
groups may be affected more than others, particularly elderly
people and those on low incomes, who may have the greatest
need for health care.'3

Inequalities of access may also result from variations in
people's inclination to seek help, which is influenced by
culture and geography. Perceived need, for example, has been
found to relate inversely to remoteness.'4 How much such
barriers to access affect health outcomes in Britain is
unknown. A recent study of colorectal cancer in France found
that a lower proportion of the rural population than urban
populations was treated in specialised health centres and that
rural women were diagnosed later and had a worse prognosis
than urban women. 15
The costs of providing services in rural areas are usually

higher because economies of scale are lacking and travel
costs are higher.'6 The NHS does not have a consistent policy
about whether to take rurality into account when allocating
resources. Scotland and Wales use a sparsity weighting when
allocating resources to community health care, but the
Department of Health and English health authorities do not.
Rurality is taken into account throughout Britain when
general practice is funded but not at all when resources for
hospital services are allocated. The NHS Management Board,
when reviewing the Resource Allocation Working Party
formula, acknowledged that some sparsity factor may be
justified in allocating resources. It noted the methodological
difficulties and concluded that more research was needed.'7 In
addition to considering how "need" varies such research
should consider how the unit costs of health care differ
between rural and urban environments.

Deprivation indices, as proxies for health need, are in-
creasingly being used to allocate resources, and it is important
that such measures are validated for rural use. Their use in
comparing the social problems of urban and rural areas has
been criticised on the grounds that most commonly used
indices have been designed for urban populations and may fail
to capture the real nature of rural deprivation.'8 For example,
the meaning of car ownership-a variable frequently in-
corporated in indices-will differ in rural and urban settings.
The relation between self reported morbidity and indices of
deprivation has been shown to break down in non-

metropolitan areas."9 Employment is declining and homeless-
ness increasing faster in rural areas than in towns.20
The popular imagery of the rural idyll has hindered the

questioning of received wisdom that life is better in the
country than the city. It's time to end the comparative neglect
of rural health.
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Home treatment for acute psychiatric disorder

May be better, but inpatientfacilities are still needed

The government's plan for providing more care in the
community' has revived interest in treating patients with
acute psychiatric illness at home. Potential conditions for
home treatment include serious mental illness (such as
schizophrenia and affective psychosis) and exacerbations of
neurotic conditions.
Although some general practitioners have been doing this

for years, specialist psychiatric services have moved out from
their hospital bases only over the past 20 years. The first
such services in Britain offered "crisis intervention"'-
psychotherapeutic help provided by mobile teams-but they
lack systematic evaluation.'

In the United States Stein and Test established the
"assertive" approach to community treatment.4 This consisted
ofhome based assessment and treatment by multidisciplinary
teams, who visited as required. Patients (half of them
schizophrenic) received this form of care for 14 months, and

when these patients were compared with a conventionally
treated group symptoms, social functioning, satisfaction with
life, employment, and drug compliance all improved and
their use of psychiatric beds fell. Economic costs and the
burden on family and community were comparable between
the two groups. These gains were not sustained after assertive
community treatment was withdrawn.
An Australian study over 12 months reported similar gains

and also claimed that home treatment was 26% cheaper
than conventional treatment and aftercare.5 This study was
influential in changing the pattern of services in parts of
Australia, where home treatment teams are now well estab-
lished. A replication study was carried out in the United
States, although for much longer, using staff trained by Stein
and Test's team. It found, however, that gains made by
patients after 30 months were not sustained at five years.6
Two recent studies have evaluated 24 hour home treatment
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services in Britain. Working in an inner city area of Birming-
ham with a group of patients suffering from "severe acute
psychiatric illness" (a quarter of them schizophrenic), Dean
and Gadd found that the social characteristics of the patient
and referral were more likely than illness factors (such as
diagnosis) to determine who could be treated at home.7
Admission was required in one third of cases. Although the
area was deprived, social cohesion among the mainly Asian
population may have been high. The admission rate of 0 9 per
year per 1000 population has been achieved in comparable
areas without the benefit of 24 hour teams.8
A study by Muijen and colleagues reported on home based

