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ABSTRACT

This thesis attempts to examine theivarious’therapeutic
idéologies‘subscribed to and put into practice by psychiatrists
and nurses in their everyday work on the wards of Créase
Clinic. Thé management;and care of the mentally ill is
recognised as problematic both by the psychiatric profes-
sions and by those concerned with examining the processes
of‘definition and treatment. Psychiatry in the institutional-
setting, while it may subscribe to a dominant therapeutic
ideology, is practiced in a situation of competing ideals,
contradictory therapeutic rolss, and practical everyday
problems relating to the patients. This has also been
observed in the psychiatric hospital by, among others,

Stanton and Schwartz (1954), Strauss et al (1964), Ruben-
stein and Lasswell (1966), Scheff (1970) and Altschul (1972).
The essential problem‘relating ts this, is the way
in which the various interactants can cérry out their work

in a situation characterised by such ambivalence. This

thesis also attempts to examine the effects of institutional
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g
changes which occurred during the time of this study. It

addresses the attitudes of the therapists to this éhange
and questions whether this added to the problems already
extant in the hospital. |

This research in Crease Clinic covered the period
from May 1976 to March 1977, and was based on participant
observation of the everyday interaction on the wards, and
open—ended'interviews with 50 nurses and four psychiatrists.

I found that psychiatrists devélop their ideas about -
psychiatry on the basis of their training, through personal
experience, and by’adaptétion to particular ward situations. °
Nurses were apparently more influenced by their work ex-
perience in dealing with the day to day ward problems,
- although there seemed to be some difference among Fhe
nursés, in psychia£ric ideology sﬁbscription, on the basis
of sex. The sometimes contradictory views between the
psychiatrists and nurses were found only occasionally to
result in conffontation. Potential conflict was generally
channelled by the nurses, who simultaneously succeeded in
enhancing their status position relative to the psychia-
trists. The reorganisation of the Clinic also contributed
to this situation of uncertainty, .adversely affecting the
nursés' attitudes to the hospital administration, and con-

tributing to job dissatisfaction. These problems were



partly based on the increasingly 'chronic' nature of the
patients being admitted to the hospital. Lack of communica-
tion and doubt relating ﬁo the future, resulted in general
anxiety for the majority of the nurses. As a result of
these factors, the psychiatrists and nurses working in
Crease Clinic, facing this variety of problems} adopted an
eclectic, sometiméé ambivalent approach, to the treatment

and care of patients.

gl
v.,r,w
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Chapter I

INTRODUCTION

The Subject

This thesis constitutes a study of the psychiaﬁric
ideologiésvand practices in Crease Clinic, one Unit in
Riverview Hospital in British QPIumbia.‘ While Rive;&iew

LHospital (formerly entitléd Essondale) has been in exist-
ence in its present loéality since 1913, Crease Clinic was

not established until 1951. It was constituted by a

proclamation of the Clinics of Psychological Medicine Act,
partly,in recognition of the need for a facility in the
area for the treatment of acutely ill patients, as opposed
to the more custodial care given to patients in the other
Units at Riverview. The "Crease Clinic of Psychological

Medicine" was established to provide;



. « . complete diagnostic and treatment
facilities for the early cases of mental
illness. To enable this, the new Clinic
Act provides for admissions by voluntary
application or by medical certification
of two physicians without any further
legal documents. A period of four months
is the maximum period of time any patient
may remain in the Clinic; thus any ‘diag-
nosis and treatment must be carried out
in a comparatively short period of time. 1

The official purpose underlying Crease Clinic has not
changed much over the years, although the maximum time for
stay has been abandoned. The aim of ﬁhis thesis is to
examine psychiatry as it is actually put into practice in

this Clinic. “

People who work in psychiatric hospitals are ipvolved
in large complex institutional structures, officially aimed
at-the treatment and care of the mentally ill. While such
institutions have particular goals and have been designed
for particular purposes, the people who work in them may
not share .these same perspectives. Indeed, employees may
not share a consensus of this matter. The probiem is

further complicated when we consider the diversity of individual

1. This information was taken from a report, by the
Clinical Director on the developments of Crease Clinic in
its first few months of existence, in the Mental Health
Services Report, 1950-1951:023. )




perspectives relating to treatment and care. The major

aim of this thesis is to elucidate the ways in which

psychiatrists and nurses define their work and objectives

and how they put them into practice in Crease Clinic.

This thesis initially examines the structure of .
Creése Clinic, the daily ward activities and the func-
tions of the various therapists employed within the insti-
tution. It also discusses a conference ﬁeld at the Hospital
to examine the future rdle of Riverview,

This conference reflects the awareness thatvthe care
of the mentally ill is increasingly being taken over by
community facilities and by the psychiatric wards in general
hospitals. Anyone suffering from a short term 'acute'
“iilness is treated in those areas. Hospitals like Riverview
are now receiving only patients who have long term 'chronic'
illnesses. As Crease Clinic was origiﬁally established as
a facility for short term patients, the nursing staff are
oriented to the type of treatment associate;\h@th this.

- A major part of the thesis is concerned w;%ﬁ\psychi—
atric ideologies and the ways in which these are put into
practice. The disciplinifof psychiatry‘has its roots im . —
various traditions and these are reflected in theory and
practice today. Various therapists subscribe to different
psychiatric ideologies and these theorieéﬁgre exercised

in the treatment of patients. Within thé institutional con-

text the major perspectives extant in present day psychiatry



are based on organic approaches to aetiology, diaghosis
and treatment, on psychotherapeutic approaches, and on
éerspectives which concern themselves predominantly with
family and other environmental factors. The last two
overlap to a certain extent.

Psychiatrists wdrking in Crease in common with those
in all other large mental institutions, are mo?e concerned
with diagnosis and treatment than with aetiology. Time
limitaticns‘in paréicular present problems for any in-depth
analysis of the causes leading to a particular mental ill-
ness. This as we might expect, poses a problem for the
psychiatrists. |

The particular types of therapies utilised by the
psychiatrists in Crease are also examined. Chemotherapy -
the major tranquilisers, anti-depressants and Lithium are
geﬁerally given to most institutionalised patients and
Crease was no different in this respect. 1In adqition to’
this form of therapy, psychiatrists frequently subscribe
to other approaches to treatment. They emphasise to a
greater or lesser degree, the use of psychotherapy. This
usage may not be identical to the techniques described in
the psychiatric textbooks, but more likely has been developea
and changed.through practical experience to conform to-
the everyday problems in dealing with the patients. Simil-
arly psychiatrists also use their knowledge of the patients's
familial and general environmental background, both in

diagnosis and as part of the treatment programme. The



problem to be considered here then is the ways in which
the various psychiatrists in Crease put into practice what
are confusing and eclectic approaches to therﬁpy.

Nurses are in contact with the p;tients on a more
regular basis than are the psychiatrists, and this means
that their views merit sérious-éﬁtéﬁtion when we consider
psychiatry és it is practicéd. Nurses, unlike psychia-
trists, are more inclined to form their role coﬂceptions
and,act in the performance of their work on the basis of
extensive contact with the patients. The problems which
will be considered here are how the nufses Perceive the
wards they work on; how they define their ;oles; how they
act in the performance of their everyday duties, and how
they perceive the patients. A related problem which will
also be examined is the importance of certain variables
such as past and present.experience, location of trainihg,
age ;nd sex,in the formation of the nurses"attitudes.

In their training, nurses and psychiatrists are
taught similar approaches to the discipline of psychiatry,
and to treatment and care. Several problems ‘relating to
this matter are investigated. Firstly, nurses subscribe
to a similar wide variety of therapeutic techniques and
ideologies but they deal with tﬁe same patients. There-
fore one patieﬁt may find himself being treated by a number

of persons subscribing to different perspéctives. Sécondly,



nurses are expected to act in accordance with the orders
of the nursing supervisors and with their Qritten job
descriptions, with the ideas of éharge nurses who may~’
define the therapéutic situationwon the wards, and with the
orders of the psychiatrists who are in ultimate command
over the‘Ereatment and care of the patienté. This can
lead to a confusing therapeutic situétion on the wards,,one“
which is laden with potential conflict and where job dis-
satisfaction is likely. Thirdly, since@both nurses and
psychiatrists are trained to deal in psychotherapy with
patienﬁs, it‘seems likely that some confusioh may arise
over whose job this is.

Given these ambiguities and difficulties, it is
important to examine the manher in which the various

therapists carry out their daily duties and how they manage

kS

to retain a sense of optimism in dealing with the treat@ent
and care of patients. | t :

One further problem is addressed throughout the thésis.
With Riverview Hoépital in a state of transition, incre%s—
ingly only admitting the more chronic patients, gttitudés
of the personnel to this mattef are important. Institﬁéionai
change always results in a certain degree of disruption and
adverse feeling to the institution. The perceptions of the

nursing staff to both the: implementation of these changes

and to the changing nature of the patients are crucial to



an understanding of the institution's functioning.

Generally this study contributes to an understaﬁding

of the functioning of organisations. Etzioni (1964:3)
defines organisations as; - >
social units (or human groupings)

deliberately constructed and recon-
structed to seek specific goals.

1OrganiSations are characterised by a division
rlabour, communication responsibilities, by one or more
Q:power units which control the organisations' efforts all
of which are planned to realise the:organisatibns' goals.
Personnel are also‘substitutable, transferable and promot-

2

able. These are all factors which are investigated in this

thesis relative to Crease Clinic.

The sociology of occupations is .closely related to
the study of organisations. Hughes (1964:25) argues that
the central concerns of a sociology of occupations are;

to what extent do persons of a given

occupation "live together", and develogp
a culture which has its subjective aspect

2. Etzioini (1964:3) argues that organisations like
hospitals cannot rightly be termed bureaucracies, because
they are characterised by several decision making centres.
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in their personality? Do persons find

an area for the satisfaction of their

wishes in the associations which they

have with their colleagues, competitors,

and fellow-servants? To whose opinion

is one sensitive?

In this thesis we are considering people, that is .
psychiatrists and nurses at work, from both a social-
psychological and an organisational perspective. By
examining their problems, in defining their roles, in
carrying out their everyday work, in co-operating with™
co-workers and in job satisfaction, we are not stating
that these are problems faced only by nurses and psychia-
trists.

‘The primary contribution of this thesis is to the
sociology of medicine, and in particular to the sociology
of psychiatric institutions. An ifiportant consideration
here is the examination of the process of change in a
psychiétric hospital. Most of the literature which dis-
cusses reorganisation in psychiatric hospitals examines a
process which involves a movement from custodial care to.

psychodynamic, humanistic treatment. This process intro-

duces qpen wards, democratic sharing of responsibilities by

the staff and by the patients, and intensive psychotherapy.

Riverview,4on the other hand as a result of its redefinition

as a secondary referral area, was moving in the other
direction - back to locked wards and to an emphasis on

Yasylum' for certain types of patients. This

s



is a phenomenon which will likely affect a number of state
hospitals in North America, as treatment of the mé;tally ill

is increasingly dealtywith in community facilities..
The Method

The study of Crease Clinic (and the everyday activi-
fies therein) was begqun in May 1976. Most“of the field
research was done during the months of May to September,
and December 1976 to January 1977. During this period I
spent around eight hours in the Clinic on most days. During
intervening months and from January to March 1977, I spent
one or two days a week there. I passed most of the day 3
with the nurses in their'daily routine, attending meet-
ings, ward rounds, discussions and participating in the
numerous daily activities. With the permission of the
Hospital Medical Director I made my purpose known on the
wards. I made no attempt to hide or distort the reasons
for my being there. My introductory period in the Clinic
was facilitated by the Medical Director who introduced me
and my intereszs to the hursing supervisors and to the
charge nurses of each ward.

When I first arrived on the wards reactions varied
amohg the different nursing staff. On being introduced
on West 3 (one of the wards in the Clinic) to the dharge

nurse, he commented on how paranoid the staff became when
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they were being observed; "people.,are always studying us
’they check to see how we,eérn our money". Simiiarly the
cha{ge nurse on Ea;t 2, immediately wanted reassurance
tha; no names were to beAmentioned. In general, after
two or three weeks I was always made welcome on the wards,
and the nurses and psychiatrists seemed quite pleased at
my being there. .,

In gathering the qualitative data I employed two
styles of methodology. The first involved a 'partici-
pant observer' appro#ch. I listened to convérsations,
asked questions, and generally roted attitudes, ideas
and practices; I speﬁt the working day dn the wards ob-
serving, discussing and generally passing the time of day with
the staff. I qccasionaily asked questions as topics
arose in the conversation. After a few wéeks the staff
required very little encouragement td-talk(and were usually
willing to‘give extensive opinions on matters concgrning

the hospital.

I carried my notebook with me constantly, and recorded
situations as they were occurring.When I felt that this//
would intrude upon the staff or the papients, I waited~until
no one was arouﬁd, and sat in the nursing office writing

up my recollections. The timevspan between such situations

and the writing was very short - probably at most 20 minutes .



At ward rounds and-.other meetings I could always write as
events occured, mainly'beéause everyone else preéent was
making notes. : >

I also made use of unstructﬁred'interviewing'methods,
after waiting for three weeks in order to gain the confi-
dence and the co-operation of the staff. I took a random
sample of nurseé on each ward, which totalled 50 respond-
ants. 3 Included in these 50 were all the charge nurses,

" because of their central'importénce on the wards. 6yer and
above this I intervie&ed the four psychiatrists who'wefe
in the unit for the entire year.

As subjects‘came‘up in conversation I demonstrated
special interest or posed questions. I was caieful to
couch such questiogs in terms of, "What do you Fhink about,
. . .?", and not in judgemental terms as in; "D;h't you
think that . . .?2". These—cdnversatiohs were written in
my notebook during the interview or were recorded on
tape, depending on the preference of the informant. Before

each interview I asked each staff member which method they

3. For full details of the nurses, the wards they were
employed in at the time of each interview, their sexual
status, whether they were trained in Britain or North
America, their experience-in psychiatry, whether they were
trained as psychiatric nurses, registered .(general) ‘nurses,
or both see Appendix A. The past experience of the Oper-
ating Room staff is given in terms of years in that area,
and not in psychiatric nursing. This was because I was
concerned with their attitudes to the changes in the
hospital and not with their opinions relating to psychi-
atric treatment and care, which was not part of their work
in that area anyway. ’
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.wou%d prefer. The interviews ﬁith\ali ﬁhe psychiatrists
were taped. These interviews with the staff ranged in
length from 15 to 60 minutes. Co o

In analysing the data ﬁrom the interviews I categori-

sed statements as they related to the subjecté for éonsid?
eration in the thesis. These problems were asvfollows:

a) How do they define their roles?

b) What do they see as the "ward" (or official)
defini£ion of the therapeutic situation? Do
they agree with it?

c) Do they agree with the work done by the other
nurses on the ward?

d) ‘What is théir orientation to treatment and/or
what therapéutic approach do they disagree

,with?

e) Who do they think should be involved with
psychotherapy? 1Is this the work of the
psychiatrists or the nurses? ’

'f) Whét are their attitudes towards the adminis-
tration and the institution in general?

g) Where aid they train and what are their
qualifications?

There are numerous problems associated with the partici-

pant observer approach. First, for the recorder of events,
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there is the pfobiem of maintaining the confiflence of the -
people under investigation, and thiéiiicludes the problem
of maintaining bbservér neuﬁrality. Ehis practical prob-
lem can Be circumvented reasonably easily By not making
any judgements relating to the staff's cémments, and by
not making any statements which could be conceived of as
controversial.

Anothgr problem is the possibility that the 'subjects'
exert some sort of influence thus altering the observer{s
perceptions. This is always possible.in a situation where
it is necessary éo gain rapport with a group of people over ‘
/a long period of time. This can be counteracted by simply<
removing oneself from the environment, constantly review-
ing the data obtained to date and reviewing other litera-
ture relatéd to similar institutions. This would be much
more of a problem if the observer were actually living
permanently in the environment being studied. As Sjoberg
and Nett (1968:176) propose;

. + . there are liabilities to any
effort to maximise one's immersion

in a system. Aside from the danger

of losing one's identity as a
scientist, the researcher may become

the captive of the group he is studying.

There is also the likelihood that the presence of the

observer will influence the responses of the subjec¢ts.

‘P
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While there'is no way of actualiv preventiné'this process,
it can be'éounteracted if'the observer presents himself -
in a non-threatening way and makes explic1t to the respond—
ants, in this situation anyway, that he is not in league'
‘with theiadministration, and not making any judgements.
It would seem uniikely that the ndrses and psychiatristS"
in their daily aotivities over the period of‘a‘year, could
oonstantly;act in ways.different from their nornal behaviour;
The data'obtained from the interviews oanebevassumed to
-Contain reasonably honest responses. In general the nurses )
and psychiatrists responded immediat ly to question§, an-
swered more than they wefre asked an said certain- things
which would inply that their belie s and.actionsvwere com-
nonly\known in the ward sityation. Moreover, they did not
hesitate to State their opinions in‘strongly emotive terms."

The method also limits the study to being a descrip-
tion and analySis of a particular setting at a particular
time. While the method is'replicable,%verifiability of
_the findings is problematic. Other Literature'on similar,
institutions however, indicates that the type of lgfd//:
" tion obfained is fairly common and accurate, 4

There arelnumerous and important'advantages-of nsing»
‘this method in this situation. By being present over a

long period of time I/came‘to understand the situation

. o s

which was invo;yed/in the running of the wards, the general

////i ~ _ { A %
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/
work styles of the staff, and the frustrsgions and prob-
léms arising in day to day hospital life. As Lofland
(1971:6) maintains, "the bedrock of human understandfpg is
face to face contact". By participating in this everyday
life it was possible to ﬁdte the ideals, definitions and
understandings of the . staff and to report the variety of
opinions in their own words. -

Other. methods such as using questionnaires and quant;
itative data could of course be used in this situation, but
I believe they woﬁld not have brought to ligh£ such extens-
ive and detailed resuits. 9nstructured interviews can il-
luminate numerous:points of interest and valuable informa-
tion which would not ordinarily be tapped by structured
questionnaires built on preconceived ideas. Moreover such

~a method would obvicusly fail to gtudy the e?eryday inter-
action processes oﬁ the wards and this was one of the main
concerns of this thesis,.

There is always an ethical pfoblem involved in doing
such research, particularly when it is carried out in a
psychiatric hospital. HoWever I did coﬁfirm in writing to
the Medical Director that no patient names and related in-
formation would be used. The stéff were aiso aware of
what I was doiﬁg - this was made explicit to them by the
charge nurses énd was re-emphasised by me. In addition I

cﬁanged the names of all the personnel mentioned or quoted
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in the writing of the thesis.

There are several concepts utilised in this thesis
which require definition. A central concern of the thesis
is’ what I have termed "psychiatric ideologies“, or "ideo- .
logical orientations". 'These sre shared sets of beliefs
concerning the aetiology, diagnosis and treatment of mental
illness. They are considered iﬁ relation to other sets of
beliefs - ideoloéies held by other psychiatrists)and'
nurses. -So we are considering one psychiatric ideology
for example - 'the orgsnic', versus another psychiafric
ideology - the 'psychotherapeutic', and the people who sub-
scribe to the%e belief systems. A similar perspecﬁive was
adopted by Strauss et al (1964), in their study of psychi-
atricbhospitals.

The concept of "role" is one which is ofté;“E‘nfused
in usage, both in Symbolichnteraction theoryisﬁa—;% every-
day language. Its meaning is often confused with that of
"status". While "role" is certainly part of "status", it
is much more. As Turnsr (1962:23) arg&ss: |

\
The idea of role taking shifts em-
phasis away from the simple enact-
ing of a prescribed role to devising
a performance on the basis of an
imputed other role.
The psychiatrists, and more particularly, the nurses, based

their roles on their own conception of their work and on the
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written 'official' description of their work. -

e

. +. . role behaviour in formal organisa- .
tions becomes a working compromise be-
tween the formalised role prescriptions

and the more flexible operation of the role
taking process. (Turner, 1962:38)

'So role definition and role performance, as used in this

r

thesis, are based on the above éefinition.' It is this

process which is also one of my central concerns. .
"Conflict" is another concept fréquently empioYed

in the thesis. 1Its usage here is very broad and does not

imply that the basic pérépective of this thesis is conflict

theory. It is used when discussing opposiné{ideas or '

practices, competition and contradiction, but not necessarily

confrontation or power struggles.

Review of the Relevant Literature

As a result of the changing pgrspectives on the treat-
-ment and care bf the mentally ill over the past 25 years,
and because of the growing recognition of mental illness
as a crucial social problem, there is a 1afge body of
sociological and psychological literaturé which examines
v psychiatric hospitals from a variety of perspectives. Be-
cause of its exteﬁtxit would be impossible to cover all of

this literature at this point. There is a multitude of

+
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books and arfiﬁles written on the subjeét, not td mention -
the equally vast number of documents which discuss mental
illness more generally, or that which examines the care
of patients outside the psychiét;ic hospital.

The appearance of sociological studies of mental

health and of the sociology of medicine in general, is an

indication of this growing interest. These studies take the
form of hist@ries of health care, analyses of medicine as

it is~p;act1ced in society.now, not to mention criticisms

of medicine, or more particularly psychiatry.

In the first cétegory, the mOSt»encoméassing work is
that of A}ekander and Selesnick (1966). They analyse the
development of psychiatry from early civilisations to the
present time, tracing certain similarities in thought through
various time periods. The three basic trends in psychiatry,
as they define them, are thekorgénic, the psychological
and the magical. The rise and fall of these psychiatric
perspectives are analysed in relation to dominant societal
thought in each period. Psychiatry as it exists today is
seen as a reflection of its historical development. Simil-
arly, Foucault (1956) considers the development from the
Middle Ages to the 18th century. He concentrates more
on societal perceptions of the meaning of madness and
the role of the madman in sqciety. These historical studies

are the bases for the struéiure of modern psychiatry as
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considered in this thesis. Although they posé no particular

A

problems for examination, they>do place psychiap;y and its
practice in a particular perspective whicﬁ iliuﬁinates
preéent day thought and practice.

The general studies of mental illness 'in society are
vast in number and are directea at a multitude of topics.
Mechanic (1968), for example conside;§ the s%ciology,of
medicine in general, but. his work is important for our
perspective in particular, in his analysis of the organic
~approach to psychiatry and his discussign of the doctor-
patient interaction situation. Mechanic emphasises’the point
so frequently made in the literatgre on traditional heal-
ing practiées, that the suggestive power of the thérépist
is one of the maior influences in his therapeutic effective-
ness. | )

Freidson's (1970) book is similarly important. Al-
though his analysis is broadly concerned with the theory
and practice of medicine,‘he also emphasises the inter-
action between the psychiatrist and the patient. 1In this
case, the emphasislis on the psychiatrist’srfaith in his
healing powers, :and his reliance on affiliation with other
like minded psychiatrists.

Frank (197la) examines this situation in great detail.

The general argument of this book concerns itself with the

x
_
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~Tlare considers all approaches to the aetiology, diagnosis
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element of faith in.the psychiatgic treatment situation.
The psychiatrists' training and experience forms the
basis for theif’confidéﬁce in their capacity‘és healers. .
All of these works are important in examining thev

perspectives of the psychiatrists. In analysing the
statementsﬁand practices of these psychiatrists, these
previous studies form the basis for considé&ring certqin
problgms relating to psychiatry as it is practiced.n

_ Clare's (1976) recent work analyses almost every

aspect of psychiatry. Subtitled, Controversial Issues-in

Thought and Practice, it examines just that subiect.

and treatment of mental illness in gréat detail. Using
the results from various sociological, psychological, psy-
chiatric and medical studies,; he takes each controversial
issue, (and he assumes that every aspect of psychiatry to-
day is controversial) and éonsiders confirmatory and con-
tradictory evidence for the various perspectivés. Included
in this is an analygis of the problem of what constitutes
mental illness, ahd in particular, what is schizophrenia.
He uses cross-cultural studies in support of his approach.-
While Ciére advances no particular theoretical argument,
his book is one of the most encompassing critical analyses
of a discipline'- psychiatry - which has come under attack

in recent years. He places in perspective most other com-
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parative studies and considers how they fit into the over-
all theory and practice of psychiatry. ' : -

Ohe of the most importaht thinkers on the subﬁect of
mental illness is Scheff. (cf. 1960, 1962, 1966, 1968,
l97Q) From histh.D. thesis (1960) which was concerned-
with nurses' attitudes to'institﬁtionaL;change, he developed
his aﬁalysis to encompa%é the subject of mental illness

more generally. 1In his book Being Mentally Ill, (1966),

he discusses the ‘various processes involved in a person
becoming 111, and the rble that he is foéced to enact in
this capaéity. He considers the process from the point
at which/some type of deviance is initially labelled as
symptomatic of mental illness, through to the diagnostié
process. He is particulérly concerned with the reaction
of the audience to the person being so defined, and the
processes involved in that person adopting that role. The
self concept of the actor is the crucial dependent variable
in this situation, and he will adopt the role (of being
mentally ill) if he is .defined as such, parﬁicularly by
important others. .

