health authorities may wish to group the different units
in central or satellite situations according to the needs of the
population. Even in situations where the maximum use can be
made of small satellite units, however, there will be a need to
form some groupings of units for the inpatient care of the men-
tally ill whether on current hospital sites or in new locations.
It has been suggested that in line with the new image of a more
flexible, less custodial role the term 'mental hospital' should be
dropped and the term 'mental health campus' should be used
in its place.'4 The flexibility of scale and use of resources in-
herent in this concept presents a challenge to mental health
planners. The mental health campus could provide a nucleus
around which community care in its various guises could be
planned and deployed.'6

Health authorities are burdened with a stock of ageing hospital
buildings. So far the major effort has been directed to the closure
of hospitals and the discharge of patients to community care.
The time has come to recognize the need for the development
of inpatient facilities for the mentally ill as a necessary supple-
ment to adequate community care. This is a debate in which
all who are concerned with the mentally ill should be involved
- health authorities, managers, carers and patients' groups as
well as health professionals. It is a debate in which the medical
profession should take the lead and to which the views of general
practitioners are a vital contribution.

ERNEST MCALPINE ARMSrRONG
General practitioner, Connel, Argyll
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Patients and their Doctors 1977 (Occasional Paper 8)
Cartwright and Anderson follow up their classic work on patients'
views of their doctors. A useful source document on patient opinion.

£3.00

A Survey of Primary Care in London (Occasional Paper 16)
Jarman provides the most detailed documentation ever published on
the illness and social conditions of patients in London and the
characteristics of their GPs and other health services. £4.00

Inner Cities (Occasional Paper 19)
Prize-winning report, analysing the problems of general practice in
several inner cities in the UK, with suggestions as to how they can
be overcome. £3.00

General Practitioner Hospitals (Occasional Paper 23)
A report from a working party reviews the history and literature on GP
hospitals. '... a short, factual and informative report with a good
bibiography' Hospital and Health Service Review. £3.00

Social Class and Health Status: Inequality or Difference
(Occasional Paper 25)
Complementing the Black Report on social class and health, Crombie
provides new evidence that GPs actively compensate by providing more
consultations and more care for patients in social classes 4 and 5.£3.50

Alcohol - A Balanced View (Report 24)
This report of a College working party offers a logical approach to drink-
ing problems which can easily be applied in everyday practice.£5.00

Booking for Maternity Care. A Comparison of Two Systems
(Occasional Paper 31)
A detailed study of the views of mothers booked for delivery in a GP
unit and those booked for shared care in a specialist consultant unit.

£3.50

Doctors Talking to Patients
Byrne and Long's well-known book was the first to illustrate the poten-
tial for using modern recording methods to analyse the problems of
doctor-patient communication. £10.50

All the above can be obtained from the Sales Office, Royal College of
General Practitioners, 14 Princes Gate, London SW7 1PU (Enquiries,
Tel: 01-823 9698). Prices includes postage. Payment should be made
with order. Cheques should be made payable to RCGP Enterprises Ltd.
Access and Visa welcome (Tel: 01-225 3048, 24 hours).
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