treatment in a deprived part of London.9 A three year ran-
domised controlled trial compared home care with standard
hospital care and follow up for patients described as "seriously
ill facing immediate admission," 42% ofwhom were compul-
sorily detained under the Mental Health Act. Results have
been reported for the first 189 patients. Patients randomised
to home treatment were admitted to hospital, although they
spent on average one fifth as long in hospital as the control
group. This difference was especially pronounced for
neurotic patients. When admitted, patients randomised to
home treatment used proportionately more of the hospital's
intensive care facilities, which has obvious implications for
costs. Psychotic patients received an average of 100 hours
of professional contact and neurotic patients an average of
46 hours. On various measures of clinical and social outcome
there were no significant differences between the groups.
Two studies from the United States have evaluated intensive

management in the community for patients with high
psychiatric morbidity and frequent previous admissions to
hospital. Wright et al found 80% less bed use and significantly
reduced numbers of prison sentences, cost of community
support services, and distress sustained over four years.'0
Borland et al similarly found an 80% fall in admissions to
hospital over five years, although the number of days in
hospital was only 56% fewer by year 5.11 Over this time the
number of days in non-hospital residential care (for example,
staffed hostels) increased by 280%. The authors noted that the
turnover of case managers was "higher than anticipated," and
the only member of staff to stay for the duration of the project
was the psychiatrist-project leader. Although not suggested
by the authors, this may indicate difficulty in sustaining
assertive community service for a prolonged period and the
burnout ofmembers of staff.
The community support treatment and rehabilitation

programme (COSTAR), a mobile treatment and case manage-
ment service in deprived inner city Baltimore, shows how
subtle the gains may be for patients.'2 Patients in long term
contact with the service showed better social functioning and
wider social networks but no change in symptoms or cognitive
or global function. The authors concluded that home based
treatment can help patients replace social isolation with
supportive social contacts.
A British study compared patterns of use of services as

provision changed from a traditional mental hospital to
a district general hospital, with -conventional community
services including a day hospital and day centres.'3 Over the
14 years of the study the new community resources did not
reduce the demand for hospital beds, and the average length
of stay, readmission rate, and accumulation of new long stay
patients remained unchanged. The authors concluded that
"there is a bed-rock of illness which will always need inpatient
care however comprehensive the community resources."

A similar conclusion may be drawn from an evaluation of
the Italian psychiatric reforms, which virtually closed many
psychiatric hospitals at a stroke. 14 In South Verona, one of the
few places to provide a full range of community services, the
number of admissions to all inpatient psychiatric facilities
(including private hospitals) was only 8-4% lower in 1988 than
in 1977 (a year before the reforms), although the number of
occupied beds was 47% lower.
The risk of suicide needs specific mention. Most studies of

short term home care have not reported any increase in
suicide, but a worrying finding of the study of Muijen and
colleagues was that two suicides occurred and a patient was
charged with homicide in the group allocated to home
treatment. Suicides of patients in regular contact with
community programmes are, however, more likely to be
picked up than those of patients who merely default from
outpatient follow up.
Most studies therefore seem to favour home treatment over

conventional inpatient treatment for acutely ill psychiatric
patients, particularly when measured by acceptability to the
patient and relatives and by social functioning. Costs seem
about equal. The benefits seem to fall the longer the study
continues-perhaps indicating burnout among staff. Many
patients will still need admission to hospital at some point,
although this is usually quite brief. More recent studies show
less clear cut differences, perhaps because the distinction,
between the services is blurring as conventional services begin
to offer more assertive outreach.
Can research findings be generalised to everyday provision

of services? Studies usually recruit motivated staff, who
perform with zeal for the finite duration of the study; this may
contrast with the attitudes of staff providing a routine service.
And patients may differ from those reported on in these
studies, which excluded patients with drug or alcohol
problems, organic mental disorders, and learning disabilities.
Some of the American studies used laws, such as com-
munity treatment orders, that are not available in Britain at
present.

In the light of current studies, home treatment for acute
psychiatric conditions can be a useful constituent of a
comprehensive mental illness service. Whether it can fully
replace the functions of the acute psychiatric inpatient unit
has not been established.
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