Psychiatry has,al%ﬂgégﬁe'under attack in recent years
not only by sociologists but also by psychiatrists them-
selves. For example Szasz (1961) raises the question, "is'
there such a thing as mental illness?", and argues that

there is not. While he admits that there are certain organic
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illnessegy he considers these to be disééses of the Braid

and not of the mind. He is concerned mainly to debunk the

myth which he considers has developed §in¢e_the time of -
'Cﬁérqot and hisdanalyéis of hysteria. "Mental illness"

Szasz argues has outlived its usefulness. éedplg are now

»

inclined‘to consider that all problems of life are psychi-

F
-

atric problems for the behavioural sciences to solve.
Torrey (1974) adopts a sémewhét similar perspective.
The medical model as an analysis of hﬁman behaviour, he
maintains, is no longer useful; problems of behaviour
are not 'diseases'. He proposes that psychiatry must die
because it does not fulfil the needs of the members of
society.
Even when we narrow the subjectrarea down to the study
of psychiatric hospitals, we find a huge number of relevant
works. Nevertheless it is necessary at this point to examine
a few of the major works which discuss mental institutions,
and which pose some problems for consideration in this
thesis. ;
Stanton and Schwartz (1954) conducted a joint socio- ‘\\
psychiatric study of a hospital organisation and some 7
therapeutic changes as they were implemented in particular
situations, and the impact of these changes on the staff

members and the patients. They commenced with the basic
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assumption that all institutional goals are to some
extent shared, but that these are pursued by a conmplex
division of labour within the hospital organisation.
Within this organisation they also assumed that there must
be methods-for both maintaining stability and for intro-
ducing changes. Essentially this argument is that such
‘an institution can only exist if it largely meets the
needs of those people in it; They found that the hospital
was successful in achieving its efficial purposes that
is protecting the public and meeting the minimal needs
of the patients, but less so in’actually improving the
patients' illnesses. This wae partly a reeult of a high
staff turnover, which left the patients in the hands of
inexperienced staff. Another major problem ley in the
inadequaciee of the organisatiop and decision.makiﬁq'in'
the hospital. This subject, they found, was rarely dis—x
cussed. |

Caudill (1958) approaches the problem from the pefs—
pective of patient life on the wards and patient and staff
perspectives of the hospital. Caudill's study is a day
to day analysis of life in the psychiatric hosbital as
a small society, and an attempt to understand the thera-
peutic situation therein. This hospital was in a state

of transition and was facing certain problems related to

this.
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Caudill's study however is directed toward much
broader concérns: He considers a) daily>events at the
various levels of the hospital and how tﬁese were inter-
related, b) interviews with members of all role groups
in order to determine the patterns df perceptions of the
hospipal,~and c) daily conferences, which included doctors,
residents,'nurses, social workers, and occupational thera-
pists, and‘the interaction and communication flow between
these various role groups.

'Caudill was concérned to emphasise éhroughout his
book that the hospital is an entire social system - a
small society.. Parficular problems he‘discovered were
differing perceptions of communication within the hospital -
differing communications which, hé speculates, would likely

result in disagreements between several staff members

concerning the treatment of paticnts. Different staff

combinations seemed to produce different effects in dia-
gnostic or social groupings of patients. He also found
that there was a discrepancy between optimism expressed

in interviews and frequent difficulties and frustrations
encountered in the everyday work in the hospital. Job
dissétisfaction was another.problem which he found to be
prevalenti In general, Caudill considers that psychi§E£iEV

hospitals share many of the same problems as any hierarchi-

cally structured work organisation.



25

vQ‘

Scheff's (1960) Ph.D. thesis examines the pfoblems
which are central to most of the literature, although he
did concentrate on the nﬁrsing staff. His main concern
in the hospifal he studied was staff ;esistance to change.
This hospital was undergoing administrative change‘involv—
ing an atfempt tovabandoh a custodial approach to patient
care. He looked at the parts played by peréénality and
the social structure, within the hospital, in gener%ting
resistance to such change. He analysed the various tech-
niques utilised by the staff in this process of resistance,

categorising nursing staff by their attitudes and person-.

alities, and considering the importance oflthese factors

3

* to the particular résponses to change.

Thegsame problems are repeatedly emphasised in the
literature on psychiatric institutions. Schwartz and
Schwartz (1964) discuss the same process, élthough their
main concern is with effective patient treatment and care.

They emphasise the need fof flexibility in the ogganisa—
tion, planned-appfoaches to treatment and particular foéué
on the patients' needs. The basic solution for all this,
they maintain, lies in the final ahalysis, in the social
system.of theigospital and effective manageﬁent for
therapeutic ends.

Rubenstein and Lasswell (1966) consider the decision

making and the sharing of respénsibility in the psychiatric
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hoépital, focusing on the problem of the reconciliation of
organisation and goals, and the implications of this for
policy making. These were related to the change “of. a
hospital from' custodial gare; where patients werg;meaﬁt—to
be compliant and obedient, to dynamic particularly-éiﬁbérétic
treatment. While this is an emphasis in many of the studigs
of psychiatric hospitals, this book covers the problem and
analyseS»itIparticularly well. |
: Rubénstein and Lasswell found that these in:ovafions
as they were implemented, £esulted in certain problems,
especially in so far as they pertaiqed to power sharing =
and_decision making. AFor example, patients joined with the
staff in meetings, where they were expected, along with
the staff, to discuss any topic of common interest. The
innovations did not disrupt any formél péychofherapeutic
interaction between doctor and patrent,’but they were
~ more readily implemeﬁted because the traditibﬁal mode of
treatment in this hOSpitél had emphasised individual psycho-
therapy in the treatment of psychoses. The intitial movement
to in;ovate in this particular case commenced in the late

v

1950's, éﬁter interest had developed in Maxwell Jones' -
(1953) experiments with the "therapeutic community”.
Rubenstein and Lasswell found that with these changes

. r ’
power and decision making were more effectively shared

than they had been previously, but that elements of the



27

'traditional authority structure still remained; in the
last resort decisions were made by the staff, and in
particular( by the Hospital Director. Decisions were -
still madé arbitrarily by'the doctoré‘wholoccasionally
vetoed decisions arrived at by fhe o£hef‘stafﬁ members.
After the innovations, even thpse doc£arsvwhd'had worked

o

in no other system, still sought to retain their power.

The nurses were in a particularly’ambiValent posi-

i -

tion in this situation, as were the social workers, who

were uncertain how to use their skills efféctiveiy. The

r - *

patients too, did not.seek'any furfhéf/powér sharihg,
partly as Rubenstein/and Lasswéll argue, 5ecause they
were accustomed to being 'losers' - being passive |
and dominated. o

Rubenstein and Lasswell concluded by analysingithe
problem of the ways in which genuine power sharingbcould
have been possible in the hospibai. For example, they.
recommended that certain committees could have been est- )
ablished with the ability to finalise decisions. These
committees consisting of all staff and pa%ients would have’
decided on patient goals and abided by them. It seemed in'
‘the last resort, that the problem was more difff&ult to
implement -than had originally been -thought, and,that.’
nothing lesé than éomplete»political change within the

organisation would have effectively brought about demo-
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cratlc decisdion maklng
Other studles of psychlatrlc hospltals have rein-
- vestigated this problem.. ?chulman (1969)751m11ar1y | o
studied the introduction of therapeutic innovation and its’
“impact on organisational effectiveness. Greenblatt/et
al (1971) found 51m11ar processes, and agaln concluded
_that re51stance ‘on the part of staff to change is based
-in the general 1nsecur1t1es whlch change’ 1nev1tab1y pro-
duces.: . ' - \ , )
Psychlatrzc ideologies and their practice were .
examlned by Strauss et al (1964) 1n two hospltal settlngs.
The baSlC problem was the ways in which the various
-personnel, who enbodied various perspectives and pursued
dlfferent careers, managed to work together organlsatlon—
‘ ally In the state hOSpltal they stressed the importance
fofinegotlatlon between the various incumbents in the
hospitalﬂdivision ofylabour; in the day to day tréatment
situation. "This involved genuine discussion and\bargain—’
ing, resulting in temporary agreements. A large part
of this negotiation concerned types of treatment and the
roles of the individual team members on an ideological
level, butipaid little‘attention to‘daily work. In the
research nospital the opposite situation was found. Negoti;

dtion did not centre around treatment ideologies.and the

divisiﬁﬁ’éfxlabgur, but there was more involvement in

s
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negotiating daily tasks.
Strauss et al conclude from this that organisational

theory needs considerable modification to be meaningful

" for the examination of hospitals. Sets of norms or expect:

‘ations are basically inadequate to explain the ward
activity. The status of the various personnel presents
problems to be solved through negotiation and interaction.
This negotiation does not arise from conflict, from non-
adherence to norms or the breakdown of expectations and
understandings. ) ;/' ”
The literature discussed above sets the scene for

the mq;nfbéay/of this thesis and presents various problems

.-which will be investigatedJ;hféﬁghout.

N e e



CHAPTER II

THE SETTING: CREASE CLINIC

The Wards

The first part of this section is necessarily descrip-
tive and may inevitably be tedious. It is however import-
ant as background information to the main body of the thesis.

When I commehced the research in May 1976, Crease
Unit consisted of six functioning wards, one unused ward
and one operating room, with 193 available beds g;gogether.
Apart from the‘wards).the unit also contained/;reas,for
Recreational Therapy, Occupatiohal Thé?gpy, Chaplaincy,
laboratories, a beauty parlour, conference rooms ‘and Social
Services. There were offices for administrative and per-~
sonnel staff, nursing directbrs and supervisors, and for
the Riverview Medical and Executive Directors. On the

ground floor was situated a library for the patients, a

staff library and reference area.
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Figure 1. WARD FLOOR PLAN

Three wards were situated on each side of the build-
ing, the Easgﬂand the West wings respectiVely. Each ward
was nearly;identical in;conétruction and layout, contain-
ing large separate dormitories for males and females, a
dining area and a large day room all with barred windows.
The nurses' office was situated next to the day room with
a large Window between which enabled‘the_nurses to observe
the patients' activities in the day room. Each ward also
contained two or three offices (usually used by the psychi-
atrists or the charge nurses) a kitchen for making snacks,
and a small staff room adjoining where the staff took their
coffee breaks. On each ward there wasla 'sufgery' where

the patients gathered at certain times to be given their
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medication. A side corridor on these wards contained three
or four seclusion rooms, empty apart from a mattress on the
floor, with a circular glass window which enabled the staff
to observe the patients in seclusion. The day room con-
tained a number of érm chairs piaced along the walls or ar-
ranged in small circles suitable for conversation, or around
small ca;d tables, and in one corner was a television
mounted high on the wall which could be watched from any
part of the room. The side corriaor in West 4, when I com-
menced the research, was separate and locked as the Intens-
ive Care Unit. Thé only other wards which were locked at
this time were East 2 and West 2.

East 2 housed organic brain syndrome patients, 22 male
and 15 female, ranging in age from 30 to 72, with the major-
ity in the 40 to 50 year range. This was the only long stay

ward in Crease. The patients had specific identifiable

s

brain syndromes, léfgély‘resulting from alcohol use or auto-
mobile accidents and a few from syphilis. ° For the most
part this ward éan‘be considered separate from the function-
ing of the other wards %n the unit with the exception of
the surgical ward and the pperating Room.

The operating room dealt with general surgery for all
Riverview and Valleyview patients, unusual surgery being
referred to general hospitals in the locality. Eletrocon-

vulsive Therapy was also conducted in the operating Room.
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West 2 contained post surgery:patients on a temporary basis,
who were transferred back to their original Qards on their .
recovery. At that time West 2 contained 5 male and 6 female 7
patients.

East 4 was an 'open admitting' ward with 19 male and
13 female patients,vWest 3 was 'open intermediate', con-
taining 18 males and 6 females and West 4 was 'open con-
tinued care', with 12 males and 6 femaiés. The patients
in all these wards were considered acute, short stay, with
a variety of diagnoses ranging from personality disorder to
schizophrenic. The average stay in these wards was six to
eight weeks. Several patients had been in much longer, some’
up to five months, and a high percentage héd been in the
hospital before, and had been discharged, only to be readmif-
ted. This 'revolving door' Qhenomenon, as ‘will be discus-
sed later, is seen as a problem, not only in this hospital
but in psychiatry in general. (see Appendix B)”

Patients in the acute wards were generalﬁ¥%aifg;;%
to move éround the hospital and the grounds, attending
various activities in the hospital. Not all however, were
allowed this privilege. There were certain patients who
remained on the wards and who were confined to wearing
pyjamas. West 3 had written details and instructions which
were given to all new patients and staéf members. These

instructions defined those patients in pyjamas as being



on "Level 1 " which included all new admissions to the
ward, for a minimum éeriod of 48 hours. Also included

in this group were patients who had in some way broken'
the rules, such as making an escape attempt, or quarrel-
ling with a nurse or a patient. 1In fact ah?one seen as

a 'troublemaker' or who showed no interest in co-operat-
ing with the therapeutic staff and with the treatment
programmes, was generally conff;éﬂ‘to the ward in pyjamas
and dressing gown and“had to fakg‘their meals there.

Otﬁer patients from "Level 2"‘up, were permitted at
ieast to eat in the patient dining room, accompanied by
staff members. "Levels 2" to "6" were allowed various
privileges and were required by the staff to meet certain
standards. These requirements included attending meetings,
discussing their reasons for being in the hospital, inter-
acting in Occupational and Recreafional Therapy, and
taking care of the bed making and personal appearance.

Any patient not fulfilling these reqqirements, as defined
by the nursing staff, could be demoted to "Level 1 " to
pyjamas, until they indicated and gave evidence tha£ they
would co-operate. "Level 3" included "grounds privileges "
if that patient was accompanied by another on a higher
"Level", "Level 4" granted unréstriéted grounds privileges,

and occasional week-end passes. The next "Level" permit-

ted passes for outings with friends and relatives. By
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"Level 6" the patients were expected to be considering

their future, by arranging employment and accommodation,
prior arrangements with the staff having been made each
day. All of the acute wards classified patients along
similar lines and had similar expectations. (see Ap-
pendix C ).

Within West 4 was a separate locked Intensive Care
Unit, housing three male and four female patients, clas-
sified as being "acutely ill, disturbed, high risk suicide
or escape”. A patient remained in this restricted en-
vironment until such time as it was considered that he
had settled and could be contained in an open setting, the
typical length gf stay being two weeks. A psychiatrist

described such a patient in this way.

A 51 year old lady is admitted to
the Health Services Centre Hospital . .
. « A few weeks after her admission
she seeks and obtains week-end
leave . . . When her husband insists
that she return to the hospital, she
proceeds to drink rat poison . . .
She is taken to the Intensive Care
Unit of the Vancouver General Hos-
pital. From there she's transfer-
red to a medical ward and promptly
jumps out of the window, sustaining
multiple injuries. Frantic phone
calls are made to Riverview and the
patient is admitted to our Intensive
- Care Unit, a small locked ward with
a high staff-patient ratio. She is
better now, and has been moved to an
open setting.
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By M&rch of 1977 West 2 surgical had been moved to
‘another part of the hospital and the work load of the
obPerating room was reduced. The remaiﬂ}ng Qarés in
Crease with the exception of East 2, organic brain syn- .
drome, had:been restructured and moved within the bﬁild-
ing. West 4 in September 1976 became a locked unit for
most admissions and for disturbed, high risk patients.

The Intensive Care Unit had become integrated, no longer
existing as a separate ward within West 4. West 4 patients,
on reaching a stage where it was no longer considered
necessary to contain them in a locked setting were trans-
ferred to West:S‘ The average stay’in West 3 remained

six to eight weeks, after which the patients would'general-'
ly be discharged to boarding homes, intermediate care

homes, or sometimes to their own homes. Occasionally a
patient was transferred to another building in the hospital,
to a chronic ward. By March of 1977 there wére 24 male |
and 17 female patients in East 2, West 3 housed 20 males

and 20 females and West 4 -contained 20 males and 10
females."

Originally Crease took admissions from the Vancouver
area and Centre.Léwn dealt with admissions from the rest
of British Columbia. In June of 1977, two wards from
Centre Lawn moved to Crease, and an 'extended care' ward

~

in West 2 was opened in August 1977. Crease then dealt with

r
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all admissions to the hospitai. East 2 eventually moved
to ahother building in the hospital at the beginning of
1978, thus making Crease entirely an acute unit.

Thé type of treatment practiced on each ward was
largely determined by the official title of the ward and
the types of patients housed therein. On the basis of
this each ward was recognised by the administrators, and
by the nursing éﬁpervisors, as having a pa;ticular function.
As wili be discussed in Chapters IQ and V these therapists
working on the wards did not necessarily agree with the
'official definition' of either the ward orientation, or
of their particular roles and responsibilities, given their
specific personal orientations and given the practical dif-
ficulties encountered in their everyday work with the
patients. Psychiatric treatment as practiced in the large
institutional context bears very little resemblance to
textbookbpsychiatric theory.

The official definitions of the acute wérds centred
around the concept of rehabilitation and remotivation.
Officially therapy was meant to be geared to diagnosing
the patients illnesses, isolating particular social or
psychological probléms through in depth discussion, analysis
and socialising the patients into acceptable ways of
thinking and behaving, and finally discharge into the

community. It was in these wards however where the
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greatest variety of role definitions, of psychiatric
‘ideqlogy subscription, and even of therapeutic téchni—
qﬁés, was to be found. In essence, it was there that
most of the cénfusion and conflict was to be fbund. This
will be discussed at length in later chapters.

These rather loose official definitions and expecta-
tions were reformulatéd in: the practical ward situation
by the’charge nurses. It was expected by the nursing
supervisors that the charges would, within the above con-
fines, formuiat% particular ward philosophies, suitable
to their ward situation and to their goals. As anursing
clinician stated:

Some of them have ward philosophies,
they are developed from ideas from
the charge nurses with input from
the staff and I try to discuss these
with the staff and consider the,

problems. We try and believe in them
and put them into practice.

N

The official definition of East 2 —;crganic ‘brain
s yndrome - centred aroﬁnd 'functiénal' nursing, that is
taking care of the basic physical problems of the patients.
This definition and the resultént type of patient care had
to a certain“extenﬁ beep determined by the head mrse who
had worked in similar wards for nineteen years. Of course
the problem in trying to rehabilitate these patients

°

would be ‘significantly greater than in the acute wards.
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Nevertheless there was opposition to the predominant
style of patient care in this ward, not only from nurses

working there, but also from the nursing clinicians. One

nursing clinician said:

. . . we have been trying for months
in here to make a change. 1It's a
type of functional nursing. We
tried to introduce team nursing.
That lasted from the Wednesday to
the Friday. Then back to functional

‘nursing on the Monday.

Level 3

Charge Nurse/Head Nurse

l

Level 2

Administrative Assistants/Clinical Nursing Skills Experts

|

Level 1
Nurses

Aides

Figure 2., WARD NURSING STAFF

On the wards then, the charge nurse, or the head nurse,

is termed a Nurse 3 in the hospital organisation. The only

official difference between a charge nurse and a head nurse

A
¢
e



is that the former is qualified in psychiatric nursing
whereas the latter is a registered general nurse. All
nurses at this level had the responsibility‘of running

the ward; generally supervising admissions and discharges;
supervising~the other ward nursing staff; orientating>new
staff and new patients; determining whether patients were
being treéted and cared for in the required manner ; seeing
that the doctors' orders were carried out, and assessing
particulér nufses. They were also responsible for at-

tending ward rounds, reporting to the psychiatrists and

P

diécussing patient treatment, and attending regﬁlarhmeet—
ings with the other charge nurses and thé nursing super-
visors to discuss policy and problems.

At the next level down the hierarchy were Nurse 2's.
This 1eve1'was divided into two categories - the adminis-
trative assistant and the clinical nursinér§kiiis e xpert.,
Each acute ward and East 2 - @rganic brain s yndrome -

had at least one of each nurse at this level. The ad-

ministrative a.ssistants dealt, as the title suggests,

with all the administrative work pertaining to the patients.

They were expected to be acquaihted with the patients and
also to carry out some of the regular duties of a psychi-
atric nurse in dealing with the patients. They were how-
ever, somewhat more autonomous than the clinical nursing

- skills e xperts. These Nurse 2 clinicals, as they were

™

\
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referred to, were in charge of supervising the other
nurses in their everyday duties. They were also ex-
pected to organise staff orientation programmes and to”
ensure that the nurseé we}e aware of new techniques and
ideas. Generally theif job was to see that-adequate
treatment and care were provided in the ward setting.

Next in the ward‘hier;}chy were the Nurse 1's. .
They were expected to{barry out orders from those above -
them in-the hiefarbhy% and to act with other staff members~
in 'teams' in dealing with particular patients. In this
capgcity they were expected to observe and interact with
the patients, obtain data for clinical assessment, suggest
approaches which might be helpful for particular patients,
and help by collaborating with other staff members 1ni
administering treatment. They were adsd expected to care
for the patients' basic health requirements and to emsure
that the patient maintained certain standards of dress,
hygiene and sociability. (see Appendix D ). The Nurse 1l's
in the acqte‘wardé were.allntra;ned aszpsychiatric nuréés
and some were also trained as genefai nurses. On’the‘other>
wards, some of the Nurse 1's were not trained in psychiatry.

At the bottom»of the séale were the unlraiheq nurses,
the aides. Officially they were expected to help the
patients with personal hygiene and other related practical

issues. They were also expected to help the Nurse 1l's in
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carryiﬁb outAtheir duties. Whilé fhey were not seen as,
therapists, dfficially it was re;ognised that they could
help in the tredtment process, by talking to the patients,
and eliciting information. They also accompanied patients
to Occupational 5n§ Recrgational Therapy,xand to the dining

room. Alﬁogether when I commenced ‘the research there were
o ) > . .

98’ nurses, 41 aides and 9 summer relief aides. By March

19 7ethere-were 55 nurses and 20 aides. (see Appendi-

ces © and F) R o

, ~ A -
During, this period the medical staff cénsisted of

P

© six psychiatrists on average, one physician, an anaes-
thetist'and the Hospital Medical Director. The psychia-
trists were allocated patients in more than one ward,

and some practiced only a time in the hospital. The
physician,. not trained in psychiatry, was émployed in

I3 = (~<
"' East 2, and the janaesthetist worked in the yperating Room.

-
.
,

.+ The pSycﬁiatrists were directly'responsible for their
. patients for .diagnosing them, for prescribing treatment

brograﬁﬁes aﬁd finaliy for their didcharge.” The psyc-

~ ) _ : . )
hiatrists met with the mursing staff on a regular basis

i

to discuss their paiiénts, and while they listened to

* thé staff's suggestions relating to progress or changes
inf;reétmént, they were 'ultimately in charge of the

patients. This -fact-as will be seen in Chapter VI gave

“rise to éroblems and was a source of potential conflict

r
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in the ward siEyation. Treatment prescribed by the
psychiatrisE; varied on an individual baSis, but all made
uge/ﬁgimarily of chemotherapy, largely the major tranquil-
isers - the phenothiazine drugs. o |

The other 'therapists' were the gocial workers,
who under‘the auspiceg of the Social Service Department
in the hospital, were assigned on the basis of one to each
ward. They were expected to attend ward rounds, associf
ate with the other staff in the nurses' office, and to at-~
tend meetings with the patients and staff. They did not deal
directly with every patient. ~Patienfs were referred by
staff members or patients' relatives, and the Social Ser-

. vices Department then considered the suitability of those
patients and whether they should become active in a spécific
case. This was then discussed with the patient's psychia~
trist. The social workers were primarily concerned with
planning for patients' discharges, assessing the after-

care treatment which miéht be required, acting in liason ) /////

with community psychiatric agencies in deciding which ////////
patients should be referred to bbarding homes, %Eférméélate
care homes or to local mental health‘facili;ieé/for out-

patient follow-up treatment.

Day to Day Activities

- The day on eacﬁ ward started at seven when the morning

|
[ ESCIURU W
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staff came on duty and the patients in the ;acute' wards
started to get out of bed and ready themselves for break-
faét. The patients were also required to make their beds
and tidy their locker areas. On East 2 the nurses helped
eacﬁvpatient with these tasks and in some cases, helped
to feed them. Patients in East 2, surgical, for t ' most

part, remained in bed. On the acute w§£g§/fﬁg'patients
& 7

(apart from those in the pyjiggg/céiegory and those con-

. fined for other reasons/tc/Ehe wards) took breakfast and
/
their other meélsi/in the patients' dining room, which
3 /’ )
was located in a separate building, immediately adjoining

////Cfg;;e Clinic... For those patients above "Level 1" or

e ST

the equivalent - those not confined to the ward - the day
included recreational and occupational therapy. The time
allocated to these actiQities lasted from eight-thirty
to eleven, and two to four. The period from eleven to
one was designated for "Patient lunch and relaxation."
Within Crease the Recreational Department had one
staff member. Activities were organised four mornings
per week, and were open to ali/patients within the unit.
The therapy consisted -of exercises to music, indoor sports
such as pool and outdoor spbrt§ and ball games in the
summer. Once a week there was a meeting where the patients
could discuss the various’ activities and make sugges-
tions for alternatives. The recreational therapist with

e 2



thelhel@'of 5vailable nursiﬁg staff also orggnised_swim-
ming and bus outings once or twice a week. A daﬁce for
the unit was also organised once a week;

Occupatiaqal Therapy, with three staff members, pro-
vided faciliti;s and instruction in pottery, cooking,
painting'and other crafts. Quizzes, general discussions
and 'interaction' groups were also organised. Patients
were referred to Occupational Therapy by their psychia-
trists, and were then assessed by the therapist for assign-
ment to a particular group. The general philosophy behind
Occupational Therapy_was to provide a centre, outside the
ward where the patients could be encouraged and instructed
in social and practical skills. The occupational t Hera-
pist for each ward‘would in turn participate in ward
rounds, giving progress reports and other general informa-
tion on eaEhvpatiént. | > |

In West 3, the social worker conducted 'Tranéactional
Analysis' groups, for the patients three or four times a
week. These groups involved the patients and any staff
member not otherwise occupied. According to the social
wdrker, the theoretical and practical background to this
was largely derived from the writings of Eric Berne.

(cf. Berne 1966). While Berne admits to the possibility
of using a variety of therapeutic techniques and approaches
within Transactional Analysis, the basic goals concern

k4
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the reorganisation of the patient's personality and the
examination of stereotyped relationship patterns, within
the context of the group situation. The basic intention
is to ahalyse the interactiohs as they occur in gréup
sessions and to identify and make the patients awaré r,f"ﬁ
of their particular idiosyncratic patterns of interpég—
sonal behaviour. Berne (1966: 8-10) recommends that

once an approach is adopted and the patients are made
aware of the goals these should be adhered to. This was
explained to the patients but the practical clinical
context, in which I obgerved these groups ‘'made adherence
to goals a difficultqproblem. Digressions from the

'group task' were frequent aﬁd not readily controlled.

In reaiit&ymost of the interaction in these groupéltook
place on a superficial level. While some patients_acted
in the required manner, others emphasised their com-
plaints about the hospital food, concentrated on gossip,
and generally discussed matters not related to their per-
sonal 'problems' or the group situation. Such discussions
were considered to be disruptive to the group and were
discouraged. Nevertheless this was a frequent 6ccurrénce.
After one group, the charge nurse and the social worker
were discussing one patient, who had behaved in éhis

typical manner.



She's hopeless, I've never met any-
one who went off the point so much
That often happens, but she distracts
everyone. We went into the group

and she said "I read the newspaper
this morning about these two pPeople
found naked." She always does that.

. Those patients who were given grounds privileges were
allowed to walk around the lafge pafk—like‘area in which
the hospital is situated, participate in various activi-
ties and visit certain facilities. Clear rules for be-
haviour were laid down, and supervisors patrolled the
-entire area to enforce them.‘ Although there was an em-
phasis on 'friendlinéss to other patients and staff, over-
familiarity and indiscretion were disqouraged. Patients
making sexual overtures to other pati%nts, or found in-
volved in sexual activity were sever%ly reprimanded. Any
behaviour observed and considered undesirable was adequate
grounds for warning, which if unheeded, resulted grounds
privileges being withdrawn. (see Appendix G ).

Certain patients were also involved in some type of
employment provided by the Rehabilitation Department.
This Department concerned itselffwith all Riverview
patients and was located in a séparate building. Two
or three rehabilitation staff mgmbers were assigned to

deal solely with Crease Unit. [Patients were given work

placements in” the industrial division, the paint shop,
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television repairs, the laundry room, stores, the linen
rooﬁ, the library and invthe rehabilitation workshop.
The Qorkshop took contracts froﬁ outside the hospital
but also dealt with contracts relating to the needs of
the hospital. At any given time about 25 percent of
the hospital's patients were employed full time by this
department. '

In Crease the decision as to which patients should
work was made by the psychiatrist in conjunction with
the other ward staff, and was based 6n certain infor-
maﬁionrregarding the patients' motivation, personality
and so on. The gather loose criterion was whether the
patient could benefit from work placement. It was not
necessarily those patients who were nearing their dis-
charge who were involved in rehabilitation. 1In fact
those patients were encouraged to look outside for future
employment. The problems involved in.this and in rela-
ting rehabilitation to any therapeutic programme, were

{
widely recognised by the hospital staff. This was ex-

4

emplified in a statement by the person in charge of the

Rehabilitation Department.

Wy
They don't want to do this work -
( there's very little pay. 1In

practice they are not here long

enough and don't want to or

don't manage to work when they

.
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leéve, so it is a delusion to think
we are preparing them to work effect-
ively outside. 1 :

" Those patients remaining on the wards played cards,
listened to the radio, or watched television in the
evening, or read. The nurses and the aides sometimes
joined the patients in the day room, and encouraged the
patients to talk about themselves and their p;oblems.
Evening activity for the patients eiﬁher took place in
the wards, or at’the various activities provided by the
hospital recreational therapy staff. These activities
included one weekly dance, one weekly movie, and the oc-
casional bingo session. There was aiso a bowling alley
and a gym. These activities were open to all Riverview
patients; other than those confined to the wards.

Those patients in East 2, for the most part were
considered incapable of attending Otcupational Therapy
or Recreational Therapy, although there were usﬁally two
or three who did so, accompanied by staff members. Most
of the patients in this ward simply sat around in arm
chairs most of the day, watching television or listening

to the radio. Nursing concentrated on physical aspects

1 "Them" "they" or "ffjeirs", in quotations, refers
to patients, unless otherwise stated.
P .

7
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and custodial care. One nursing clinician commented:

Sometimes you'd think that the
walls would fall down if the
patients were taken away. They
sit around tied to the walls.
Some of them have blankets
wrapped around them and attached
to the windows.

The patients day on West 2 was organised as on any
general surgical ward. Nurses attended to immediate
physical problems but of course made some allowances
for the difficulties of dealing with psychiatric patients.
Doctors frequently appeared on the ward, examined the
patient and discussed treatment with the nursing staff.
While the gperating room was not a ward with resident
patients, the activities there related to those in West
"2, surgical. Day to day life in this area was simply
determined by the number and type of operations to be
per formed, and post surgery patients were generally
transferred immediately to West 2.

The nursing staff on all the wards were on shifts
from seven until ten past three, three to ten pas£
eleven and eleven to ten past seven. The ten minute
overlap allowed for a summary of the activities from the
previous shift and a report on the patients, to be passed

over to the oncoming shift. The charge nurses came on

duty at eight in the morning, and worked until four. They

)



did not wbrk;shifts, and were only on duty on weekdays.
Medications were given to the patients after each meal
and before bed, according to the prescriptions ordered
by the patients psychiatristsl

From eight-thirty until eleven in the morning, most
days the psychiatrists came to the wards for their
various ward rounds. Each psychiatrist came once or
twice a week, and these sessions randed in length from
half an hour to two hours. In these ward rounds, a
nurse brought all those files of patients allocated to
that particular psychiatrist and the psychiatrist dis-
cussed each patient with the nurses, social worker and
occupational therapist. The amount of éiscussion varied
according to the length of time the patient had been in
the wérd, whethef the stdff perceiQed any changes in his
behaviour, and whether he had been acting as they thought
desirable. Changes in medication, and practical details
such as 'grounds privileges,' day or week-end passes,
future patient employment were also discussed. In short,

all those aspects of the patient and his activities which

K

the staff considered central to his treatment, were re-
viewed. On occasioﬂs the patient under review was brought
to the meeting, either for reasons of illustration, or

to elicit information. Obviously, these discussions were

longer when a patient was first admitted and when his dis-

-
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charge was being debated.

The nurses on the 'acute' wards could participate in
any of the activities attended by the patients, and were
obliged to attend ward rounds if they were the leader of
a particular 'team', or were particularlyvinvolved with
specific patients being discussed that day. At all times,
the 'team' idea of nursing was loosely organised. Béfore
the opening of West 4 as a locked unit, these teams in
the acute wards were structured with several nurses in
groups attending to several patients, under the jurisdic-
tion §f a psychiatrist.

At most times during the day, a'ﬁumber of nurses were
to be found in the ward office, where nominally they at-
tended to paper Qork. AHowever, a great deal of the time‘
spent in the office was in conveisation with other nurses.
Stanton and Schwartz (1954:157) found that these conver-

' sations were clésely related to the nurses' immediate job. -
I found however, that this.did not ;lways take the form 6f
serious discussions about the patients on- the wards.

Quite ffequent talking points were ﬁon—hqspital personal
matte;s. ’ |

Devére&g and Weiner (1950) found‘fhdt nurseé, during
the course of their day; were cauéﬁt between’suéh activities
as administrative, medical and domestic work, and inter-

action with the patients, the emphasis and time being épent
3, :
. 7

/
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on the first three activities. I found that this varied
among nurses. rThe amount of time spent by each on these
activitieé and their rationalisations depended to an ex-
tent on how they defined their jobs. This can be seen

as répreséntative of the conflict and the lack of certainty
facing the psychiatric nurse in defining his or her role.
This was possibly most problematic for those nurses in
East 2, the organic brain syndrome ward, where interaction
- with the pa?ients was frequently one sided, and with no
obvious results, either short or long term, but where
being thérapeutic‘was considered officially as part of

the job.

The Future Role of the Hospital

A

. Over the past 20 years, psychiatry has incéeasingly
been concerned with dealing with certain types of patients,
outside of the large ins;itutional context. Increasingly,
those patients have béen dealt with in oﬁt—patient,faéil—
ities or in psychiatric wards in general hospitals. This
of course was made‘possible with the introduction of the
phenothiazine drugs of the 1950's. Increasingiy too,
large institutions have been criticiéed as inhuman and in-
effective by the pﬁblic press, by social scientists and
even from within the psychiatric profession.

This trend is reflected in the growth of alternative

e e
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facilities fh'Vancouver,‘and their employment in the
treatment of the psychiatric patient. Psychiatric wards
in the general hospitals, the Health Sciences Centre at
U. B. C., and community care téams, now deal Qith patients
who previously would have been detained at Riverview. ,ft
was recognised by all concerned with psychiatry, that
Riverview's patieht %opuiation was not only declining, but
that their admissions were qualitatively different. It
" was within this context, that it was deemed necessag@\Go
’héld a conference to discuss the functions and roles of
Riverview; at the'preéeﬁt and for the future, and to try
to formulate a policy, whéreby all aspects of the psychi-
atric facilities in Vancouver could be organised into a
. éontinuous, non-overlapping syséém of treatment and care.

On my first day at the hosbital, I overheard sevéral
referencés to changes‘which were about to begimplemented
Qithin the hospital.. I asked sevegél staff members about
these changes, and met with varied‘fesponses. One adminis-
trator said thqt so far there had not been any changes,
and that they just did not know what was going to happen.
The charge nurse on West 3 however, considered that there
was every likelihood that one Wafd would be closed down
aﬁd‘that staff would be moved.

The impending conference seemed to be the basis for

the multiplicity of rumours and the obvious anxiety, per-



- vading Crease Clinic at this time. As CGharge Nurse Walsh 2

2 on West 4 said:

Well we just don't know where we -
are. They are meant to be rede-
fining the whole hospital and our
roles, changing the concept of

the place. They may even close

down Crease Clinic completely.

They say they will close down ,
this ward. But they may not. We
don't know whether to plan for

new types of patients. It would

be more a closed type of admitting
ward. We could carry out program-
mes for the patients here just

now, but again it may change. It
leaves us very uncertain. It re+
flects in the staff and the patients
too. You know that we have just
appointed the first non-medical
superintendent of the hospital.

That may change things too. )

The conference itself was held on May 17th and léth.
1976, and it was,attended,anot only by Riverview adminis-
trators, supervisors, psychiatrists and nursiﬁg_staff, but
also by representatives from 6ther psychiatric,facilities
in British Columbia. . T went to this coqference; having

some idea at the time, that it could have significant im-

plications for my research.

/;’%

2 All staff names have of course been changed.

—
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Several recommendations, which had previously been
==Y p:

‘enaorseﬁqbi Riverview ‘psychiatrists, administrators and

4

- B N e - N .
. senlor nurs1ng staff, Wwere. examined. The flrst recom-

B oo

mendatlon (and one of the central 1ssues at the confer- %
’ence) copcerned the need for a specialised admitting

ward to. serVe the needs of:

)
i “ 4®

= L s
Az Any in-patient facility within
the province which acknowledged its
:dnability to contain or control a
spec1f1c patient at some point of
'his illness.

B: Form 'A' Warrant. (i.e. magis—
trates-warrant for the apprehen-
sion of a person believed to be
mentally disordered and dangerous
to be at large.).

C: Riverview Hospital in- patlents
who are temporarily uncontrolled

in their 'home ward.' 3

It was also proposed that, other than for those areas

in British Columbia without local psychiatrie.in—patient

t

units, Riverview should cease being a primary referral
centre.

At the introduction to the Position Paper, one psychiaf'

trist concernedwﬁith;§?ganising the future chamges, cited

T

examples of typical referrals toQEEE”gnteﬂéive{C§:e’Uhit N

3 : All such information relating to the conference
is taken from the Riverview Pésition Paper 1976, and the
official- Responses to thlS Paper.l . . .

-
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in Crease Clinic, from other psychiaﬁric facilities in
the province. He emphasised the need for an expanded
area, similar to the Intensive Care Unit, given the grow-
ing recognition and need for a locked ward to contain
certain patients. Two typical case histories that he

used for illustrative purposes are outlined here.

1. A 25 year old man is walking
naked on the streets of Van-
couver . . . His friends chase
him back to his house, where
he barricades himself and at-
tempts to set the house and
himself on fire, believing
that for his sins, he must go
through purgatory. The help
of the police is solicited and
he is taken to the Vancouver
General Hospital Emergency,
given an injection and kept
in a side room where he pro-
ceeds to prepare the last supper
from his own excrement. Then he
breaks a window to see the blood
flow - the blood he believes of
Christ, crucified. He is dis-
patched to Riverview Hospital
where it takes two weeks in a
locked setting to control his
psychosis.

.2. A 28 year old man is admitted
to St. Pauls Hospital where a
psychiatric facility has . . .
been established. He has
slashed both arms in about 40
places. He is placed on con-
stant attention, but attacks
a nurse and attempts to escape.
The patient was transferred to
Riverview where the services of
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our I.C.U. were again summoned.

This psychiatrist went on to discuss the problems
that the various psychiatric facilities in Vancouver
have in attempting to déél“withxsuch patients, particu-
larly given their reluctance to use seclusion. River-
view, he argued, can take care of these patiénts, if the
facility, that is a 1ock?d ward, is provided and staffed.
This facility, as well,aé providing intensive psychiatric
treatment, would also fulfill an 'asylum' function, not
so much in the sense of being a place to detain patients

#indefinitely, but as a type of 'secure retreat' for
patients with difficulties in the outside community. It
was repeatedly mentioned, at the conference, that there
was a type of patient who wished an enclosed locked ward
setting, for this very reason. The same psychiatrist said:

There is nothing pernicious about

a locked ward. In fact it is quite
surprising how many patients, they
say I'm in here, I've been identi-
fied as sick, I accept this restric-
tion, and so on. They're all temp-
corary and the idea of West 4 is not
to be a permanent holding unit, it's
just that at some stage of any indi-
vidual's illness, he needs to be in
a setting which can be controlled.

The paper presented by the Head of the Department of

Psychiatry at Vancouver General Hospital supported this

e b e



discussion.

Some psychiatric patients are not
suitable for general hospital
psychiatric care. All our patients
are voluntary; we do not have the
facilities for managing certifiable

- patients. . . However, it must be
realized that we try, usually for
no more than five days to treat :
all acutely psychotic patients. . . -
We feel that psychiatric patients : ;
in general hospitals should not , C
be kept in for more than six weeks.
If they still require extended
hospitalisation they should be
sent to a mental hospital facility.
The general hospital can manage
most acute cases but we do require
a facility in which long term
patients may be placed. The only
facility like this is Riverview.
Premature discharge from any hos-
pital can lead to disaster, murder,
and suicide included.

That Riverview should become almost éntirely a secF
ondary. referral centre, and that already most admissions
were readmissions, was emphasised by the hospital's Direc-
tor of Nursing. Many of the speakers emphasiéed that there
was a certain type of patient who did not benefit from
general hospital psychiatric wards, and whom the general
hospital wards did not want. These were generally defined
as transitory, and chronically disturbed. In pracéice it
would seem that this type of patient would be referred al-
most immediately to Riverview, but some reservations were

expressed regarding this procedure.

=
ol
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Several other issues rglating to Riverview's future
role were also discussed. These included the probléms
of organic brain syndrome patients, of alcoholism and drug
dependency, of adoleSéents and of 'anti-social' personali-

~

ties. While these issues were important- to the hos-

T

pital, and to the mental health facilities in British
Columbia generally, they are 'not of particular concern to
our discussion.
At the time the conference was being held, opinions

as to its nature and the possible outcomes varied. The
administrative staff generally saw it as a crucial stage
in the development of the hospital. One nursing clinician -
however, considered such discussions relating to change
as reasonably frequent occurrences, and concluded that very
little would result from this particular conference. Some
of the nurses were quite cynical as to the poSsibility of
any change at all.

Charge Nurse Walsh: The only way to

make any impact and change at River-

view would be to bomb the conference

room. Get rid of all the top brass,

and then maybe there would be some

small change around here.

Charge Nurse Sangster: I know how to

get some change -~ we can take a few

of the anti-social personalities and
put them in charge.



~—..Yet another nurse saw it as quite useless:

T
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T

Every few years they get together

and say all sorts of thlngs. At I
the end of it, they say 'well it's 7
very good,' they have all this in- -

put, but they ngver do anything with v
it. They all just meet their old -~
friends and have a good time. Vs

P

On the other hand, Charge Nurse Walsh ekXpressed support
for the idea of the locked admitting wayd, as being an
‘asylum.' ///;4

Yes it's4v%ry important. It would

be just wonderful, beautiful. There

are just some people who need somer .

where to get asylum and be cared for
- with some dignity and privacy.

The conference and the related issdes are important
to our concerns for several reasons. The public>image_of
Riverview is that of a 'lasd<§:e8£ti, both for the patients
and the staff. The staff{ as I shall show later in Chap-
ters IV and V, were aware of the type of patlents they
had to deal with and the problems 1nvolved in 'treating'
them. This awareness, in turn would seem to reflect back,
in the type of treatment and care given to the patients.
The conference, in defining Riverview as a 'secondary
»referral' area, as a 'last resort',\for the other Vancouver
psychiatric facilities, served zb clarify{theee concep-

r

tionsff\ggiﬁeome of the psychi7

Vs

ic medical and nursing
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staff, this was problematic. The conference was also
important, in that it marked the beginning ?f/i period
of change, which I was to observe over the yeér; The v
uncertainties and insecurities relating to this change
were constant preoccupations of the nursing staff énd

affected their attitudes to the hospital, to the admin-

istration, and to their everyday work.
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CHAPTER III

A

°

PSYCHTATRY AS A PROFESSION: THEORIES AND PRACTICES *

A?he Development of Psychiatry
—— ]

Today psychiaéry would seem to pervade many éspects
of Western society, psvchiatrists being called upon for
their opinibns on anything from politics to interior room
design. _Increasingly, human problemé become defined as
requiriné medical help, and essentially life experiences
are seen as problems to be helped by psychiatry. As an
ever expanding fieid; it would appear to include increasingly
more persoﬁs within its jurisdiction.

Within -psychiatry itself however, there is a plethora
of Contradictofy,'sometimes conflicting ideals. As
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Strauss et al (1964:6) point out:

. all that psychiatrists have in
common besides patients - and a few
psychiatrists do not even have these -

= is a medical degree. If one includes



psychoanalysts in the group known as
'psychiatrists' then psychiatrists do
not even share that one professional
certificate.
This problem 'is no less complicated when pgychiatry is
put intp pract;ce, particularly within the héspital con-
text. ! '

In considefing this problem it will be necessary to
examine the divergent psychiatric ideologies which exist
and are puE into practice in different siﬁhations, It
is also necessary to consider who receives stéhiatric
treatmegt and care, who is defined as mentally ill, and
fhe processeé involved in these definitions. Of course
in considering those patients in the mental hospital, we
are not dealing with all people who receive psychiatric
care. As we saw in the last chapter, thosé patients ad-
mitted to Riverview are not representative of the overall
'psychiatr@c popul;tioﬁ'. The nature of hospitalised
psychiatric patients affecés the definition procesées,
the ways in which the psychiatric profession views its
clients; and psychiatric ideologies as they are practiced,
in a particular way. The actual interaction situation
between theraé;st and patient is also crucial, in that it
reflects the complexity and lack of scientific certainty

inherent in modern psychiatric practice. Firstly however,

the development of psychiatry and concepts of mentalrill—



ness must be examined.

.Psychiatry itself has developed as a 'scientific;
discipline only over the past‘one'hundred yeérs, and
various ideologies have waxed and waned in popularity
during Fhis time. It has been arguea‘that societies have
always fpund some method of designating members as ‘'mad’,
'béd', or 'ill"' (cf. Alexander and Selesnick, 1966; Torrey,
1972) It could be said that there/have alﬁays been people
with/définitions of reality opposed to the preyailing
norms. That which is considered 'mad’ has changed over
time aﬁd is historically and culturally relative. \

Foucault (1965) has discussed the connection between
the disappegrance of leprosy and in the apparent increaéé in -
madness in thirteenth century Europe, and the leper as .
scapegoat was replaced by the :madman'. Those’institﬁ-
tions wﬁich had been used to house lepers either closed
down or were filled with 'incurables' and 'madmen'. By
" the end of the Middle Ages 'madness' and 'madmen' were
figures of central concern in society. Foucault (1965:24)
argues that in the Middle Ages, madness was cohsidered a
vice and the madman was denounced, but with the Renaissance,
societal definitions and perspectives changed. ?he mean-
ing of insanity had become of central concern in the
literature and philosophy of the time. By the seventeenth

century, in the age of "the great confinement®, institu-



tions had been creafed for thejcéntainment of the poor,
the unemployed and the insane. - ({(Foucault, 1965:30)

Szasz (1971:15) haé compared the belief in witchcraft
and the persecut;on of witches to the treatment of mental
illness - the "persecution o6f the insane%. Western man |
he argues, found justificatioﬂ for the persecution of
witches in religion, the scrippures, the Church and the
‘inquisition. More recently, man found justifications and
explanations for the "oppressionAof the mentally ill" in
the ideology of science. (Szasz, 1971;323) This Szasz
argues, involved the transformation of religibﬁs ideol-
ogy into a scientific ideology; medicine replacea theology,
the inquisitor became the péychiatrist and the witch be-
came‘the madman.: Szasz concludes that the result was the
substitution_of a medical mass movement and ideology for
a religious one. .

Beliefs died away which had considered witches and
the;insane as people to.be abandoned or destroyed and more
'humanitariaﬂ' approaches,develoged. Society's general
attitude towafdslghe treatment and care of the mentally
iil had‘changed by the end of the eighteenth century.
This was paralleled by increaséé in scientific knowledge
which reflecfed developments in scientific medicine in
general;

The éévelopment of psychiatry as’a discipline can be
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" traced in quite a different way, that ié by examining the
various trends in aetiology, diagnosis and treatmenf, which
have bgen domipaht in all societies. Alexander and Seles-~
)nick (1966 :26) find these to be: a) the oréanic approach -
attempts to explain;diseases of the mind in physical tefms,?
b) attempts to find psychological explanations for mental ,
disturbancésf?and c) attempts to deal with inexplicable S
events through magic. The first two represent the main
. ideologies dominant in psychiatry today. The definition
of psychia;;y as a scientific discipline makes the third
trend incompatable. However, fhe impact of fhe 'magical’
perspective can be recognised in thé actual pra&ticqiof
psychiatry, which would at times seem to be based more
on faith and hope than on scientific and rationai proced-
ures.

The organic approach most obviously parallels the
development of modern scientific médicine. Mental illness
is primarily regarded as an 'illness just like any other'.
Theories of illness are esseﬁtially biological and are
concerned withH the conquest of disease within the body. ‘ g 1
(Mechanic, 1968:91) This scientific approach looks for |
specific symptons of a disease and :concentrates on cud’ng
these entities which are conveived as being separate from
the body in which they are located. Thréughout;the past

300 years this approach has developed rapidly -and achieved
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dominance in medical thought. We will see, hbwever,?thék”?
" organic perspective in psych;atry'is problemdfiériﬂ that ~

there is conflicting scientific évidenge concernipé the
nature of mental iilness, and £hose theragisté-subécréﬁr

ing to this ideology do not always agfee on the aetiology,
~diagnosis and treatment SE mental illness. o |

Psychological approaéhes to the understanding of

human nature have always been preseht in societal’thought
,although 'normal' behaviour was not considered worthy of
analysis until cbmparatively recently. Abnormad behavi&hr
was oriéinally‘connected”with an almost magical definition
of illness. Some of these ideas, which we shall discuss ¢
more fully later ih this chapter, may occasionally affect
the approach taken by preseéent day psychiatrists, particu-
larly those adopting a psychotherapeutic mode of:treat-
ment.

for

The psychiatric profession as we recognise it today

began to assume its present shape at the end of the eighteen~

th century. This was largely influenced by Pinel's teach-
ings and his humanitarian ideas concérning‘the treatment
and care of the mentally ill/ Pinel himself reflecting

the é;iloséphies of the Enlightenment. His reieasihg
thevpatients at the Bicetre from their chains in 1793 is’

now regarded as a progreséive step and hailed as an his-

toric occasion particularly by those who see psychiatry
N .
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4‘as'a'scientific discipline directed towards the Curing of

i‘the mentally ill. Pinel believed that mental illness re- -
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“sulted from heredity and 1ife experiences and thought that

,it should be studiediby the methods«of the natural sc1ences.
(Alexander and Selesnick 1966 152) Pinel s ideas are ex-~

pressed in his famous statement.'“ ,

a . . ‘. A B . ) -0
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. . « I am convinced ‘that these madmen
are- so intfactable only. because they/ *have
been deprived of air and liberty..(Fouc—
vault, 1973: gﬂ%) i . . :

o
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After it was disscovered that‘the”hithértounamed'ill—
“ness general paralysis of ‘the insane"f was in fact‘caused
by the Syphilltlc spirochaetel psYchiatrists were encouraged

. to search further for organic causes of/%ental illness.}?; 4;
(Clare, 1976:%2) This, Wlth the growthuof psychological ; ';
knowledge and the development of psychoanaly51s, further o
contributed to shaping the dlSClpllne of psyc@iatry as- we
:understand it today. _The various historical trends“are Fooe
diverse and could be discussed in detail.; ﬁowever; it:iﬁ _u
adequate for our purposes&to understand the pases(upon |
‘which present day psychiatry was builtl

.Psychiatry is'certainly not a unified discipline, and
it is even lessiso‘when the‘variousrideologies are‘put

into practice.” As Strauss et al (1964:7) .argue, there

are still deep,divisions and even conflict in the psycho-

Y
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1bgical‘versus‘thérbiological approaches and the indiv-

iduals who represehﬁ these diverse approaches talk in

- almost different professionalﬁ;anguéges.’ In general we

can assume as Strauss et 'al (1964:8) do, that the‘ideolo

ogies which exist today fall broadly into three cate-

gories. First the somatic,_ séecond is the psychotherapeutic

and third is what can bé called milieu therapy.

The somatic approach is psychiatry is basically con-

cerned with finding physical causes for mental illness,

and thus physical remedies. ‘Itris an organically based
ideology which is founded on similar principles to those
of scientific medicine in general.

The_psychotherapeutic:ideology‘is‘concerned with a

3 ,
wide variety of factors .relating to the individual and

his psychological make .up. , Aetiology and treatment from
this perspective includesea multitude of theofies which

genérally concentrate on such matters aslqariy childhood

_experiences, self-image and interpersonal relationships.

The 'milieu’ approach overlaps- to a certain extent
with the psychotherapeutic. It places more emphasis on
the importance of environmental factors in aetiology and

t;eatment; All' of the above mentioned ideologiés will be

expanded upon in the following section.

Ideologies do not remain static. While they reflect

their historical origins, they are continually modified in

-
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the practical context. It will bécome apparent that
psychiatry in the hospital, whilégik may adhefe to one
. Jdominant ideology and mode of tredtment, is practiééd in
a situation where coiflictiﬁgyideals, conflicting thera-
peutic rples and practiéai everyday problemé relating to
the patients, all'contribu£e to an ever dﬂangipg, accom~

5

.modative and essentialiy confusing -therapeutic situation. .

4
1

- Contemporary Psychiatric Approaches

«

There are séme therapies commonly employed in most .
'psychiatric hospitals. The predéminance of each therapy
in the pradtié;l situation, however, dépends as will be
discussed, on cert§in faétors such as’ the inst;tutiOnal
structure and its historical perspective, ﬁgé psychiatrists"'
and nurség' therapeutic ideoldgies, and the diagnéses of
the patients. It is necessary atgﬁhis point, to outline
briefly the most commonly usedftreat@ent methods in

" psychiatry today.

One of the major somatic therapies is electroconvul-
sive treatmeht. It was first introduced by Cerletti and
Bini in the 1930's and beca%e established as an important
physical method of psychiatric treétmentf fﬁe method in-

volves the passing of an electric current through electrodes

applied to the scalp in the area of the tempofal lobes of



_ symptoms, it does not attempt to treat the underlying

the brain, thus inducing a convulsion. (Clare, 1976:228)
» It is argued that electroconvulsive therapy is suc-
ce;sful in the treatment of depression, although the
;vidence would indicate that this is not so in all cases.
VOf all the stuéies undertaken to examine its efficacy
few have uééd céntrol groups and those havé not demon-

strated that E.C.T. is actually therapeutically effective.

(Clare, 1976:231) Moreover, while it may reduce certain '
. A
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causes. While the evidence would seem to indicate that
it is effective in reducing cerﬁain depressive states,
there is little agreement within the psychiatric profes-
sion as to its efficacy in the treatment of schizophrenia.
Despite this lack of supportive evidence, E.C.T. is sometimes
u§é§ either where there is no indication that it might be
’succgssful, or as a 'last resort'.

Iihaveifrequently obéerved situations where E.C.T.
was given -as a matter of course, or wﬂere no other treat://('
ment method seemed to bef effective with a particular
patient, or where one member of a therapeutic team manip—l
ulated other more psychotherapeutically oriented members
into agreeing to this treatment, as an action which possibly
would have immediately obseréable results. In such an
eclectic discipline as psychiatry)where scientific‘cures

and results are rarely forthcoming the therapists quite J

{
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understéndably are frequently willing to use any methbd
" with pbssible'résults. Partly as a result of this, and
partly because of the search for an,iﬁmediate answer fo
.psYchiétric problems, E.C.Tﬂ‘is'frequently given, again
iﬁ the hope that it might work with a particular patieﬁt;

The psychiatric profession cannot‘adequately explain
‘howvor'why E.C.T. Seems to work in certain cases. Bio-

chemical processés are continually béing examined in re-

lation to ElC.T. but no final explanation as yet exists.

(éléré, 1976:256) .One of the side effects of E.C.T. -
-/temporary meﬁbry loss - has also been advanced as an ek-
) planationrfor its effectivenessvin that the patient for-
gets what led to his depression. Finally it has been .
argued that E.C.T. acts as a punishment; a patient reacts
to the shock as he would to a punishment, a negative rein-
forcer, and he ceases being depressed as a result.

Another physical therapy employed in psychiatric hos-
pitals is psychosurgery. One technique is'the,pre—frontai
lobotomy, and consists of sectioning the frontal lobes of
the brain. Although the actual physical effects of -this
operation on the brain are obviously known, the effects on
the patients' personality and behaviou;,are not. The earlier
technique of pre-frontal lobotomy has undergone major

sophisticated neuro-surgical revisions and present
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operatiéns do not hadé the same drééﬁféuéffectsAbffineap—
acitating the patients' memory or congnitive skillsnvas'
was previously the case. Psychosurgery is an infrequenﬁly
performed prodedure today, and it is éenerallyvclaimed
that it is a last resort when all other methods have ap-
parentiy failed. This theragzﬂwas not generally employed
in Créase Clinic itself, and would rarely be used in

such short—stay, acute psychiatric areas. A ;

The entire nature of psYchiatry, of hospitals and of
the care of the mentally ill generaily has -been drastic-
ally modified’since the introduction of the phenothiazine
d#ggs which were first introduced into North America
in 1951. The use of these reflects the hope which has
developed in ;He evolution of general medicine - that there
are drugs which will cure &dll physical and mehtal illnesses.

Chemotherapy as used currently,‘ls based predominantly
on the major tranquilisers - the phenotilazlnetderlvatlve
drugs. These act pr1nc1pa11y on the lower brain centres
producing relaxation, supposedly without motor impairment.
While the physical effects ha?e been well documented, know-
ledge really only concerns the symptoms. While these,
drugs may relieve the symptoms of certain illnesses, it
has not been demonstrated that they 'cure' the basic ill-
nesses. Antidepressant drugs are the other main form of

chemotherapy used in psychiatric hospitals today. Lithium

i Fd
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is another with widespread use in psychiatry.‘ It is used
not only as a treatment for manic episodes, but as a stab-
iliser to prevent the future occurrence of extreme elation
and depression. ,(Clare, 1976:140)
In geﬁeral drug therapy is used simultaneously with
other types of therapy. But it is drug therapy which has
generated most optimism for the future cure of mental ill-
ness. It is also a financially well supported area of re-
search. 1Investigators are continually hopeful about dis-
covering a chemical basis for mental illness and hence a
chemical cure, particularly in‘the problematic area of
schizophrenia. Meanwhile psychiatrists continue to use
chemotherapy,vnot because they know it cures mental illF
ness, but because it controls certain sympﬁoms. In effect
the treatment is based on a certain amount of 'unscientific'
hope. This‘is exemplified in the following statement.
. « . there are many practitioners of
psychiatry who have as little face-to-
face interaction with patients as pos-
sible” and who concentrate in all good.
faith upon physical therapies. (Strauss
et al, 1964:7) '
\\\ ) | The psychotherapeutic approach itself is complicated
and populated by diverse ideologies and practices. However,
ali psychotherapeutic approaches, according to Frank (196la:2)

are characterised by attempts }o heal through persuasion.




76

He outlines those points which they have in common and
which apply not only to modern psychotherapies but also
to methods in primitive healing, religious conversion,

and even 'brain washing'. They are:

a) a trained and socially sanctioned
healer whose healing powers are accepted
by the sufferer and by his social group
or an important segment of it

b) a sufferer who seeks relief from

the healer :

c) a circumscribed more or less struc-
tured series of contacts between the suf-
ferer and the healer, through which the
healer often with the aid of a group

sufferer's emotional state, attitudes
\ and behaviour. (Frank, 196la:2)

\\ tries to produce certain changes in the

It has been argued that modern psychotherapies have
their historical roots in two traditions of healing -

the religio-magical and the scientific. (cf. Frank, 196la;

™ Torrey, 1972) Héaling in the former case was traditionally

conducted by’'a therapist who combined the role of priest
and physician. . The hegler when dealing with any illness
using this type of therapy, would be concerned with rela-
ting the sickness to a wide range of circumstances in the
patient's social life. (Horton, 1970:345) Treatment in-
volves éliciting information from the patient concerning

his self-image, and his relations with his social group,

~

e e S e o i ] st Dt

Ca
RO

- . R Tt PELELY



77 -

and is similar to the methods used by modern psychothera-
4pist§ with their empﬁasis on confession, disentangling
complex‘social‘and‘interpersonal problems; in the hope of
bringing about the resultant change in the patients"at-
tidues and behaviour.

According to Frank, psychotherapy emerged as a dis-

&

tinctive form of healing in the late eighteenth century,

with Meémer, who demonstrated that he could make the symp-

toms of certain patients disappear by putting them into a
trance. While his meﬁhods were discredited, mesmerism was
the precursor of hypnotism. Towards the end &6f the nine-
teenth century, Freud discovered that many of his patients'
symptoms seemed to be symbolic attempts at ékpressing and
resolving conficts which had their bases in early life ex-
periences. The treatment which followed was based on de-
tailed explorations of the patient's personal history in
the emotional reliving of these childhood experiences.
(Frank, 1961la:4) N

The other branch in psychotherapy was behaviéurism,
developed from Pavlov's experiments with dogs. He found
that these dogs could be made 'neurotic' by exposing them
to inéolvable problems. Behaviourism is generally assoéi-
ated with psychology, however, in institutional psychiatry,
those principles are fregquently adoptedﬁparticularly in

the form of behaviour modification. Behaviour modification
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is frequently used in psychiatric héspitals, often along-
side somatic and other psychotherapeutic models of treat-
ment. According to Atthowe and Krasner (1966) the pur-
pose is to change patients' behaviour from being overly
dependent, apathetic, or annoying to others, to their being
able to perform routine activities associated with self
caré, to make decisions and to be more future oriented.
While behaviour modification may not be the major fherapy
>prescribed by the psychiatrists in the practical situation,
it is frequently used in tﬁe everyday interaction between
therapists and the patients. In the psychiatric hospital,
nurses and sometimes psychiatrists often use this therapy .
in order to run the ward smoothly. They will reward 'good'
behaviour, and likely punish undesirable behaviour, not
necessarily consciously considering their actions as 'ther-
apy', butvsimply‘as a response to everyday problems inéur—
red in the ward situation,

There is a multitude of theories and literature con-
concerning psychotherapies, it wiil however, be adequate to
"outline briefly some of those which are predominant in
contemporary psychiatry. In the practical context, as I
observed it in Crease Tlinic, various psychotherapies
were employed but they were not strictly based on any one
theory. Rather the psychiatrists and the nurses were

inclined to adopt an eclectic approach; The following
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psychotherapies which I discuss are those which basically
relate to those described and«observed in Crease.

Frank (1961b:42) outlines his theoretical framework
for activities in group and individual therapy . Gen-
erally he sees neuroses as maladaptive responses, result-
ing from disturbances in the normal processes of growth
and maturation. ' These arise from conditions, particularly
in early life, which do not afford suitable opportunities

for growth, or which lead to chronic anxiety producing

‘situations. As a result, the individual grows up with con-

. . =
flicting urges and feelings, not easily resolvable. Psycho-

therapy then, as conducted by Frank (1961b:44) involves
supplying a new interpersonal situat?pn which helps the
patient find more effective ways of handling his chronic
interpersonal and internal conflicts. The therapist he
argues, should try to support the patient emotiéhally and
offer him a .situation where relearning is facilitated. Other’
people may be used in the group to help give support to the
individual. | ////’

Rogers (1961:94) sees the pSychoth?rapeutic situation
as the promotion of growth, development, maturity and im-
proved functioning of the jindividual. H% emihasises thel
importénce of the "helping relationship¥, and is concerned
primarily with personality change in the client.

Psyéhotherapy méy also take place involving the entire

©
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~family unit. (Ackerman, 1961:228) The main point of

reference is the inter-relation between the illness in the
individual and the functioning and mental health potential
of the entire family. Ackerman (1961:242) argues that
diagnosis involves finding criteria for classifying family
types, evaluating the integration of the individuals into
their family roles, evaluating emotional disturbances in
the family dynamics and generally analysing the interde-
pendence between the indjvidual and the family as this
relates to mental health. Therapy consists of making ex-
plicit any disturbances in the interaction patterns, and
thus faéilitating relearning.

Transactional Analysis, developed by Berne, is based
on the assumption that people have ‘scripts', which are
sets of transactions that they,héve learnt ;;\their child-
hood and which they have a tendency to repeat. Group
therapy provides information in revealing these scripts,

and those which are not considered beneficial to the in-

" dividual are analysed and options are given in the hope

that the individual will relearn these transactions.
(Steiner, 1974:16) As had already been mentioned, this
type of therapy was specific;lly used by the social work-
er in Riverview's West 3.

For the most‘gart however, those psychotherapies which
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were practiced in theehbsbital were not Specificélly re-
lated to one particular theory. As wili be diséussed,

when psychotherapy is used in the clinical context, it

is not only practiced on the same pétienté by different
therapists and in conjunction with other modes'of treat-
ment, but it is also practiced to a certain extent on an éd
hoc basis. Psychiatrists and nursesrdeveloped their

ideas about psychotherapy on the basis of their training
and through Egrsonai experience, and adapt their approaches
to deal with different patients who may not be amenable

to particular therapies, or in situations where for pract-
ical reasohs the applicat;on of such therapies as mentioned
above, may not be possigle. Thus psychiatrists and nurses
working in hospitals are faced with a variety of problems,

which almqst inevitably lead to .an eclectic therapeutic

approach. ' 1 -

Therapists and Patients
‘g g

in general, when we consider the relationship between
the therapist and the patient, all treatment procedures
do have certain processes in common. As Frank (1967:169)
argues, a principal feature which all healing relationships
have in common is the patient's ;éliance on the therapist

to relieve his distress. Even where treatment is involun-
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tary the patient is '1ed3£0fe£pect relief from the psychi-
~— , . , - N . ] .
atrist. )

Both of the actors, thle healer and the patient have
certain expectations in the therapeutic situation, although
under certain cfrcumstanéés, these may conflict. _However
both parties have‘prescribed acts which they are obliged.
to undertake. As Goffman (1959:27) maintains;

. . . a given social front tends to become
institutionalised in terms of the abstract
stereotyped expectations to which it gives

rise, and tends to take on a meaning and -
stability apart from the specific tasks

which happen at the time to be performed -
in its name . . . when an actor takes on

an established social role, usually -he .

finds that a particular -front has already .

been established for it.

‘When the patient confronts the therapist he has an image
of the therapist's role and how it should be performed.

This image reflects the social definition of the therapists'
role, combined with the conceptions formed by ﬁhe patient
through past experience. (Mechanic, 1968:163) There are
specifié rules involved in the intgraction situation which =«
‘have to be followed. for a successful outcome. The patient.
is expected to do what the therapist tells him,; to describe
what is wanted fuily and accurately and to have confidence

in his judgement. (Mechanic, 1968:174) The pétiént is

also expected to be dependent on the therapist's éuthority

and if he brings into question this authority, he may invoke
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a conflict situation. P : . T

T

The role of the healerf the placebo effect, and the

importance of suggestlon are contlnually d1scussed in the

medical, psychologlcal and soc1ologlcal literature. These’

&

ideas may not.only apply to psychological, but.also to

any method of therapy. ‘As Welbourn (1969-17) aygues, any

Ageneral practltloner who is aware of what he is doing

knows that abg;eal deal of his practice is based not on
pharmacelogy, but on magic.. The patient hopes that the

therapist can.help him and faith in the therapist may be

healing in itself. Much of the .influence which the thera-’

pist has on the patient is non-specific and results from

his position of authbrity, his suggestive powers and in-

_ fluence strategies. (Mechanic, 1968:185)

A great deal of the relevant literature discusses the
authority of the;therapist and the subjugation of the
patient to it. It is pOSSlble to draw an{ analogy with

the pOSltlon of the fllm d1rector and the actor. ' The

dlrector/theraplst controls and directs, imposes limitations

+

on behaviour whicn5isineéessarily channelled through

facilities given by him. _The patient/acror will thus be.
forced into a role performance. -Once he haé learned his
r\nes and conducted hlmself in the correct manner, the )
patlent will be allowed to contlnue. When he performs the

- .

role adequately, he is relieved of the responsibility for

L
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“his actions and he will be treated.

Schatzmgg\(1972:185) also argues<that in the case of

/
o i

thaqysychiatriéiinterview, a sa 'éfactory role performance
is required on the part of thé/i:tiént. If the individuwal
does not play the Qart adequafely;ggg'@ay_be said that he
is not motivétedvto5regain‘hi$ healég. This extends into
the>everyday ward situatioh, where, as’will be seen, the
therapists-imposé their expectations on the patients, and
noﬁ—compliahce is ffeﬁuently labelled as 'ina?propriale
behaviour'.> » 4

A%cprding to Roth (1962:576) the goals of the profes-
sional and the patient are néver entirely the same. The
goals of the prof;ssional iﬁ his relationship to the patient
tend to be specialfsed, his role is equivalent to his status
pdsition. The goals of the patient,IhOWever: include goals
generated by all his roles. The treatmegt relationship,
hé continues, may be seen as conflict for control of the
patient's behaviour. This is usually resolved by a process
of negotiation. While the outcome of the whole interaction,
as Saunders and Hewes (1960:402) report, depends on the
attitudes, values and éxpectations which all the participants
bring to the situation, the therapiét will generally impose
his—assumptive‘system on the patient. Similarly, Scheff
(1968:12) discusses the psychiatric interview and the

negqtiétion which takes place. The interview takes the
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of a series of offers and responses that continue until
an offer, a common definition of the situation is reached,v
and accepted by both parties; The outcome of this negotia-
- tion largely depends on the power of the interactants. The
fact that the therapist is in a position of authority, his
definition willwlikely prevail.

The other v;riable which is important in this situation
is the confidence of the healer himself in-his theory and
methéd of treatment. In areas where thére is a validated
body of knowledge and effective treatment has been demon-
strated, such as in the treatment of infectious diseases,
the confidence of the physician rests on his knowledge and
mastery of techniques. However, as has been discussed above,
the psychiatrist and tﬁe nurse, are in a dilemma due to the

nature of psychiatric practice, and the problems relating

to effective treatment. As Freidson (1970:169) points out;

How could a present day psychiatrist work
if he really believed the careful studies
which emphasise the unreliability of
diagnosis and the undemonstrability of

the success of psychiatry? And how could
physicians work one, two, or-five centuries
ago?

!

Frank (1967:175) states that they rely on allegiance
to a group of like minded individuals for their emotional
‘confidence. Their training will have indoctrinated them

into a particular ideology. ©Not only does their training



. help them in this dilemma, but the fact that they have

experienée ahd.have,managed to function in £his~partic;lar.
professional capacity, gives them additional confidence

to rely on their ownvjudgement and to continue whét is
essentially unpredictab#é, subjective and unscientific
treatment. -

Psychiétric training. itself may encourage this latter
approach. Freidson (1970:169) also discusses the fact
that psychiatrists in traiqing are sometimes encouraged
to valﬁe experience as opposed to "book?learning" and
"intellectualising". Nurses too, may also face similar
situations although, as will be seen, there are certéin
differences between Cénadian and British approaches to
training with regards to this, which gave rise in Crease

Clinic to a great deal of potential conflict and hostility.

The therapist may use several techniques to protect

his fallibility. A patient who does not conform to the

therapist's position‘may be characterised as 'resistant'

or 'mahipulative'. If a particular case is unsuccessful

the therapist may maintain his faith by saying that the

patient broke off treatment too soon, or he may say that ~

the patient was not adequately motivated. (Frank, 1967:183)
While various theories of psychiatry, both somatic and

psychotherapeutic have been outlined, and the processes

involved in treatment have been discussed, the problem of
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who receives treatment and under what conditions, has yet
té‘bé Eouched upon. If we consider psychqtherapy at its
broadest, the thousands of North Americans who receiQe

some form of such treatment cover a pOpglationlwhiCh at-

one extreme includes what<Frank'(1961a:12) describes as ‘<,
mental hypochondriacs. At the other,vare people who are
classified as 'ill' and are suffering from severe disturb-
ances of thinking and behaving. The latter for the most

i} part make up the pqpulation of the mental hospitals such
as Riverview.r The former, to a certain extent, are included
in the above discussion, but we are not in th;s’case partic-
“ularly concerﬂed with their treatment. Their increasing
numbers however, may be important when considering the

place which psychiatry has in society today. -

The Problem of Mental Illness

!

If there is any doubt as to the lack of certainty
within psychiatry, this can be dispelled when the position
of the patients is considerea. This argument is quite
simply based on the definitonal problems of mental illness.
There is avmass of literature on this matter, but it is
guite well illustrated by a World Health Orgahisation study.
(Sunday Times, 1973:13) The W.H.O. used a computer programme

to check on diagnoses made by psychiatrists in nine different

pel

T
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couﬁtri§s. 1202 patients andv90 psychiatrists took part
in tﬁisgsurvey._ Each patient was examined by a local
ésychiatrist ahd a comparison was made,With the WjH.d.
standard. It was discovered that:in,bo£h the Soviet ‘Union
and in the United States, patients are classified as
schizophrenic‘who would be diagnosed in quite a different
way in another country. Some patienté who were diagnosed
in this way were classified by phe computer;as‘suffering
from depression or mania. The conclusion Qas reached

that psychiatrists do act as agents of the society,'reflect-
ing not onl? their training,'but also certain societal
attitudes. Other studies have indicated similar discrepancies
when the diagnostic process is analysed cross culturally.

(cf. Clare, 1976:125-135)

Canada was not included in these studies, but the
dominant psychiatric ideologies in Canada reflect the United
States model more so than the British. On the other hand, r
many of the psychiatrists employed in Canadian pSychiat;ic
hospitals were trained in Britain, and so therefore it woﬁld '
be exﬁected that schiéophrenia would be less frequently
diagnosed in the Canadian system than in that of the United
States.

While there are certainly these discrepancies cross-

culturally, it is possible to over state this argument.

There would certainly seem to be some core symptoms which
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are internationally recognised as indicating schizophrenia.
(glare, 1976:123) Of .course schizophrenia is not the only
mé%tal illness, but quite a large perqentage of'those
patients admitted to Riverview, particularly as it has
become definéd as a secondary refgrral area, have been
diagnosed as psychotic. There is aiso a qrea£ deal of.

1

debate concerning the aetiology, prognosis and treatment of
"psychotic illness such as schizophrenia. ’

It would be poséible to argﬁe éndlessly_éver what i§
mental illness aﬁd what céuses it, but that is‘not the
main-concern here. It is adequatento recognise that-there
are problems in diagnosis, and that this is realised by'
hospital psychiatrists in their everyday work. In the
mental hospital settinq however, the causes of the illness
are not so much the main concern as the treatment. Research
into<aetiolégy is largely the domain of university psychiatry
departments. In the large'psvchiatric hospitalﬂsuch as
Riverview, various factors such as time pressures and the
conflicting ideoclogies &f co-workers necessitate that the
psychiatrists immediately identify an illness and work, in
a pragmatic fashion, towards trying to alleviate it. That
is\not to say that psychiatrists ignore the patients' social
and psychological backgrounds. As will be §een, those
psychiatrists interviewed at Crease Clinic stated that they

used” this information both in the diagnostic process and
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in their treatments,A While we cdn accept that most
psychigtrists do work within a medical model of mental

illness, as Scheff (1966:16) argues, that is they are
;entrally concerned with the?individual and his illneés,

to define the medical model as narrowly as has beén done
] particﬁlarly'by anti-psychiatrists, is to do dis-service

both to the profession and to the psychiatrists themselves. -
The medical model does take into consideration,£he individ-
ual's personal and social status, as a significént factor, 
of his illness. (Clare, 1976:69) B o
As mentioned earlier Szasz likens the meﬁtal patient -

to the Qitch. Szasz does not claim that certain social
disturbances or the particular personal conduct do hot
exist, but he argues that as men once created- witches they
now create ﬁental patients. Men he says are often accused
of mental illness and are persecuted by involuntary hospit-
alisation and treatment. In Szasz's view these people
are either persuaded to submit to treatment or are forced
to do so. (Szasz, 1971:21) He argues that thé typical
mental patient in the United States todaj is like the
typical European witch in the fifteenth century, that is
they are usﬁally poor and in trouble. Again Szasz argues
that the social role of the mental patient is established

by the combination of authoritative'opinion, widespread

propoganda and popular credulity.

o
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Involuntary hdspitalisation is a controversial topic.
-Under 25 percent of patients-admitted to hospitals in
Britain do so‘under compulsory Certificétion, while this
same figure in the United_states is. around 80 pércent.
Under the Mental Health'Act 1964 of British Columbia,
involuntary admissions may be made under the certification
of.two physicians, after a complaint hés_been made by

the patients friends or relatives, the police or even;

- anyone who has-reason to believe that
the person is mentally disordered.
. (Mental Health Act 1964 section 23.)

To summarise, in aiscussing involunta?y hospitalisa-
tion Szasz presents a particularl? extreme, almost conspiracy
theory view of psychiatry. Any understandiﬂé of the procesées
that lead to a patient being admitted to a psychiatric
hospital indicate that frequently the societal and inter-
personal processes are quite subtle. Even though some
people do seek help by themselves, individuals frequenfly
arrive at wpsychiatric hospitals after covert and overt
pressure by others. ?amily and acquaintance pressures may
be involved inrthis process.

As discussed above, the definition of mental illness
is essentially problematic. It is not‘particularly simpli- |
fied by considering i£ as a fype of deviance, an approéch

often taken by sociologists and criminologists. Most norm
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violations do not result in the violator being labelled

as /Mmentally ill, but as ignorant, ill mannered, sinful,

c¥iminal and so on. There is however, argues Scheff

66:34)\ a residue of dive;se kinds of violations for
which the culture provides no explicit label, and thgse
are lumped ﬁogether into(a regidual category called
'mental illness;. The problem however is that in psychiatry*
today, all nérm‘violators are coming under the rubric of
mental illness.  The increasingly pervasive:nature of
psychiatric ideology sees the whole of society, ail
deviants, perhaps even all non-deviants, as potentia}
customers.

The problem is taking a deviancy approach and.saying

that the process involves the violation of normé, is that
it begs the question, whose norms? 1In éractice the situa-
tion would seem to depend considerably on tﬁe individual
concerned, other's expectations( the person's hormal
behaviour and his status in society. Certainiy it would-
seem that those _.in mdre powerful positions in society ére

? more likely to{;;t away with 'eccentric' beha?iour and

(4
Hot be labelled as mentally ill.

e~ .
The crucial question for Scheff, is if residual rule
- breaking is hiéhly prevalént among. 'normal' persons and

is usually transitory, what accounts for the small percent-

age of residual rule brakers who go on to deviant careers?
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The Societal reaction approabhrﬁﬁﬁ%ﬁ% viewed from

-~

two interrelated positions, %rom tﬁat of the actor and from
that of the audience. The self concept of the actor is a
ﬁ3crucial dependent variable, and the audience's réaction is
iimportant in the labelling process. A person‘will go on

to a deviant career according to Scheff if his behaviour

is definéd as evidence of mental illness. The~audience must

b

“-react to the indiViduél in a way which leads him to enact -
the expected role (of being mentally ill). Alternative
roles may be cut off so that the one offered is the‘only
way the indivi&eal can cope with the situation.

Mechanic (l§§§:45) found that friends, family and com~ -
munity autho;itieé%WSii\all involved in this process.
Similarly Lemert (l968)§€3§siders.that internal, political;

" and social psychological processés in small groups, although

noﬁ necessarily families, lead firstfinformally and then Qg
fofﬁally to the expulsion of the devianE/ffom the group.
Evidence felating to this however, %§166ntradictory.

Yarrow et al (1967:45) found that some families almostrbend
over backwards to avoid the hospitalisation of their membersi
Their research indicates that women utilise strong defences -
to avoid recognisihg their husbandis behaviour as déviant,f

and try to interpret it as normalji)Knowledge of these pro-

cesses can help the psychiatrists when they are making their

diagnoses and, as will be seen, may be even more useful when

&
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it comes to treatmént and post-hospital arrangements.
Other variables may be involved. These might in-
clude the family*s social class and its ability to con-

ceal deviant behaviour. For example, the middle class

‘

familv may be able to cope with ‘the problem and protect
the‘deviént, while this is less possible for the working

class family whose financial resources are limited. While

: ~
it is impossible to know the éxtent{z; which mental jillness

may actually exist within the population it can be seen
that lower class persons are more likely to arrive at a
hospital like Riverview. This of course could be accounted

for by several explanations, including these mentioned

v

above. It may aléo be that middle or upper class patients

are generally dealt with in alternative facilities such

rs

as general hospitals. It could also be that patients in
hospitals like Riverview are actually reacting to undesirable

social conditions, and even occasionally choose to go and
s

remain there, quite simply because’ the surroundings are \
more congenial than anything they could find outside in the

community. As will be seem this_is a freguently discussed

S~

topic by the nursing staff, who are often of the opinion

that patients do n?t want to leave Riverview. The discus-

1 ’ v .
sions at the Riverview conference, mentioned earlier, relating
R

to the need for an 'ésylum' ward, would also seem to reflect

these ideas.
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Of course the family has been viewed from anofher
angle, as contributing to mental disturbance. (Laing and
Esterton, 1964) ‘B;haviour which is regarded as symptomatic

of mental illness, they argue, is often just rebellion

against 'tyrannic' and }bizarre;‘béhaviour by the éarents,
"It is dif%jfzzk to know whether this is anéthe: example of
labelliﬁg or whether the children in Questioh are actualiy
ériven 'crazy' by the situation. ’

It may be thatxiy/the time the individual arrives at
‘the psychiatrist's, all.others concerned and possibly the
individﬁal himself*even if he did not wish to comply in-the
first place, will believe he is ill and in need of treat;
ment. Mechanic (1968:198) argueé’phat the psychiatrist,
on the arrival-of the potential patient, will likely assume
that illness‘exists, and will apply a label to éhe alléged,
if not recognised, symptoms. In the two hospitals studieg
by Mechanic all new cases were recommended by the psychia?
trigt for treatment. Psychiétrists would seem to operate
under the assumption that it is better to judgera well
pe;sdh sick than vice versa. Scheff (1966:135) also found
that the procedures invdlved in admitting a patient were
largely automatic and ritualistic. Illness was présumed
on the individuél's arrival.

This Ltype of situation has frequently been observed

and documented. It is usually necessary for the psychiatrist

50
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té apply a diagnostic label to the new paFient;nIAlthbugh
there is provision‘for'nén-diagnosis, such designation is

P \
infrequently used so in a sense there is a tendency to
recognise that a pe?son who_has come for treatment must be
sick. This”problemlhowevgr, is not immediately recognisable
~when it is related to theisituéfion at Crease Clinic. As
I found-during my field w@rk incoming patients had usuall
been admitted somefime préviously.~'They~w¢re part of théﬁl
~;re§olving door' phenomenon. As Crease was iargeiy‘a |
secondary referral unit> these beople, even if they haa not
beén ih Riverview before; they had béen through the ps?chia_

tric system in one way or another and had been diagnosed

3 Previously. So not only did the therapists have a éreat

.deal of information relating to the patients' past illnesses,

-

“but‘the patients themselves knew some details of this

N - 2
information and were familiar with their roles as mental

®

patients. So while the processes which led to the individual

-

arriving at Riverview may have been sjmilar to those mentioned
above, the -diagnostic process was even more straightforward,
as was the patients' assumed roles. Very few §atients arrived
at Crease Clinic with no understanding of what was expectéd
of the& or of the therapists.

As mentioned above the entire 5rientation of ‘psychiatry

may be changing. Psychiatry as a discipline is an ever
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“ expanding field, enveloping more and -more persons into

1

1§§§aoma;n. Szasz argues that the human need for help
and%the professional-technical response to it form a
self—sustalnlng cycle wh1ch transforms more and more

human problems and situations into specialised technical
}

problems to be 'splved' by the mental health professionals.'
This commenced with the identification and classification
» - . >~ .

of mental illness, and has culminated with the claim that

all of life ie a psychiatric problem for the behavioural
~ s ’ - 1 \ 3
sciences to solve. . (Szasz,. 1973:4) ) -

‘Thevrecent trend for example‘has‘been to regard even
cr1m1nais who were prev1ously at' least given credence:for
know1ng what they were d01ng, as sick and so vulnérable
to- psychlatrlc treatment. In considering thls’bsychlatric‘w
expansion, it is helpful to include—Illich's‘thesie on
health and sickness in general in %estern society. He
. calls this 'clinical iatregenesisﬁ which involves all
clinical condltlons for wh1ch remedles, phy51c1ans and
hospitals are pathogens - essentlally sickening- agents. ,
(1975:22) This medicalisatiohéqf society "traihs the
patieht—te;beatb fdﬁction as an-‘acolyte to hisrdoctor."

He comes to depenﬂ on hie doctor in sickness and health,
and so turns into a{li;evlong patientz‘ (I1lich, 1975:50)

The development of the Community Health programﬁes

[N

may alSorbe a mamifestation of this proceSs. The conference
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relating to the future role of Riverview would seem to
confirm these ideas. Some of the central concerns of this
conference included the development of Community Health,

of smaller more manageable psychiatric facilities, of areas
for alcoholics, drug addicts and adolescents. This situa-
‘tion need not necessarily be accepted at’féce value as

the taking awav of power from the mental hospitals and

other traditional means of treatment and care, but rather

a manifestation bf the increasingly growing nature of

the mental health proféssion, which seemé to include increa%

singly more problems within its Jjurisdiction.



Chapter IV

THE PSYCHIATRISTS: ORIENTATIONS AND PRACTICES

Perceptions of the Wards

The various ideological orientations discussed in the
previous chapter was generally adhered to by the psychiat-
rists in Créase Clinic, as were the therapies and modes of
inte:action with the patients. All’the psychiatriéts inter-
viewed and observed.held similar viewpoints regarding mental
illness and treatment, and operated in similar fashions
in the course of their everyday work. As we noted earlier,
however, psychiatrists develop their ideas about mental
illness and treatment on the basis of their training,
through personal experience and adaptation to the work
situation in general. As a result of these experiences -
each psychiatrist placed different emphases on the variety

of péychiatric ideologies and treatment methods.

0f the four psychiat}ists interviewed,‘Ehree had been
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trained iﬁ Britain,‘while the other was trained in British ,
Columbia. These training experiences are reflected in the
ideas stressed by the individual psychiatrists concerr€d.
British psychiatry has long been dominated by an organic
approach to treatment but in the United States, as Clare
(1976:67) points out, both psychoanalysis and somatically
‘based clinical psychiatry have been predominant. Canadian
psychiatry in so far as it emphasises an eclectic approach
would seem to be more like the American model than the
British. The training requirements for Canadian psychiat—
rists inclﬁde experience in general hospital psychiatry,
in outpatient community care) in psychosomatic medicine,
as well as in neurology. It is also required that the
trainees work in a hospital caring for psychotic patients
and in facilities dealing with children, adolescents and
the mentally retarded. The learning of long term methods
of therapy in dealing with psychotiés is also emphasised.l

For those psychiatrists trained outside Canada, it
is generally necessary that they sit the Canadian examinations
before being allowed to practice in Canada. This require-
ment is waived in the case of Government employees. Never-
theless, all three psychiatrists trained in Britain and
working in Crease, had obtained Canadian Certification by

the time I finished my field work.

1. cf. The Royal College of Physicians and Surgeons of
Canada. Speclality Trailning Requirements in the Medical
and Laboratory Specialities, 1975.
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Dr. Treadwell after completing his residence, worked
for nine years before coming to Canada in 1969. Since that
time he worked at Riverview. Dr. Langton completed his
training in 1973, when he came to Canada and worked in a
general hospital for two years before commeﬁcing employment
in Riverview. Dr. Smith had worked in Riverview since
1968, after completing his psychiatric training in England.
Dr. James was the only psychiatrist interviewed to have
been trained in British Columbia and completed his training
in 1973. |

Each ward had an 'official definition' which had been
decided on bx the hospital administration. For example
East 4 was "open admitting", West 3 was "open intermediate"”
and West 4 was "open continued care", later becoming '
"closed admitting". The type of treatment and care con-
sidered appropriate by the administration for each ward
was defined by these titles. The four psychiatrists work-
ing in the acute wards played an important role iﬁ rédefin—
ing these specific ward orientatiéns and the type of treét—
ment admiﬁistered. These psychiatrists were interviewed
after East 4 had been closed and while the Clinic was in
the process of chanée. The psychiatrists defined the wards

enerally in terms of the type of patients housed thefein,

and specifically in terms of the patients allocated to

them.
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Dr. Treadwell: . . . primarily the patients
who are in West 4 are acutely sick and when
they come from outside they are acutely.sick
and you have to immediately get them into
some active treatment. By that I mean you
could have somebody who's tearing the place
apart the first time you see him you have

to do something. 1It's an emergency thing

to start with.

The patients on West 3 on the other hand were seen as
more manageable and in the psychiatrists' view, more amen-

able to treatment.

Dr. Langton: The patients in Riverview as

a whole are psychotic, not neurotic types

or personality disorders, so that pretty
much confines what you are going to do ...
the -difference between West 4 and West 3
would be in the degree of disturbance and

in the degree of disorganisation, so again.
the emphasis would be, between the two

wards would be in the proportions of medica-
tion related to the degree of disturbance . .
. the other psychological based therapies,
0.T., R.T., rehabilitation and so forth

will be introduced at a certain point,

which is the point of suitability of im-
provement, in West 3 where we think they

can respond to treatment.

Dr. Smith agreed entirely with this definition of the

different functions of the two wards.

Dr. Smith: When they first come in they end

up in West 4 and that's when I make a diagnosis,
because without this I wouldn't know which
medication to use . ., . because most patients
are psychotic . . . and up there on West 4 I
would be talking more about symptoms and then
down here (West 3) they can get down to talking
on a wavelength, communicating.
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On the other hand Dr. James admitted to no difference
between the two acute wards. When asked, "is there any
difference in what you do in this ward (West 3) and West

42", he replied:

No it is exactly the same. It's just
a matter of one being a closed ward and
one being an open one.

Nevertheless there was general agreement (over the
nature of the patients in the acute wards) and this was
shared by the nurses and was reflected at the conference.

As Dr. James stated:

Now Riverview Hospital has come to be

known as the setting that can handle

effectively the violent, the aggressive,
- the really psychotic and in fact all of

the general hospitals have given us

that role . . . so that shows how we are

used. ‘

Dr. Smith: I think the types of patients
we are getting would be the so called
severely disabled patients - patients who
the other hospitals couldn't handle.

This was considered desirable by some of the psychiat-

rists but undesirable by others because of certain perceived

problems. The major problem seemed to be in terms of man-

i

I
power, as was emphasised by the hospital's Medical Director.

We're in a kind of a bind in that the
college has . . . I think they are setting
incredibly high-standards, and I don't
think there are enough psychiatrists.
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Some of the ward psychiatrists voiced the same com-
plaint. Dr. Treadwell saw this problém as one which af-
fected his everyday work, and as a result, the effective

treatment and care of his patients.

Well one thing is the number of patients
a doctor has to deal with, to look after,
you just cannot do everything you want to
do when you have admissions coming in.
They just walk into the office and you
have a new admission. So that day is
ruined, whatever you had planned for the
day is gone and you find that you told

a patient that you were going to see him
tomorrow morning and you find you can't.

There was some support however for limiting the types
of patients admitted to Crease. Riverview's newly defined
role was seen as advantageous by the organically oriented

- psychiatrists.

Dr. Langton: I beélieve that people who

are neurotic need not be treated by medically
trained people. I firmly believe that we
should concentrate our efforts. We have

a manpower shortage and if we diffuse our
efforts to every human problem under the

sun, we end up being very inefficient.

So we should just concentrate on one small
area where we can make good use of our
training. '

This in tuya relates to the problems and issues involved
in the Communit§ Hea%hé programmes, and the expanding field
of psychiatry, which was discusSsed in the last chapter.

One psychiatrist -@&mphasised the undesirability of this

situation.
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Dr. Smith: I think psychiatrists have
- been assuming too much responsibility

for the society. Some of us have been
making fantastic claims about what we

can do, we promise but we don't deliver . . -

. We can't prevent crime or drug ad- G o
diction or alcoholism . . .?*I'm quite U )

upset about the guy who received a dife

sentence last week for kidnapfing and

raping this young girl and he was sent .

for treatment . . . because some

psychiatrists say he has a 50/50 chance

of responding. In fact why can't they

say they don't know, instead of a 50/50

chance. In fact we have been toco pat-

ronising towards people, tried to take
-responsibility, so that when people get- -

into trouble, they say it's not my

responsibility, it's my illness, I'll

see my shrink.

Quite the contrary point of view was advanced by Dr.
James. He supported the idea of widespread community care,
and considered that all human problems could at least be

helped by the psychiatric profession.

We can only treat them right now (alcoholics)
on the grounds that they .are dangerous

to themselves or grossly disturbed. I
have many cases on record of problems with
alcoholics or even glue sniffing, where

we feel very powerless. My personal
inclination is that these people cannot
look after themselves very well and they
pose problems to all members of society
and I don't see anything wrong in getting
them to receive treatment.

The other major problem in limiting the admissions to
Crease on a secondary referral basis was what was termed the

'revolving door syndrome'. The process involved admitting a
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patient, who stayed for a few weeks, was then discharged,

and then was readmitted sometime later. This was recognised

as a continual prbcess for m%ﬁy‘of>the patients. It was
however seen. as inevitable, and not simply a result of

. ‘ s
the redefining of Riverview's role. This was a process

‘which had been ongoing for several years and is generally
recognised as a problem in institutional psychiatry, and
not simply one which was- peculiar to Riverview. With the
growth of outpatient facilities and acute psychiatric
wards in the Vancouver area, however, this phenomenon was
aggravated in Crease. These other facilities were admitting
acute short-stay patients only, and were referring to
Riverview, all patients who  could not be dealt with or
who were in the process of becoming part of the 'revolving
door syndrome'.

Dr. James: I would say that the stay

(in Crease) on average, is longer than

in the acute general hospital and that

is why the general hospitals send their

patients to us, because somehow their

construct is such that they cannot ac- -

commodate a patient beyond say four weeks.

Most of them see four weeks as a sort of

cut off point and somehow they are under

pressure to get rid of the patient and so

we .can provide for longer than four

weeks.

Reactions to this phenomenon varied, both among

psychiatrists and nurses. We shall see in Chapter V that
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some of the nursing staff considered this much more of ‘a

o ‘}ﬁ\ .

i

problem for their everyday work than did the psychiatrists

in general. The psychiatristé at least did not admit to
this being a éfpblem for their professional work, or for
their role definitions, although they were in a rélatively
advantageous position compared to the nurses in that they
could alwayslretreat behind professional detachment. Some
“of the nursing staff adopted a similar solution to the
perceivea problem. While disillusionment dn the part of
the psychiatrists was not expressed overtly, it may be fhat
this was reflected in other ways. A number of the psychiat-
rists working in Crease were part time, and were increasingly
taking other part time positions in community psychiatric
facilities. It could be that thisvwas a result of a desire
on the part of the psychiatrists to see clear reéults in
terms of treatment and discharge into ﬁhe ggmmunity. In -
general however, those psychiatrists had éationalised the
'revolving door' phenomenon. .In Dr. Smith's words:///’\\

( .

Let's face it. 1In medicine, in any branch
you cannot guarantee curé. People will re-
lapse, be it diabetis or heart disease. I

can see only a few specialities where there

is real -cure - in obstetrics or perhaps
orthopaedics. I would say it depends on

one's expectations. With many of my patients
I would say even if they manage to stay out
eight months a year and manage to function
reasonably well and they are feeling reason-
ably comfortable with themselves, happy with
what they do and.relate to people of their
own choice and having them come back to us for
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a month or two because of a relapse, I. .
would say that's an achievement. It's
much better than having to keep a patient
here for years and years without letting
the person go because of the possibility
a person might relapse. I don't call

- this a problem, after all we do .thrive on

problems. \_?

On average the length of stay in Crease for .a patient
was estimated to be six to eight weeks, although there
was extreme variation from this. It was recognised that
certain patients required extended treatment and could
not be discharged within this period. This was the real-
isation which prompted plans to open East 2 as an extended
care ward.. Dr. James recognised this situation.

I have a porftion who would go out in

two to three weeks, then there are some
who would go out in six weeks, but there
are those who have long standing-problems,
the tough ones and they have stayed up

to seven months. . . It's proportional

to the severity of the illness.

In general the psychiatrists seemed to‘accept that even
if a patient was discharged within a few weeks, there was an
extremely high chance that he would be readmitted. Never=-
theless this did not seem to result in disillusionment on
the part of the psychiatrists and it did not lead to any
questioning of their beliefs in the efficacy of psychiatric

treatment or of their own roles as healers. As was mentioned

previously, psychiatrists adapt to the evervdav work situation

e
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‘and-define their roles on the basis of the possibilities

imposed by the insti@utiénai structure and by the types

- ,0f pattents being treated.

»

Dr. Treadwell: We do see them coming
back, it is a revolving door thing. You B
do what you can do -~ send them out and '
sometimes they have follow ups. In ~
fact we have’all the teams active in
Vancouver, and the chances are good that
they will be looked after and maybe

kept out of hospital, but in spite of

the best intentions, people do come

back. We keep seeing the same patients
over and over again, with a few new
admissions.

Within the limitations of psycﬁiatric treatment and
knowledge this doctor accepted the problems of constant
readmissions and in fact emphasised certain beneficial as-
pects of the situation - knowledge of the patient's
previous history was seen as time saving if not conducive
to an effective treatment situation.

Dr. Treadwell: . . . schizophrenia is a
recurring type of illness and any kind of
stress might precipitate another relapse
and they're going to have to come back,
you have to take that into consideration.
Besides if they've returned, the nurses know
already . . . s6 everybody knows what's
needed. ‘

Only one of the psychiatrists placed the blame else-

where for the high return phenomenon and this was with the

community outside. Dr. James was perhaps the most confident
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of the psychiatrists in his therépeutié~approach and in

his abilitw to deal with pétients:

As” far as my personal approach is con- : 3
cerned, my return rate is pretty low.
I get these things under control from
- ! ‘ " the start . . . the legal system, the
. family system and medication . % . so
. most of the problems can he dealt with
' in the follow-up setting. Nevertheless
there are return rates and they return
usually because the system breaks down *
. « . There's a continuity of care, I
know the patients well. Sometimes it
breaks down because of lack of support
from the family, usually an overprotective
mother, or no family.

The psychiatrists wofking in the acute wards then,
shared rather similar definitions of the ward situation
and of the patients housed fherein. For the most part they‘
also had rationalised the problems encountered in treéting
these patients. Despite'these common dnderstandings as
will be seen, each psyéhiatrist subscribed to different

psychiatric orientations and modes of treatment in the

same wards.

Role Definitions and Psychiatric Ideologies

<

§

L ) The realisation that Riverview was admitting mainly'’

psychotic patients did not seem to be a dilemma for the
. e

psychiatrists, as far as treatment wés concerned. This

was much more of a preoccupation for some of the nursing



=
(=]
—

N

[

staff. This was probably due.-in part to the fact that L_
?éyéﬁié£ri§ts' roles were quite clegrly defined by them-
aselves,'by'theradministration and by the other therapists.
.As was mentioned in fhe preﬁibus chépter, psychfatrists

in the practical hospital setting are not always concéghed

with causes of mental .illness, but are rather more preoc-

cupied with tféatment. This was exemplified in statements
by. two of these psychiatrists. ‘

Dr. Smith: 1It's nice to say that one
not only treats mental i¥Pness but one
should prevent illness. But let's be
frank, in psychiatry we do not know
the aetiology of ‘a lot of. the psychia-
. : tric illnesses and un}ess we know what

- ' the real causes .are, “1t's purely.academic
.. - to talk about prevention, so I'm studying
"+ at the other end - symptom oriented. '

Dr. James: You 'move on to a one to one
basis once they become accessible, but
the :main thing always at the back of
*your mind is you want to get this,
° patient on his own two feet-as*soon as o
. possikle and then get him out to .treat- =
ment on the outside, follow-up. So it
.doesn't give you much time to get a
'long programme, you know, planned,
investigative therapy, you have to do <
that, look into their backgrounds, but L
at’a minimal.’ - ' -~

. Dr. Tréadwéll\was the only psychiatrist interviewed .
:who would discuss. the aetiology of mental illness, but he
~ # ~ - *

2 . .
.did not indicate that he adhered strongly to any particular

theory.
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Toe

I don't know what causes psychoses. The
evidence points to genetic, biochemical

=  origin, but that doesn't mean environ-
o mental stress cannot trigger off abnor-
+ malities. My belief is that for the

" commoh problems we deal with here, such
! as schizophrenia, there might be some
T environmental cause. By environmental
: ’I mean not just psychological, it could
’ +» be an inféction, some systemic disease,
) . but T would think that a person has to
g be: génetically vulnerable to develop’
sw¢h illness.

-

i (‘ . R .
.« TPhe simple definition of-patients as 'psychotic' or
s T <, ' i v A
"unmahageab£¢'~ﬁow$ver, does not adequately explain dif-

\fe}ences fﬂ‘atﬁitudes to therapy itself. Each psychiatrist

[} “ » N
had specific-ideds, 6 as to how treatment should be carried

out and how patients should be dealt with. While each

subscribed to’a éarﬁicular psychiatric ideology, chemo-
. » hd
therapy' is Oneaof.the.predominant modes of treatment in

institutional péychiatry today, and in general all the

psychiatrists°agreed that this was so in Crease.

Dr. Treadwell: . . . You have to use
medication and so on until they settle
down and once’ they become more accessible
there's a few other things you can do.
But the medication is the main thing in
these wards, in this-hospital.

~.Dr. Langton: ¢ . . the occasional patient
does not respond to certain medication and
you try a whole range of medications, and
they're acutely disturbed and we find
that they're not responding getting worse,
then maybe with that kind of patient the
process will have to shift from medication
to psychological treatment, even though
they're psyechotically ill.
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Dr. Langton seemed to imply that other treatments would i
{

be of secondary consideration. Dr: Smith was even more

emphatic in his suppor£ for chemotherapy. .

Because most patients are psychotic and

I firmly believe that one of the most

important treatments during the psychotic

phase is medication . . . As for the

other aspects, I don't know whether they

should belong to psychiatry or not, the

aspects regarding health, growth maturity

and so on. I really think these are ///f“\\

beyond my realm. . ’

‘ 7%47%

N

Alfhough it is difficult tovgeneralise on the basis of
this sample, it would seem that despite the additional
training and %he practical experience obtained byvthe three
non-Canadian %rained pgychiatristé, they still to é certain

extent reflected their original British orientation to
\
psychiatry. As Dr. Smith agreed: ' \\\\:}

Training does have some bearing. My
training was primarily medicallv oriented
organic approach. That would be the

trend in England. Here it's you might
say, more dynamic, more psychological
really, with emphasis on the intrapersonal
rather than the biochemical \perspective.

I suppose I try to approach\the person,

I still call my approach a nedical model,
because I'm primarily a physician first.

I'm more disease oriented . . . Frankly
I cannot define what health is. I treat
symptoms.

On the other hand the locallv trained psychiatrist

emphasised that he used chemotherapy in conjunction with



other therapies, -and that the former was not necessarily
T predominant.
., Dr. James: We have a moderate propor-
7 tion of psychoanalytic ideas and also

social manipulation and medical treat-

ment, that is the standard thing. . I

am certainly using an eclectic approach

- social manipulation, family inter- -

vention and proper use of chemical

medication.

He was not alone in his use of therapies other than
drug treatment. Despite the'general‘emphasis on chemotherapy
and a common‘fecognition that this was particularly useful
in. the situation in Crease, where acutely disturbed, often
violent patients were admitted, other therapeutic approaches
were recommended by all the psychiatrists. They all empha- -
sised the need for personal contact with the patients, al-
'though time limitations and a high patient count prevented
the psychiatrists from devoting their entire working day
to this. 1In general, when they were not at ward rounds,
or in meetings, it was possible for the patients to effectively
request a consultation during the time their psychiatrists
were on duty on the particular ward. All the psychiatrists
accepted that some sort of psychotherapy could be effective
once the patient had passed through the initial 'settling
1

in' period, but there was no consensus as to how long

this period was. In practice it depended on the individual
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patient and the nurses'and psychiatrists' perception of

his illness.

L,

Dr. Smith: When a patient is very
sick in the acute phase there's no
point trying to talk to him, to take
him to a community meeting and make
him sit there. and be bombarded with \\\
all these stimuli, because I think

at this stage, the poor patient cannot
simply handle all these excessive
stimuli. I think the patient should
be left alone .at this stage and con-
centrate on the medical aspect of
treatment.

The other psychiatrists, less oriented to chemotherapy
than Dr. Smith, emphasised the need to start oﬁ some

sort of psychotherapy as soon as possible.

Dr. Treadwell: I think even in West
4 after a few days, the patients become
more accessible and then you can start

on one-to-ones.

Dr. Langton: It's all psychology in a

way, from the first time you meet a
patient, so even if you are concentrating
on adjusting medication, your interaction
is all important. There's no point in
tranquillising them into a stupor and
hoping that will get rid of the illness . .
. Most patients are regressed in their
development, so that interaction is all
important.

Dr. James: It's right from the beginning,
that's my approach. My orientation is

that I emphasise strongly the achieving

of goals for the clients which are consist-
ent with the social expectations.

g .
13

\.»a%
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Nevertheless each psychiatrist had én individual ap-
proach when it came to‘therapy itself. Even Dr. Smith,
-despite his orientation to a somatic psychiatric ideology,
considered fhat his role went béyond simply prescribing

medicine.
| AN ,

Dr. Smith: After yvo ve to deal with
the psychological .é::%qkt this stage
you should talk to tIte patient about _ J
their attitudes to their illness, what-
ever negative feelings they have, en-
courage them to talk about it. It may
in itself help the person feel relieved,
repair the psychological damage. So by
a medical model, I mean the total person.
At different stages of the illness we

emphasise different aspects of the
problem. :

L.

Doctors Treadwell and Langton had similar orientations
at this stage of the patient's illness, despite the fact
that they emphasised different approaches to treatment when

the patient was first admitted.

Dr. Treadwell: Usually at ward rounds
. we are at the second stage of the. treat-
ment.Most of the patients at ward reounds
are in a state where they can communicate {
with people and this is the point where '
we try to exploit the communication and
try to do something about the personal
and intrapersonal.

Dr. Langton: I give them time though to
talk about their conflicts, their present
state family history, what can be dealt
with, these are the usual concerns. That
is going on all the time and you shift to
spending more time concerned with these



things. When the patient becomes more
organised you are able to establish a
rapport and dealing with the effects of
the psychotic illness, so their depres-
sion, their anger, shame, guilt, social
stigma.

The patients' family backgrounds were recognised as
important by the psychiatrists for supportive therapy after

discharge, although it was also realised that the familv

cguld possibly have been a contributory factor to the
llness in the first place. Dr. Smith discussed this, -
although he did not consider that family therapy waé part

of his therapeutic role. .

In most cases the family will need reas-
surance but very often pathological rela-
tionships have been established and you
have to do something about that . . . I
myself am not trained as a family thera-
pist. I would refer the patient in this
case to somebody who was trained in family
therapy. I only assume responsibility in
those areas I feel competent to deal with.

Dr. James, on the other hand, saw the family situation
as part of the therapeutic process, and was concerned to
involve this as much as possible in the patients' treat-
ment and rehabilitation.

I rely substantially on family support

and in most cases I think in my experience
about 95 percent of the cases, I am able
to obtain family support because I think

that is the expectation of most of the
people involved with the clients.

A
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Each of the fherapeutic approaches was not directly

based on any one psychotherapeutic model. 1In the previous .

chapter we indicated that institutional psychiatris

usually work with eclectic or nonspecific models. WHat

they did have in common, other than a dominant emphasis

.on chemdtherapy, was a# approach which emphasised the need

for the patients to discuss their problems, to communicéte
with the various therapists. Dr. James however, had a
more coherent approéch, and hag developed a particular
model which was base§ partly og:fz?erience, and partly on
his training. Moreover, he saw himself as playing the
major therapeutic role in relation»to the patients. 1In Lﬁgb
essence there were specific responses and results which

he aimed at in treating all his patients.

Dr. James: I understand that before that
some therapists did not share the view as
I do as far as achieving the goals of
treatment, because I understand that the
other people believe in the individual
freedom, freedom and achieving a person's
potential. I feel at the moment I don't
belong to the majority, but these ideas
are gaining more support now. In the
past psychiatric training has been influ-
enced by the Carl Rogers type approach -
client centred therapy . . . My orienta-
tion is that I emphasise strongly the
achieving gaaigkfor the clients which. are
consistent Wwith social expectations . . .
a person should be responsible in terms
of his behaviour . . . I try my hardest to
achieve that. That's what I aim for

and how I approach my patients.
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All of the psychiatrists working in the acute areas
had'a variety of patients with different diagnoses. Dr.
James was Cﬁinese’and dealt mainly w;th Chinese patients. -
He conside;ed this to be a great advantage in treating
these patients. |

I think this is one area where I can
give better service than others who do
not speak the language.

Dr. James was able to put into practice the ideology,
he subscribed to partly because he worked part time at
Riverview and part time in community care, where he dealt’
with the Chihese community. He_Was therefqre able to N
involve family therapy, and direct rehabilitation towards.
specific ends. ‘At the same time he could aiso be directly
~involved in t»e post hospital care of his patients and
tried to ensure continuity in this way.' _

It was generaliy ;ecognised that’ any in depth psycho-
therapy was impossible, given the constraints of the
institutional setting, the types offpaﬁients and the common
desire to discharge the patients as quickly as possible}

Dr. Langton: BRecause of the nature of our

_ clientele, we are dealing with the most
demanding, most aggressive and most sick
population and because of this the psycho-
analytic approach and in depth psychotherapy

in this setting appears to have very limited
use.

™,

\



Dr. Treadwell: I feel our main job is to
get people out of the acute phase and back
into the community within a very short )
period of time. Any ward like West 4,

I don't think group therapy would work,

7 because you have such a mixture of
patients, of their needs, and group
therapy takes time and you just can't get
into the meat of it, and it's a regular
thing, meet twice a week for months
and you don't have that sort of time.

The psychotherapy adhered to by the psychiatriéts in
Crease then, would éeem generally to involve a combina-
tion of the various approaches discussed in the previous
chabter. (cf. Frénk, 196la; Rogers, 1961; Ackerman, 1961) i
Despite this, the psychiétrists interviewed represented
quite divergent ideological approachés, with Dr; Smith at

the organic end of a thtinuum, and Dr. James at the

psychotherapeutic end.

The Psychi;trists at Work ' .

All the psychiatrists, no matter how they defined

their roles as therapists, or which psychiatric idéologyv 
they subscribed to, tended to remain professionally de-

tached from the patients in the treatment situation. It

x

__(was argued in the last chapter that the ‘essential element

of the healing process is the subjugation of the patient

to the therapist. The psychiatrist is fully confident that
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if the patient acts out his role in éhe required manner,
and if he follmws his instructions, an effective treat-
ment situation will develop. The essential element is the
psychiatrist's confidence, which he has gaiﬁed through
experience and training, in his ability to make judgements
and prescrﬁbe what is begt for the patients. This was
easigy recognised in most of the interaction situations
. which I observed between péychiatriSts and patients. Most
of these took place at ward rounds, where it was possible
to observe all the therapists tégether with éhe patients.
The'most conépicuous factor in the psychiatrists'
behavioﬁf la& in:theirkdétachment and their confidence.
At one ward round I observéd Dr. Langton, in the presence
of three nurses and the occupational therapist, discuss a
particular patient who was also present. Dr. Langton
presented a detailed history of the patient and prevented
anyone else in the room'fromvexpressing an‘opinion.‘ The
patient at one point asked, "Am I well now?" Dr. Langton
responded: "No,, not yet, when I say so , I'll tell you
when you're ready ." His confidence in his therapeutic ap-
proach was obvious when a nurse asked of him: "What
good can drugs do when her problem has been no discipliﬁe?"
He admitted that there was such a problem, but then dis-
missed it as unimportant énd continued his monologue con-

cerning the patient's illness.
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A similar‘siguation arose at other ward rounds. Dr.
James wa51¢onduéting the rounds, and one patient, described
as "paranoid-schizophrenic" was preséent. Dr. James asked
the patient if he knew he was sick. The patient responded:
"I feel ill now, since the shock treatment," Then Dr. James
asked: "You mean you felt'wellvbefore?", and the patient
responded positively. The psychia£fisththeh ended his
conversation with the patient and turned to the nurses and

the social worker saying; o

You see that's typical of awparanéid—
schizophrenic, they just won't accep
that anything's wrong. 5

Problems did occasionally arise ﬁowever. Another ward
round meeting involved Dr. James and a patient with whom
he was having therapeutic difficulties. Apparently tﬂey
'had tried a few approaches and haa been unsuccessful. As
a last resort Dr. James had requested that a behavioural

psychologist attend the meeting to give some advice.

Dr. James: I'm considering aversive
therapy and that's why I've asked Mr.
Miller to come. This patient's

history involves glue sniffing, de-
linquent behaviour. He seems to have
become habituated to glue sniffing,

set fire to his legs, and had to have

one amputated. The patient seems to

be quite willing, (to receive aversive
therapy), he says he wants to kick

the habit. He's not a psychotic, he's
not schizophrenic, but from glue sniffing,



he 'seems to display some psychotic be-

haviour. -

The psyéhologist considered that aversive therapy would

not be successful, and explained his reasons to Dr. James.\//
Dr. James was then in the uncomfortable position after

having admitted defeat and requesting external help, of \\\\\
having to recommend further chémotherapy and psychother-

apy- This type of situation however, was unusual. Generally
the psychiatrists beliebea, or at least acted as if they
believed, entirely in their therapeutic effectiveness.

The psychiatrists were also confident that the patients
wanted the treatment administered to them. This was part- -
icularly obvious when they were defending theuphysical
therapies.

E'Y
Dr. Langton: I ask a patient who has
been a manic depressive how he felt before
and after he was given medication, most
patients want medication. Some don't
because they prefer the slightly euphoric
level, but again the degree of disability
can be so great. :

Electroconvulsive therapy was th% other main physical'
treatment used in Crease Clinic, although unlike chemo-
therapy, it was not given as a Jeneral matter of
course. Certain factors were taken into consideration

before it was recommended. The psychiatrists were fully

aware of all the adverse publicity given to this type of
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treatment and , to a certain extent felt pressured tol

~justify its use. - ’ } o

Dr. Langton: We have to choose care-

fully -though. The use of it has de- ‘ .
clined though. We are in&lined to use

more sophisticated psychological treat-

ments. We had a patient who wanted it,

when the indications were well she had

schizophrenia with a strong depressive - / .o
component and she had been treated : .

“ before. -In spite of the discovery that _ S s
she had a slight cardiovascular problem
~ , which we told her about and we discussed

it with her husband. So lots of people

do want it. 1It's not a matter of saying
that they should have it, or must have it,
it's use is declining, but I- hope not !
completely, some people do benefit.

% .
The psychiatrists then, in their behaviour.at ward

rounds and in their ‘discussions of the patients, demon-

o

strated confidence in their knowledge énaxabiiities. -They
made diagnoses, prescribed treatment, and whilé{they took
reports from the Sther therapists, their status poéitions
and their actions were reinforced<by‘theif’béliefs-iﬁ . L :
psychiatry and their subscription torparpiculér‘ideolbgies,f
and therapeutic approaches. ‘;.?, ‘ A

It can be argued, and this was voi?ed.by‘some:of £ﬁe .
nurses, that'psychidtfists, because of their profeséioﬂal
detachment, and because of the fact that they Qére not with

the patients particularly frequently, ‘were not alwéys

therapeutically effective. On the other hand, many: of )

> MR
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the,surses themselves adopted similér role definitions and
work styles. 7

Another factor which could contribute to therspeutic ﬁ%
ineffectiveness on the part. of the psychiatrists is that' r
they were of a higher social class than the patients. In
addition in Crease; the psychiatrists and the patients.were
of different ethnic bcckgrounds. While psychiatrists do
see detachment as necessary in the therapeutic situation
and they are certaigiz/trained in this way, these class
and ethnic factors may have counteracted therapeutic ef-
fectiveness, given that a basic understanding of the

patients'lpsychological and social problems in an essential

requirement for treatment. ,
: , -

Pal
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{ . Chapter V

o

THE NURSES: TREATMENT AND CARE ON THE WARDS

Definitions of the Therapeutic Situation

The nursing staff in Crease Clinic had entered psychia-
tric nursing by various routes; some had been trained in
Riverview, and some elsewhere in Canada and of those nurses
interviewed, thirteen had been trained in Britain. Some
had had experience in general’nursing, psychiatric nursing
or bofh; others had héd:exbérience in the éfison‘system,
other government agencies and.psychiatfic facilities and
some had been trained in Riverview and had been employed
there ever since. Their experience in psychiatric nursing
raﬁged in length from six months.to 25 vyears.

The training school at Riverview closed in 1972, the
first graduates having completed in 1932 - 1933. This had
. been a three year course, with experience divided between

Riverview, Valleyview and Woodlands. Since 1972 the train-
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ing of psychiatric nurses has taken place at B.C.I.T. which
offers a two year, largely theoretical course. This was a
topic of considerable debate among the nurses trained in
practically oriented hospital schools, as was the subject
of nurses trained in Britain.

The nursing staff were employed on the wards for‘most
of the working day. -They observed the patients' everyday
lives, noted changes in their behéviour and attitﬁdes,
decided the daily activities, and for all practical purposes,
ran the ward system. The nursing staff's attitudes then
>were probably of major importance in influencing the every
day world :;/Ehé/wards, and in the last analysis, the treat-
ment and c>re of the patients.r

The charge nurses had the responsibility of designing,
however loose&ly,a ward philosophy and were in a position,
along with the psychiatrists, to introduce certain practices
into the ward situation. When Charge Nurse Sangster was
first interviewed she was working in East 4, whiéh‘was of-
ficially defined as an “open admitting ward®. She did not
completely agree with this title, but like the psychiatr-
ists, éhe based her de%inition on the types of patients
who were being admitted rather than on any ideal of Qhat
the ward should be.

Nurse Sangster: This is no longer an acute
area as such. It's not been that for a while.



b
N

We haven't any patients who are strictly
neurotic. I don't think we'd know how

to deal with them. We have rea)ly complex
people, who're really .very sick/, anti- '
social, the whole thing. You know out

of about ten admissions, I only have to
introduce myself to about two, and maybe
even they have been in the hospital but
not in this ward before. ’

She did not see that the function of the ward was im-
mediate acute or intensive care, but rather she emphasised

the rehabilitative aspect of the ward.

We're trying to involve the patieénts in
their own future. First of all a lot of
them have just nowhere to go and no-one,
so there's nothing, so the remotivation
and rehabilitation is a big job. When

we find a little spot of interest, we try
to go into develop that way of thinking,
looking at the outside.

Another nurse in East 4 emphasised similar perceptions
of the ward situation. The 'revolving door" syndrome was

an obvious aspect of the everyday perception of the patients

N

and of the definitions-of the therapeutic situnation.

Nurse Callaghan: The type of patient has
not changed over the past -three years since
the community care teams took over. We
only get the ones they can't cope with.
People are sometimes that sick that we can't
really copge. We use psychotherapy, milieu
and’chemotﬁerapy. We involve ourselves in
groups, when the patient types lend them-
selves to it. A lot of effort and time is
spent on encouraging them to keep what in-
dependence tQEY have, it's always a hellish
shock when they get outside.

)
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These comments were made at a time when it was known
that East 4 was to be closed, and to a certain extent théy
reflected disillusionment with the ward and its definition
as an acute admitting unit. The realisation that the
hospital was no longer receiving acute 'neurotic' patients
resulted in certain problems for the nursing staff, both
in definihg the therapeutic situation and in defining fheir
roles. Like the.psychiatrists however, the benefits of
this situation were recognised by the nursing staff, or at
least they had come to rationalise the problems to a

»

certain extent.

Charge Nurse Sangster: But most of the
people they keep on coming back. Well

it makes it easier in other ways, you
know what kind of behaviour to expect . and
they stop acting up once they get here.
That's what they wanted, was to get here,
and they might keep it up for a couple

of weeks and then a lot of them give up.

At the same time, West 4, which was to incorporate
the patients and staff from East 4, was defined as an
"intermediate care ward". Charge Nurse Walsh described it
as;

Two wards, there's West 4 and %.C.U.

They have always functioned autonomously

as two areas rather than two sections to

one main- thing, West 4 is described as

being intermediate care, people are not

long term, but they are not short term.
There are some problems in that they require

—
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- longer to get them back into the com-
munity. I.C.U. functions as an intensive
care for psychiatric emergency.

When questioned about his ward philosophy however,
his ideas did not accord so closely with the official goals =
and definitions of the ward. The objectives as they had

been previously designed for the ward stated that West 4

was to;

provide intermediary psychiatric care
for all referred patients in Vancouver's
psychiatric services who are over the
acute phase but require longer term ,
treatment than the acute areas can pro-
vide. Emphasis is placed on rehabilitation
and remotivation. Secondly to pxovide a

. . . Q
period of assessment of each patient upon
transfer to the ward so that he can be
placed in the various ward and hospital
programmes geared to meet his needs and
to provide specific nursing programmes
designed to remotivate from the level
of dependency to the highest level of
functioning in preparation for discharge . . .

Charge Nurse Walsh, however, considered that .this was
merely a vague statement, manufactured by the administration,

butﬁgad no real meaning or practical guidelines.

That doesn't mean a damned thing, so
that's what's written and prescribed.
It's not an operational thing, it's
simply a statement. The ward at this
paint does not have what's considered
to be a system of care. We talk about
a team and team nursing but we don't
have it.” It's more or less a free-
‘for-all, functional nursing type of
approach.
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Other nurses on the same ward agreed with the Charge's

definition and recognised similar problems.

Nurse Phillips: Most \of,them are a

bit chronic. They tr} get them out

of hospital to boardj homes and things—..,
« « o There are too many theories and
ideas, nothing specific here . . . To

make it functional you really require
something consistent.

Nurse Lawless: It depends who's on.

There's not enough direction. 1It's teo

lax. No way I can function like that.

For West 4 at this time, a large part of,ﬁhe problem

for the staff related to patient types, staff shortages,
lack of organisation, and the impending changes. While these
were matters for frequent complaint; which I heard from a
variety of people in different situations the entire time
I was doing the field Work,-they did seem to pertain part-
icularly to West 4, both before and after reorganisation.
Before the chanée the patient types actually were becoming
increasingly 'chronic'; they were patients who stayed for
several weekigigiﬂgg§e part of the 'revolving dobr' phenomenon.
Yet the official definition of the ward situation forced
the nursing staff into considéringﬁfreatment in terms of

¢

rehabilitation and early discharge.

Charge Nurse Walsh: We have very little
sort of psychodynamic sort of treatment.
Most of our people are severely psychotic
with a longstanding history of illness. . .

S



we base our programme more on why the
person is in hospital. One does not
come "into hospital because you're
mentally ill, you come in because of
very specific things that happen. You
are either doing things in the commun-
ity which brought you to the attention e
of the police, or your neighbours, or
you subjectively felt you weren't
coping. Some of these things are the
things we try to look at.

%yﬁse Lang agreed with the charge nurse, but she em-~
By ' o .
phasised the necessity for teaching basic skills, and not

involvement with the patients’ deeper psychological broblems.

Most of our patients have .a great deal
of problems with loneliness. They tend
number one to isolate themselves and
live in their own fantasy world. So
really it's geared to kind of social
skills /fthygiene and it's a requirement
to co in .this way, our society is
obsessed with hygiene and in this way,
you can socialise them. I kind of feel
that if a person, that is there are
many things that can be done with them
and we try to get to that. Again there
are too many patients for the staff to
cope with.

If West 4 was lacking in direction at this point, the
Intensive Care Unit was not. The ward definition and the
goals were quite speéific, and were recognised by the
majority of the staff. These goals and definitions, which
were discussed at the conference, were to become those of

the new restructured West 4.
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Nurse Todd: This is where the action is . . |
In some cases it's a worthwhile endeavour. It
. has advantages for certain patients. . . You
can feel as if you might be accomplishing
something . . .-I've always gone along with
“the idea of a locked ward, chemical strait-
jackets, no. We have a type of a team here.
Like today, I'm the team leader. It can get
pretty high in here. .

Nurse Bean: The worst part of I.C.U. is the
tension, if some guy's about to blow his
top. Sometimes they like it in I.C.U. they
don't know until they come. They come and
they find it quiet and secure and they get a
lot of attention, with planned therapy.

At this time West 3 had the broadest range of definitions
of the ward situation among the nursing staff, and the

charge nurse did not admit to subscribing to.any specific

therapeutic ideals.

~

Charge Nurse Russell: We don't have a ward K
philosophy. We have objectives on the
. delivery of care. . . We have such a broad

spectrum of patients. We start off with

the assumption that the patients are acutely
ill. They are usually disturbed and very
dependent, and we've got to move to letting
them be independent. We're not always
striving for complete independence.

Some of the other nurses held much clearer, more crystal-

ised, defintions of the therapeutic“situation in West 3.

Nurse Bacon: West 3 is sort of straight-
forward. 1It's a more active ward and more
responsive patients. West 4 was more slow.
The proceedures here are quite straight-
forward and up to date. This ward is really
psychological problems. -
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Nurse Henderson: I think the polictes of
this ward are carried out well. I think .
pretty well everyone helps the patients

make decisions. It's an acute ward, not

a physical. But it's very necessary. to be —
aware of the patients and their moods.

:On West 3, however,; Nurse Benish placed more emphasis
on the physical aspects of patient care. This reflected
her own role definition, -rather than her understanding of

. the ward definition of the therapeutic situation.

Well first off, I see our patients, in
most instances as being in remission. So
I feel our job here is to medicate them.

_ Certainly some type of socialisation,
because that's what they lack, social
skills, and hopefully get them out into -
the community because that's what the
community set up should be, the more
intensive kind of work. ‘I think that's
how I sort of see the role of the ward. -

One nurse on West 3 did not agree that there should not
be identifiable ward goals, and saw the situation at that

time as problematic.

Nurse Cramer: - It has to follow through

with different shifts, it has to follow

through when you move. There has to be

a stricter programme. Then all the

nurses will know what to do.

West 3 did seem to function quite adeqdétely with
much lgss confusion than the other acute wards, despite

-its lack of a clear cohesive programme of treatment. Com-

pared to the othér wards however, it was in the advantageous

) N
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position of hot being a central focus of the ynit's reorgan-

5

%

could carry on their work, as-they defined it on a day to

‘West 4, but its internal structure was not changed.

‘~iéation;¥,It was redefined to admit patients directly from

The

day basis, with little interference. This is reflected

in their role ééfinitions, as will be seeﬂ“ig%the'follow—

ing section. It could be that if a ward defines its_goals

specifically, it opens itself up to interferencerby the

administration. One nurse in West 3 had had experience of

such a situation in the past.

-4

Nurse Robinson: When I worked in an
admitting area in another building, we
ad a fantastic programme going . . . We
made the mistake,of calling it what we
felt we were doing. You know we named
what we were doing. If we'd known we'd
have been wiser, but we were so proud
of what we were doing. We cut down on
seculsion hours, we cut down on E.C.T.,
on intramuscular injections. We had
fabulous rapport with the patients
but as I say suddenly we named it and
we started talking about it and that
was that. It was squashed.

1

’

her staff and patients to West 4 at this point.

West 4, when it was restructured as.a locked admitting
ward, incorporating the Intensive Care Unit, had a specific
policy, a clear definition of the therapeutic situation.

The -charge nurse from East 4 was transferred with some of

‘nurses in West 3, possibly as a result of these two factors,

——
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Nurse Sangster: First of all we assess
their need to be on this ward, a locked
setting and if that appears unnecessary,
theén they will have a pretty rapid transfer
to West 3, if they have the beds. So
there's going to be a lot of chemotherapy,
and if we ever get organised, if we get
enough time, we'll work out the behavioural
aspects of their problems and the inter-
action with the patients will be pretty
intenséx\\There's all sort of. things
happeningYat the moment so it's not easy,
and it's not because of lack of interest,
the people I've got are enthusiastic and

they really care . . .whether they're
going to like this ward with the high stress

factor.

At this stage, the nurses on West 4 generally agreed
Wifh the official ward qéfinitioﬁ, althdugh the problems
involved in the new situation were readily'apparent to
everyone. Disagreement with the ward definition would
have been:surprising, as the nurses were told whyrthe new
ﬁest 4’héd been restructured, and- for the most part, they
had volﬁéteered’to work there on.that basis.-‘Confusion,
however,;existed‘at eve;y‘level.

‘Nurse Morgan: It's really confused at
the moment, nobody knows what the other
person is doing. It's frustrating. It's

just difficult to get any continuity in
the treatment of patients.

Eventually,énd gradually, the situation in Weé? 4 set-

-

, 0
tled and more specific policies were implemented.
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Nurse Helm: There was chaos and confusion
for a while  and at that time the patients
were high and the -staff were a little unsure-

- of themselves. . . Thing is you need team
‘nursing in a place like this, more regular.
‘As far as I am aware they .don't have a
specific ward phllosophy but it's being
developed

By Decetber of 1976, West 4 was still facing some of
s (S
these problems, but the administration and the nursing

staff were attempting to solve them.

- &

Charge Nurse Sangster: It's still quite
chaotic. The administration has agreed
with us that 37 acutely disturbed psy-
chotic patients are far too many, and
they've agreed to drop the bed count to
25. . . Our patients are really disturbed,
but we're becoming quite.able to be con-~
sistent. You know if we decide that
Johnny can't go to R.T. if he's cursing
and swearing . . . we can stick to it. =
Things are evolving. The successful way

-—ds becoming the ward policy and we're
developing routines.

Even by February o¥ 1977, the nursing staff were recogni-

sing problems with the ward and its therapeutic design.

Nurse Gladwin: I think we have a good

staff here and I think collectively all

the staff have good ideas of programmes,

but unfortunately with wards mov1ng out

of, the building and wards coming in and

our bed count going to be .reduced, until ,

such time we can't bet an effective pro- b)
gramme going. :

-

. P ,
Not all of the nurséi on West 4 agreed with these

o

u
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definitions. Those who did'not'particulariy snbscribe

to a team idea ‘of nur51ng, defined the ward in diéferent
terms and cons1dered that 1t was poss1ble to be therapeu-
th despite the above mentioned prdblems. As far ‘'as

Nurse Mercer was concerned there’ was ‘a clear therapeutic

( ‘. .
understanding on the ward. S\\\\<_, - C

e

On this ward - medication, chemotherapy,
0.T. R.T., to a certain extent we use.
psychotherapy. For example if-a patient
has ce%tain problems if he is say a recluse,
- doesn't want to talk to anyone, thatﬁs his
problem. So our action is to talk to
him, a max1ﬁum 6f a certain times .a day,
trying to get ‘the patient to communicate
and we try to get more 1nformation out of -
" him and try to convince him we are trying
"to -help and.- build up a relatlonship, a .
rapport, and actually we are using psycho-
therapy. That s what- this ward- is.

1

As will be seen ih the section on nursing roles, some

staff subscribed to an indiﬁidual approach to patient care,

while others emphasised the‘E?portance of. team nursing.

ain amount of potential con-

-

ThlS was the basis for a cer

flict in the ward s1tuation, apparent in the nurses' state-

-

ments.

A
[

"East 2 had the most specificfand simple definition of .
the therapeutic situation. As we saw earlier the” head
nurse had worked in similar wards for nineteen years and

had guite specific expectations for the nursing staff.
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Head Nurse Trotter: The patients are &ll -
0.B.S. The majority is in the 40 to 50
range, from alcohol abuse. It is mainly

a lot of physical nursing, we have to do
everything for them,

Other nursing staff on East 2 agreed with this ward

" defintion.

Nurse Robb: We are involved in patient
care. -It's quite depressing. It's ir-
reversible. So we can only look after
them until they die.

Nurse Mathews: On a ward like this the
most we can really do are daily chores.
You get them up, dress them, just more
or less complete supervision. We
basically have all 0.B.S. and we don't
think there's much you can do with them.

‘There was opposition from the nursing clinicians to

this purely physicai nursihg on Eést 2. Some of the nurs-
'ing staff shared these views and while recognising that
the dominant mode of treatment was physical, they did not

agree that this was either de;irable Oor necessary.

Nurse McDonald: We have to be innova-~-
tive and set up programmes for the
patients.® We assess each patient in-
dividually and set up programmes to
accommodate them.

e

Nurse Dennis: I don't think they're very
flexible here. There's too much routine.
They say use your discretion. For example
if a patient can't go to “the tuck shop

and you need grounds, that has to be

signed by a doctor. That's inflexibility.
There aren't enough facilities for work for
the patients. -~ .

>
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Nurse Clliot: It's helping these people to
function, as best they can. It gives you a
sense of satisfaction to see them do some
things. There are ways of communicating
with some of the patients. ,Like there's a
patient who's blind and deaE?\Qgi two of
the staff can communicate with H®m by
*“ touching him:

The doctor on the ward agreed with these three nurses,

and this frequently resulted in conflict between him and

the head nurse. . s

Dr. Stone: I look at each patient, not
talking of the fact that they have a
chronic brain syndrome, and will probably

be here for the rest of their lives, think-
ing of them as a person and what can be
accomplished. Of cowyrse not everyone
agrees. They mainly concentrate on physical.
nursing, but I can do more.

*

One Nurse 2, Meredith, while he did not agree with

dominant definition of the therapeutic situation on East 2,

realised that there was little he could do to change any-

thing.

<&

Nurse Meredith: Now 0.B.S., most of it
"is physical, you know, getting up, getting
washed, eating and things like that. Al-
though if vou don't watch out you have
everyone simply task oriented, what we
call functional nursing. Although we
don't agree with it, it's what we do.

West 2, surgical, as it was officially defined/by the

hospital administration, had the simple function of caring

for post-operative patients. This was basically functional



care, as would be found on any general ward. The nursing
staff, however, while agreeing that this was the main func-
tion of the ward, recognised another psychological'dimen—
P

sion to the therapeutic situation.

Chaxge Nurse Simmonds: It's not just

physical, it's necessary for them to

deal with the psychological aspects.

It is more difficult than in general

hospitals - total care of patients.

For example patients will walk after

they have a pin put in their hips, or :

they will take out catheters or I.V.'s

and so I feel it is necessary for us

to treat the emotional needs of the

patients.

Nurse Scanlon: We're kind of an oddball

. really this ward. 1It's a little more

difficult dealing with patients here.

You can't give an order: here like in

general hospitals, you can say something

and repeat it ten minutes later.

The nursing staff in each ward then, recognised the
existence of a ward definition of the therapeutic situation.
To a large extent they agreed with it, although certain
nurses expressed opposition, and a few defined it in quite
different ways from the majority. What does this tell us
about treatment and care in the ward situation? It is
necessary to consider the nurses' role definitions and their

attitudes to the patients, befo;e we can have a clearer

understanding of the prevailing ideologies on the wards.

5

—

Y
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Roles and Responsibilities

Over thé'past~few years the psychiatric nursing role
has become a much researched and‘debated subject, largely
from the point of view of improving staff-patient relation-
ships. (cf. John, 1961, 1961; Coe et al, 1967; Field and

Pierce-Jones, 1967) My aim was to elucidate how the nurs-

A
Y

ing staff actually saw\tgsir work, what they considered

\
their roles were, and to sgéculate'about what might have

been influential in forming these ideas. L
Much of the recent Qork has stemmed from Gilbert and
Levinson's (1957) "cuétodial—humanitarian" diéhotomy.
They analysed'nursing aides on the basis ofrthéir role
performances, personality and ideologies arfd devised this
continuum as a means of classification. While they were
only examining aides, the same continuum can be used in
considering nursing staff in general. Essentially "cust-
odialism" is characterised by mistrﬁst, impersqnainess
and perceptions of the patients as unpredictabié and
dangerdbus; mental illness is conceived of as being abnormal
and hopeless. "Humanitarianism" involves optimism about
the possibility of patients recovery in a fherapeutic
environment.
Scheff (1962) classified nursing staff as "reform",

"conservative' and "neutral". The "reform" role consisted

i
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of defences against the patients, neutral behaviour and
avoidance. "Conservative" also involved neutral behaviour
but was combined with discrimination and derogation of
pat£i3;§; The 'neutral" nurses treatéd hospital employ-
ment as j;st another job.

Caine and Smail (1968) divided nhrses into similar
catégories on the basis of their attitudes towards treat-
ment. "Physical-impersonal" nurses emphasised avbidance
and at the extreme weré similar to Gilbert and Levinson's
(1957) "custodial" staff. "Detached-professional” nurses
saw their work as involving therapy and advice. They eﬁ—
phasised professionalism and did not consider tHat emotional
involvement with the patients was desirable. Those nurses
who were sympathetic to the patients and became invoived
in intensive inferactions were classified as "protective-
identifying with the patients".

To take what the nurses said and fit them into the above
categories would omit a great deal of variation in personal
opinion. It would be more relevant ;o see their views on a
dontinuum,'51mllar to Caine and .Smail' $ir® although as will
be seen this 1s/orobagi; ;ogyadequate for our purposes.
‘This is partly because most of the nurses could be placed
somewhere on the continuum between physical-impersoconal and
detached—professional, with thé large majority as profes-

¢

sional. Very few defined their roles, or related to the
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patients as "protective-identifying with the patients, v
This could be due to several factors. The most obvious,
and probably the most important is that disillusionment

may occur after<some time.

"= 7 Nurse Paterson (B):l Most people when
they first start nursing here come._in
with ideas about helping. When most
students come in first on the wards
they are humanitarian types.. Then the
longer they work here, the more they
become institutionalised. They be-
come tougher, maybe smarter in a way.
They cdn tell what type of patient needs
help and what type takes advantage of
the situation.

Nurse Walker: I worked on and off here

for twenty years. It's a depressing

place to work if you come to work think-

ing about certain psychiatric theories

and thinking that you will get certain
results. In essence you have a place

that is treatment oriented but it ¢
doesn't work. It's sort of demoralising
because there's a given set of expecta-

tions which can't be fulfilled.

Both of these nurses were males, and had had lengthy
experience in psychiatric’nursing. While their attitudes
may reflect personal dissatisfaction, the lack of idealism
among the majority of the nurses probably does substantiate

their arguments. This disillusionment need not necessarily

‘e

1. (B) denotes that the nurse was trained in Britain.
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be based on the same factors as would be expected in every

job. The psychiatrists did not express similar attitudes,

L3

partly because they did not aefine the practice of
psychiatry as 'curing' and because, as a professional group ,
they have the emotional support of other psychiatrists and
faith in their knowledge. The nurses op the other hand,
did see ‘the 'revolvingbdoor' syndrome as problematic and‘
to a certain extent this could lead to a céétain amount ~
of the disillusionment. As Brown (1973:413) argues,
"humanitarian beliefs and therapeutic pessimismvcan be a
fatal conjuﬁéture." To solve this dilemma, Brown (1973)
further argues that nurses could attempt;

to change the objective circumstances,

to change beliefs, or to leave the .job ‘ .
as nurse altogether. (1973:414) )

. s N
In a large institutional setting, to change the. objective . v :

circumstances is obviously difficult, so the most likely
alternative, given the féct that the nurses I was inter-
viewing wére still employed, woﬁld be for them to have
changed their beliefs. Brown ébnsiders that these changes
would take the form of perceiving the patients in dehumanised
terms. While some of the nurses did develop this approach,
the majority seemed to have adopted a detached perspective,
both in defining their roles and in their attitudes towards
the patients. This perspective is exemplified in the fol-

lowing statement.



_Nurse Read: I'm a realist. So when
someone's doing something unreal, I
do something about it I'm not partic-
- ularly harsh. Enough pressure can -
come to bear without having to retali-
ate. I don't really seek patients
‘out that much. I kind of 1like to wait
around and see what happens. .Some
staff act a little differently. They -
like to get out and rap with the
patients straight away. Sometimes a
patient has been in a side ward and I
walk in and talk about it. I'm inter-~
ested in new approaches but I throw
out about 99 percent of them. I'm a
bit of .a Pavlovian . . . I believe
that just about anyone can be cured.
I think we should work from the heart.
Not get emotionally involved though . . .
You have to strike a balance. I try
to maintain an objectivity dealing with -
the patients.

]

The majority of the male nurses tended to see their rQle%
in similarly detached terms. They generally emphasised‘ '
the advisory, as opposed to the strictly therapeutic,

aspect of their work with patients.

Nurse Selvin (B): I see my strong point

as observing and I repeat and pass things
on to the doctors. I don't see myself

as a counsellor, you know, leading them

by the hand and telling them what to do.
You know I can give them a bit of encourage-
ment, but as far as plotting their lives,
Some nurses do, it depends on their
persgnality. I've been in psych for twenty
years. I am not an idealist as some, but

I hope I don't sound negative. I think
there's always a need for this. I think
our job really consists of picking them

up, dusting them off and putting them

down.

e



Nurse Hemmings: You know what has to be
done. It's a dynamic situatidén. I just
throw them a lot of things and they can
do-what th want with it. So if someone's
depressed, -I suggest a lot of things.
You just can't give a person E.C.T. . De-
pression arises from something. There may
be a very good reason for it. I don't
have any grandiose ideas about curing
anyone.

-

Nurse Callaghan: I guess I like it here.
It's either that I'm happy with my job or.
I couldn't do anything else. Some people
are not satisfied with what we do. They
think we should be getting into more deep
psychotherapy. But I don't see it that
way. - ®

The female nurses on the other hand tended to.place.stress
on rehabilitation in terms of discharging the patients.
They were more concerned to make the patients realise that

their aim was to cope with the outside community.

Nurse Green: Our job is to try to get
them better see them go home and make a

go of it.- It can be very frustrating

but that's the way it is. You just talk
to them and try to get them interested in
the therapies, and we use medication.

Get them interested in being outside, then
they get to accept that it's no bed of
roses out there.

Nurse Cameron (B): I don't agree with a lot
of the treatment that's going on. All

this one-to-one stuff. It may be nice for

the patient and interesting for the nurses,

but it's not what it's like in real life.

When they go outside they find it very
different. I think you should be sympathetic
but make them realise just what it's like.

You can't treat them as if they need pampering.
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According to McGhee (1957) the female nursing role is
essentially subjeé%ive, affective and spontaneous, while

the male nurse is objective, rationalistic and less emo-

o

tional. Gilbert and Levinson. (1957) found similar differ-
ences between males and females in terms of psychiatric
ideology. This may be seen as grounded in the wider

society's view of the male/female role. 1In fact only two:

of the female nurses interviewed defined their roles in

terms of affection or spontaneity.

Nurse Bacon (B): I do feel a little dis-
couraged. They gain a little independence
and then you send them out into the com-
munity, then a couple of months later they
come back and they are even worse. Tﬁfy
say mental illness can't be cured. It's
just palliative. 1It's especially sad for
the younger ones. They get so institution-
alised. You get so used to the patients,
you present youself as a mother figure.

Nurse Robinson: I like to get really —

involved, We all I guess have this idea
that we can do something for them . . .
One woman said to me that I'd done more
for her than anyone else because I cried
with her. She told me something very sad
and tears, I guess I cry easy, the tears
just came to my eyes and that was fant-
astic, but it wasn't done because I
wanted to help her, it was done, because
of a real emotional situation.

It would seem that the nursing role for both males
and females has become professionalised in recent years,

and that in their training they are taught to approach

patients in a very detached manner. One male nurse,
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although he had been trained at Riverview, expressed dis-
satisfaction with this aﬁproach and defined his role in

emotional-spontaneous terms.

Nurse Todd: Sometimes I get into trouble
with the supervisors because I'm not
professional =nough. But what arg we
trying to do, brush up our professional-
ism or reach the patients? For example,
one nurse used to have this relationship
with a patient. They used to have
slanging’matches and the supervisor
didn't like it. They were the only two
who had a half decent rapport. Basically
you have to remember you're not trying

to change the patients' moods or anything. o
The minute you impose your ideas you're in 7
trouble. T

—

Several of the nurses on the acute/Wards held rather
uncrystallised vieWs ofktheir/foles, although they seemed
5 quite willing to adapt to any situation as it arose.
Nurse Lawless: I'll do anything I feel.:

I do what needs to be done - talking,
chatting, getting patients involved in

activities.
Nurse Phillips (B): I think psychiatric
nursing is pretty elementary . . . There's

not much you can do with manic patients,
just sedate them, and discuss things with
them later.

Nurse Mercer (B): Well as a nurse, our
main concern is to make sure the patients
are getting the treatment the doctor
prescribed and trying to get the patients
to recover as guickly as possible. .

and send them home to their old jobs and
their families. :
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Part of the problem relating to their role defini-
tions aswnon—specific, lay in the lack of time available,
partibu}arly in West 4. Several nurses expressed concern

over this matter.

Nurgé Cartwright: The'only thing that's
unsatisfactory is the lack of time to
deal with the patients. .

Nurse Helm: TIt's still pretty intensive
care we have to give these peonle. We
had a discussion the other day and the
general feeling was that it had settled
down a bit, most of the time. But the
other day we had five admissions -and so
the area where we do our paper work was
like Grand Central Station.

Nurse Morgan: But if we're only going to.
have patients until they can function on
an open ward, so we can't get involved in-:
any type of intensive therapy. They get
moved out. It would be different if we
had them until we really understood them.

Nurse Phillips (B): Possibly there are .
many ways of helping patients, but because
of the ward structure, the routine, you
find yourself stuck.

Only one nurée, a male, defined his role in the Inten-

' sive Care Unit as having nothing at all to do with psychi-

atry.He made this statement after the Unit had c¢losed and

he had been moved to West 2.

Nurse Scanlon: I had a choice when I.C.U.
- closed to go back into psychiatry or this.
But I haven't been in psychiatry for ten
years so I chose this.” This is the sort
of thing I enjoy more although I've only
observed them a little. So I can't myself

play cards or pool all day anymore.



- Despite the emphasis in several of the above state-
ments concerning the fact that some nurses thought others
were too much involved in intensive psychotherapy, none
admitted to this when defining their own roles. Three
nurses, two ﬁales and one female, did however, state that

they would like to implement such treatment programmes.

Nurse Gladwin: Right now I think the
main thing in the ward is chemotherapy,
which is all right but for a lot of these
patients it's not enough. If patients
come. in really depressed, down, no self
esteem and give them anti-depressants;
you're still not building up their self
esteem. More psychotherapy, maybe it's
not in our job description, but I think
it should be. \

Nurse Cramer (B): I guess I'm saying
that it's necessary to be just as much
a therapist as a nurse. I guess it
depends on how much you like doing
therapy. It dpends on the individual.
We get a lot of patients who're not
really psychotic who would really
benefit from group sessions and act-
ivity. In fact I guess the majority
of patients have personality problems.

Nurse Nelson: I would like to get into
intensive -one-to-one with some of the
patients, because I really don't think
that some of things we do are very
helpful. I don't know, perhaps I
haven't been in nursing long enough.

By her own admission, Nurse Nelson recognised that it

was possible that her idealism would change over time. Even

if the problem of subscribing to humanitarian beligfs and

-

-
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recognising therapeutic ineffectiveness does not inevitably
lead to any of ;he alterantives previously mentioned, it
would seem likely that pressure from co-workers would pre-
vent this ﬁurse from managing to start in depth psycho-
therapy with the patients. Not' only were the nursing staff
against this type of approach, but the psychiatrists also

considered psychotherapy, if indeed they did any at all,

as their domain.
Only one nurse on the acute wards defined her role

and responsibilities as essentially non-psychotherapeutic.

Nurse Benish: But I don't feel my role ~
here is I don't think I should really get

into heavy things with my patients. You

know I don't think that a lot of their
personal lives are any of my business

and so I would rather talk to them more
casually, because you know I don't think

it matters whether they hate their mother

or love their father or whatever. . . I

don't think as such we are therapists.

As might be expected, similar attitudes were found on
West 2 and East 2, which were essentially non-psychiatric

wards.

Nurse Guthrie: I enjoy working in this ward.

(East 2). Physical care, we'll have the choice

of staying here or moving with the ward, I'll
- move . : ;

Nurse Enders: I like this ward. (West 2).
I'm really upset it's breaking up. The
patients get treated the same way they
would in general hospitals. I like it
here. I thought some of the nurses were

a real disgrace. When you come here, it's
‘a different kettle of fish.
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These were tyi}cal responses from the female nurses
employed in West and East 2. They preferred nursing
which would be similar to that found in general hospitals,

Physical nursing is less problematic to the nurses when

they are in a situation of conflicting ideologies. These
N ot

nursfs responded by defining their roles and responsibilities

in simple, clear terms and they concentrated on general‘

physical nursing. .- - -

As waslmentioned earlier, the charge nurses were in s~
‘a position to define the ward therapeutic si%uation, and
in fac£ fﬁey\ran the wa;ds. In general they defined their
roles on the wards as leaders, administrators, consultants

and overseers. STy

Charge Hurse Walsh: My own philosophy
with regard to patient caye is a little
« different than some other peoples.
Basically I think everyone as an indi-
vidual must assume responsibility for
their own behaviour.- The role I see
nurses performing is to provide a place
and situations where people with sup—
port can try new behaviours and ex-
perirfent in a very safe way . . . People
do need to know what happens if they do
this and I ensure that these things
happen ,_.’. part of management style
really is to kind of elicit a recogni-
.. tion of need from the people who are
. invS&lved. Kind of kéep laying heavies
on people.like we're going to do this
and we're going to do that.

. Charge Nurse Russell: It's mainly manage~
- “ment. We attend charge's meetings and
‘discuss things, and then we make sure
the ward runs smoothly.

”

LA
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Charge Nurse Sangster saw her role as something more than
administrator, and expressed concern over not having as

much patient contact as she once had.

o -
Administration, paper work, that's
not the reason I started nursing
It's a funny thing, you start ou
doing what you want to do and you
‘progress and you get farther away,
with no time to be with the

patients, or if you.are it's on a
"this is the way it is" basis.

If they don't need me they usually ) ‘
never call, (the nurses) but if they
do it's usually because they're in

a bind and they need some help to

get out and so the way I come on is
just the big nurse style and if I
rget some time to create relation-
ships on my own I'm lucky. But I

do try to keep my fingers in with two
or three patients, especially if
they're repeats, or if I've had

good relationships with them before.
I try to recultivate that beﬁause
they'ré difficult, and if you

already got trust, it's a shame to ¢
lose that, especially with paranoid
people.

One female Nurse 2, administrative, expressed similar
concerns. She too wished to retain part of the nursing

duties and responsibilities of a Nurse 1, and considered -

administration as only part of her role definition. .

Nurse Robinson: WNow I'm an administra-
tive assistant so my job description has

changed, w means I don't have as
much time the patients, as much
patient to t as I had before, and
that doesn' eally appeal to me all
that much an et I like the administra-
tive duties A'm doing . . .I like to be

s
)

e
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= part of making the system because there's
a lot of things that I can change. When
you're a nurse you can suggest, but now I

have a little more power . . . But I miss
the patient contact too. I like to get
really involved. I can spend five or ten

minutes with a patient now, where before
I could spend an hour.

It is interesting to note that both these nurses were
female. The male nurses in Nurse 2.positions, like the
male charge nurses, defined their roles and reéponsibilities
in terms of their du&ies, not as therapists, but as organ-

isers.

Nurse Meredith (B): Mainly my role as a
second is to be aware of all the ward, what
all the nurses are doing and in a nutshell,
you try to maintain hospital policy of the

Y standards of nursing care and make sure they
do it type of thing and that's the main
thing. It's mainta%pg the high standards
of nursing care and "'seeing it's done cor-

rectly, without skipping and what have you.

Nurse Friesen: My Jjob is to organise nurse
work load and try to match staff with
patients. I evaluate staff performance.

I don't give patient care as such. I

find working at the administrative level
much more challenging than other jobs at
lower levels.

Another Nurse 2, clinical, defined his role in a similar
way and in addition emphasised that his present job was only

temporary until he could ascend the hierarchy into adminis-

tration.

E
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Nurse McDonald: I have to be innovative and
set up programmes for the patients. I'm the
resource person on the ward. I'm supposed
to set an example. I will explain to all
the nurses what I expect. I don't want to

remain here. I want to go into administra-
tion., Every supervisory position I apply
for.

. So the nurses' defiﬁitions of their roles and respons-
ibilities would seem to be quite complex. As well as
there being some differences, attitudes may depend on
where and when the -nurses did their training. Stotsky
et al (1967:83) found that nurses' ages, in conjunction
with when they did their training was3important in the
formation of their attitudes to treatment. Those trained
before 1940 had authoritarian, socially restrictive at-
titudés to nursing, while ﬁhosg trained after this time
held concepts of dynamic, community oriented psychiatry.
While none éf the nurses interviewed had received their
training prior to 1940, it is interesting to note that
the majority of nurses were therapeutically oriented to
somé extent. Comparisons in this case are impossible.

From these responses it would appear that age had
little to do with psychiatric attitudes. Nurse Benish the
most custodial and impersonal of the nurses on the acute
ward had only eight years of psychiatric experience ini

cluding her training and was only 27. On the other hand

the most 'psychotherapeutic' nurses, possibly Gladwin and
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Cramer, had had 15 and 1l years experience respectively.
Nurses' training in recent years has concentrated on
psychotherapeutic aspects of nursing and this will ha&é
inevitably affected the ideas of some of the nurses inter-
viewed. Lewis and Cleveland (1966) found that attitudes

to mental illness and patients become more tolerant and
g : ] :
less authoritarian after training. However, some of the

nursing aides interviewed, who had received no training,

shared guite tolerant attitudes to towards patients.

Nurse Hemmings: I like the institution.
I find that with experience I allow for
more craziness. We assume that generally
because a person has some crazy ideas
that they can't function. But that's

not always so. There are a lot of

crazy people out there, it's just
whether they bug other people.

Nurse Moss: My main job is just being
with the patients. If one of the
patients is being uptight or sométhing,
we can talk to him. We have all the
time to be with them. If he's had a
bad day you can sit and discuss it with
him. '

- Y

Role theorists such as Linton (1963) have eguated status

position witg role or the enacting of a prescribed rolel

Cohen and Struening (1963) similarly‘equated level of pro-
fessional training and position in the status'hiefarchy of
the ward to attitudes to mental illness and, in effect, to

role ideology. Given the diverse views found in the wards

at all levels, the situation in reality would seem much more

|

,‘/ ;
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complicated than that. This will be examined further latér
in this chapter Qhen we consider nursing,work styles and
attitudes towards patients in general. Many other writers
havé emphasised the importance of professional training
iqﬁdeveloping the nurses' conception of their roles. (cf.
Céine and Smail, 1968: Etzioni, 1960; Giedt, 1957-58)

o Johansson (1967:305) found that the nurses lower down
éhe hierarchy had custodialism forced upon them. The
organisation of the hospital made demands on those in
different status positions, and aides had custodial duties
demanded of them, so they in turn developed custodial
attitudes. In Creése the extent to which the aides per-
ceived this situation seemed to depend on their own ap-
proach to their work, and related to their past experience.

)
For eggmple Nurses Cameron and Bean had 20 years and 25
vears respectively experience aslaides and they perﬁeived
this situation as having changed over time.

Nurse Cameron (B): What I don't like
here not like home (in Britain) is

the way the aides are treated differently
from the nurses. At home they all did
the same jobs, but here we're the ones
who have all the contact with the
patients and some of these nurses don't
know a thing that's going on, but if

they say something, their word is

taken.

Nurse Bean: Aides' job has pretty much
changed. When I first came here we did
most everything, gave injections, I don't
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think as well of this place as when I
first came in. I think a lot of it's
got to do with we're not as involved
as we were. We all worked together
and fought together. We took blood
pressures and charted the patients
and then someone decided that the
aides shouldn't do it. I think  they
thought we were illiterate or some-
thing.

Nurse Aide Moss however, with five years experience

percéived'the situation gquite differently.

I'm not just an aide, we can sometimes
deal with a patient and his problems.
When a patient's upset, I have time to
sit® and deal with them . . .They (the
nurses) listen. As far as my opinion's
concerned it's as important as anyone's -
the doctor's, the nurses'.

So this process would seem not to be automatic. Even
4 z ' ‘ v ,
if a custodial role is recognised as being what is demand-

ed by the administration and by the other nursing stéff;

_the aides either rejected it, or at least opposed it in

terms of what they thought the situation ought to be.

There is,no eviderice from these interviews that custodial

_views were adopted by the aides simply because of the

fesponéibilities they were given. If anything, the
evidence suggest the opposite of Johansson's (1967) hypo-
thesisid Lhe most psychothegapeutic nursing staff were
lower in the hierarchy, although it could not be said that

those higher were more custodial. As we have noted, their
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emphases in defining their roles and responsibilities lay

> . ~
S ’ Y

. c . w v
more in administration and organisation.
It would seem more beneficial to adopt a more dynamic
¥

view of role as process. As Caﬁdill (1958:9) argques,

the social role of%the nuféz is much more than d:'set of
prescriptive behaviours and attitudes required of a person
'in a particular status position. I would speculate that
other important factors ;hch as role expectations of the
aétors, of»otheré, individual personality, and the way the _
ﬁurse cémes to define his,dr her work may be intertwined
in a dynamic interaction process. All.thése factors would
seem to be important in the process by which the nurse
'arriQes at a point of self perception.

What was interesting in the abéve nurses' statemenﬁs,
was their general similarity, both in the definitions of : _
the thergpeutic situagions and the nurses' conceptions of
their role;. The entire picture does not concur with
that of Giedf (1957:58) who found only slight similarity
of opinion in the wards and hypothesised that the experience
of working together was not so important a factor as pro-
fessional training and identification.

. Caine and Smail (1968) argued that nﬁrses' attitudes
to work were determiﬁed by a complex interaction o% person-

ality and beliefs, with the biases of those responsible

for their training, and the hospital ideoclogy. To this I
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would add-the influence of ward ideology. It would be
presutptﬁoﬁs to claim that this ideoclogy exists beyond -
the milieu of the actual nurses in the ward context, buf
the charge nurses were in a position to define the thera-

peutic situation, and to enforce their ideas on the other

nurses.

Charge Nurse Walsh: I play a kind
of veryv personal role. I try to
brain wash them (the new nurses)
into my way of thinking, before they
get caught up in the whole system.

Charge Nurse Russell: When a new nurse
comes to the ward, we tell them our
objectives and we hope they will fit
into the role that I expect. We work
as a community, and with the cgommunity,
everything is a team.

That” female nurses at least may accept the ward ideology
as it is} is supported by nurses who had just started work-

ing on particular wards.

’ Nurse Bacon (B): When I first came
here yesterday morning (West 3), they
gave me a basic outline of the ward
orientation. I shall find out as 7T
go along. You just kind of adopt the
ward policy. You just fit in and fol-
low.

Nurse Morgan: 1It's really confused at
the moment. (in West 4) . . . I don't
know what's happening but I guess
they'll tell me and then I can plan

my work, do what has to be done.

S,



It may be possible that the slightly different orienta-
tions of male and female nurses’is based on different con-
ceptions of their work as 'just a éob' Or as a career.
Perhaps male nurses come into the job with preconceived
ideas about what they are-going to do and how they are
going to put their particular psychiatric ideology into
practice. Certainly if any conclusions can-be drawn from
the above, it would seem that males based their role‘def—
initions on ideas which are similar to those held by the
psychiatrists, as detached counsellors aﬁd advisors:
females on the other hand were more inclined to adopt
ward policy and routine. daily activities in order to run
the wards smoothly, based on the processing of patients
through treatment to discharging them into the community.

It has also besn mentioned that there was consider-
able disagreement among the“nurses over the merits of
English versus Canadian training. It is difficslt to
analyse this particular phenomenon as it can be seen from
the nurses' role definitions that there was no real dif-
ference in the statements of the British trained nurses
‘compared to those of the Canadians. The basis of this
problem may not lie in different attitudes to role defini-

tions, but in factors relating to job satisfaction.
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Satisfaction With.Work y

The idea of job satisfaétion has been investigated in
a large nﬁmber ofiareas from varying théoretical perspeétives,
and a greatAdeal has been written about the problem. Num-
- erous theofies have analysed the extent to which people
~have positive or negative feelings about differenﬁ aspects
of their work and how this results in job satisfaétion or

dissatisfaction.

Herzberg has contended that the job related factors
. which lead to positive or negative attitudes involve échiever
ment, recognition, the work itself and the possibility of
~ growth. These satisfy the "individual's need for self-
actualisation in his work". (Herzberg 1959:114) On the
cher‘hand he considers that a deficiency of adequate moti-
vators in a job does not resﬁltvin overall job dissatisfac—

£ion. The lack of.these factors, claims Herzberg, only
leads to dissatisfaction when the§ fail to "meet the needs
of the indivia;él,for avoiding unpleasant situations_n» :
(1959:114) Herzberg identified these needs as being sﬁper—
vision, administration, interpersonal relations, personal
life, status, working conditions, security and salary.

All of these factors could of course be investigated

in relation to our problem. Certainly job satisfaction in .,

the case of the psychiatric nurse would seem to involve a
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complicated interaction of various attitudes, and not a
ﬁnidimensional measure of factors related simply to the
‘Work situation. For the nurses, the most important

factors would seem to be related to the way they perceived
their'rolés, defined the therapeutic'situation, their ex-
pectations and the fulfilment of tHese, and how they ration-
alisea discrepancies between expectatiqns and the actual
situation in their everyday work,

The ﬂurses frequentiy complained about their‘work in
the hospital, expressiég dissatisfaction.over a number of
tﬁings. These attitudes to a certain extent were dependent
on thé nurses' role definition and the‘probléms inherent‘
in the wards' therapeutic definitions.

The female nurses in East 2 and West 2, as was seen in
the previous section, stressed a preference for general
nursing and defined £heir roles in tﬁose terms. The male
nurses on the other hand frequent;y expressed dissatisfac-
tion with the work on East 2 and West 2. They did not
necessarily agree with the wards' definitions of the thera-

peutic situation and were reluctant to define their roles

'in terms of physical nursing. ' ]

o

Nurse Conway: But what I don't like is
the lack of responsibility. They just
want bodies. They forget about you. I
don't find this satisfying anyway. .So
I am looking around for something else.
The majority of the people I speak to
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////‘do it for the money, which is pretty

T poor, but think this place fosters
that feeling, : )
Nurse Elliot: I'll be staying in Crease ,
when this ward moves. If anything I'd ' .
prefer an acute ward, it's probably
more predictable. . . I gan put my
skills to use. Can't do that here.

The 'non—ﬁherapeutic' female nurse from West 3 expres-
sed a preference for her past experience in a chfonic ward,
where physical nursing was predominant. She preferred l
this physical-care nursing to the responsibilities réquired

of her in the acute wards.

Murse Benish: I worked in West~Lawn
for a long time - three and a half

years. It's a long-term pre~infirmary
ward and I just loved my little old
men. . my function in that capacity

would be to ensure that their last

days were fun, and if I cauld keep

them clean and look after their

physical needs, and maybe get them

to enjoy something once"in a while, -
then I was doing a good job. . . I pre-
ferred that.

The charge nurse on West 2, as was seeﬁ eariier in the
chapter saw his ward as being more than merely physical
care. He also emphasised psychological aspects and was not
so much dissati;fied with his work, as with the type of
treatmen£ frequently administered in his ward. I; fact

he considered that from his own experience, even in general

nursing too little attention was paid to the patients'

Z
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psychological needs.

-

“r

Charge Nurge Simmonds: Even if it is
a'surgicafféatient, there are psycho- .
logical problems; -they don't deal with
= it too much - psychological, I thihk"
' they should. T found that while I was
working in V.G.H: maternlty for a while,
. I was very disappointed.® There's not
much psychologlcaT\approach . - 1I
find that most nurses are spendlng
their time in the nur51ng station either
doing paper work or talklng to the

doctors. .

Ahother nurse in West 2 expressed dissatisfaction in
terms of tgf—type of work involved in the ward, and how
it related t3 the rest of the*Unit.

Nurse Hadden: All we se'em to get are
enemas from other wards. I don't think
that any other ward knows how to give

them. You begin to feel q/blt like a
Junk ward

The male nurses seemned to haﬁé@more idealistic expecta-
tions of their work. They ma&, when confronted with Ehe .
7idea that their job is a igw stafus occupation, have em-
‘phasised 'therapeutic' activities; as opposed to physical
care. Simpson and Simpson (1959:392) found that when asked
about imporfaﬁt duties, "78 percent of psychiatric attend-
ants mentioned interaction with the patiénts". They
speculate that this could be a way of developing satis-
faction and an occupational self-image inﬁloy status oc-

=4

cupations. It is possible that the male nurses in the
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'bhysical' wards were doing the samet.

The diésatisfaction which’ the’male nurses felt when '13

A

they could not rationalise their role aS‘therapeutic,
sometimes provoked a de31re to leave the fleld of nur51nq.f
Other factors related to jOb satlsfactlon contrlbuted to

)

"this._ f.“- C ,~f oy

’ Charge Nurse Russell: 1I'm seriously
’ thinking about leaving. Another male
nurse in this ward and myselﬁ@are

= thinking about starting a boarding
home. We'll build twb houses at- -
tached either side and live in. 1It's
a serious plan. It would be nice to .
get away from here. There would be - . = <
none of this red tape- business. It's . F
'somethlng I have. to do soon. If I - o
don't do it now, I see myself worklng" .-
here in another ten years, -and then. - ’
I'll probably never change.° .

Nurse Meredith: There's coming a time,

I keep looking, at this job and thinking,

it's about time I got out.and _did some-=

thing different - be a carpenter, or .- -
"an-electrician or something away from, y v

you know, the ‘tension. When I was up )

in West 3 if you were on afternoons it%

took you about three hours to unwind, S

espec1ally if you. were doing it prop=x N
° erly, relatlng to and being involved in )
. . the groups, and trying ndt to be biased .,

or show favoyr}tlsm.

ay
< - Y

=
> )
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The problem of deallng w1th psychotlc, repeat . adm1551on\r

patlents) comblned w1th the knowledge that on dé%charge,:

2 -

llttle effectlve help would be glveﬁ to them, was a constant

-
-

matter 6f concern for.sqme of thé nurses. Some managed to

£
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rationalise this, but others could not.’

Nutse Conway: I don't .find this sat-

isfying anyway, ther's no cures., I've

yet to see anyone go home and never come

back, ever. So I'm looking around for

something else. " .

Charge Nurse Sangster: They can be.so

psychotic for so-long and get better

and still feel that medication is no

use to them, and you know the day they

get discharged, they're going to walk

out and toss the pills in the usual

bush behind the tuck shop. You wouldn't

believe the amount of medication that's

been found, thrown away before they-

get on the bus, and you know they have

no intention of. taking the medication,

so you know that in about three months .
. I don't know.what kind of follow

up you.could arrange, obviously what

we have isn't effective enough, and yet

I know they're out.there trying like mad,

but you can't attend a person three times

a day, and watch them take their pills,

and yet that's the only thing that'll

keep them out. " <

Nurse Selvin: ‘Another bad factor is »h%

different doctors.- So many differemt’

doctors with different ideas. The patients

.are .getting screened out, the ones that

are going to respond, and so we get the

revolving daoor ones or the difficult ones.

So many you know are going to be back, so

I don't get as much satisfaction as I did.

The problem of qonflictiné idqolbgies being practiced

in each ward situation was very obvious to the nurses, and

. led to certain difficulties. One of the responses_ was
‘simply to d=tdach’ not to be iﬂnovative, and Simply to carry

"“out orders. This was one of the concerns of Nurse Meredith,

»
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. (a Nurse 2), and he was attempting to combat this.

Kl

I like to talk to staff béfore, be-
cause you get staff working under fear
sométimes, they're frightened they re
.going to get into trouble.
Coser (1963) discussed two forms of adaptation utilised
by nurses in mental hospitals, "ritualism" and "retreatism". ‘ &

"Ritpa%iém" involved the almost compulsive following of

institutional norms and is similar to the responses des-

?

cribed’ above. "Retreatism", the attempt to escape involve- - .

oy

ment in the institutions' goals or means to achieving these

goals was a very rare response in Crease. - Coser (1963)
likely found more evidence of thls because the patlents 15'
the setting she studied were chronically sick. - ,;L
The situations in the acute wards posed such problems
for the nurses' job satisfaction. The nurses géherallj
defined their roleé, as was seen in the previous section,
largely in accordanée with their stated‘official duties, \ os
as vaguely 'therapeutic'. Some of thé nurses ihéhﬁelves |
however, had come to an understanding over time,fthat N
this role was not congruent with their respon51b111t1es.
It /was recocnlsed that the psychlatrlsts dealt with the -

individual patients and their treatment by psychotherapy

or éhemotherapy, depending on the psychigtrists"specific

orientation. The occupationql thefapist dealt with. the
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patients as a group, tried to socialise them and under-
stand their problems. . The recreatioggl theraﬁist was in
contact with them for another part of the day. The social

worker dealt with any problems related to discharge. So

o

by a process of elimination, this left the nurses very

little real responsibility in dealié%bwifh Ehe patients.
Hertz {(1966) and Rubensfein and Lasswell (1966) dis-
covered that the introductién of a 'therapeutic community'
resulted in similar role confustian,urole blurring and in-
decisiveneSs. Apart from those patients in pyjamas, the
nurses saw the patients‘only for 4 small‘part‘of the day

, <N
and in the evenings This, combined with their actual

role confusion, left them with little more to do than .

simple observing and caring for the pafients. Not all

the nurses recognised this or saw it as'a problem:. They

had come to rationalise, as was seeﬁ'in«the previous section

.

themselves as integral parts of the group process in treat-

- -

‘ment. It is surprising that the nurses in the acute wards

did not demonstrate more job dissatisfaction. This may

possibly be accounted for by the pervasiveness of the con-

‘cepts of the 'team's' therapeutic efficacy, and the em-

phasis on the nurse as an integral part of the group.

Some nurses then, felt dissatisfaction with their work,

.

their role expectancies and the limitations imposed upon

. 1} P
them. Others, by a number of means, discussgd above,
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rationalised their role conceptions to fit what they were

expected to do, or vice versa.

pay.

One factor, which only one nurse mentioned related t»

Obviously this was either a problem of little concern,

or it was‘one which relative to 6ther job. centred problems,

was of lesser importance.

ment among nurses over British versus Canadian, and practical

»

Nurse Gladwin: I think at the moment a
lot of them are a little bit dissatisfied,
disillusioned, because well, we haven't
had a contract since October of '75.

We're negotiating right 'now, but I think

a lot of them think it's pretty sad when
we have to threaten to go on strike, before
we can say "look we're looking after human
beings". People are looking after farm
animals in government employment, any

type of employment, and are getting higher
wages, better benefits and here we are *
looking after human beings. I thin

that's one thing right now that's the
biggest thing affecting staff morale.

-
-

As was mentioned earlier, there was considerable argu-

versus theoretical training. This did not seem to bé based

on any;difference in role definition, and vet it was a

phenomenon which seemed to affect staff morale. The basis

for this may lie in the fact that several of the British

trained nurses frequently complained about Riverview and

the treatment given to the patients. Such continual

comparisons would obviously stimulate a certain amount of

hostility between the two factions.

Y.
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Nurse Collins: They have more freedom
there. 1In England we could do what we
wanted, more Or less, Here we have to
go through a lot of steps, through the
charges and the doctors.

.Nurse Dennis: I find public opinion is
particuarly bad across here. I never
heard the term looney bin before. There
aren't enough facilities for work for
the patients. We did this long ago in
England. . . There's a lot of argument
between the English trained staff and
the staff here.

Nurse Mercer: The psychiatric approach
here compared to the hospital back in
England is that they're three to five
years behind here. I would say so,
facility wise speaking . . . they're
much ‘better off here than in England.
But so far as treatment's concerned, -
no - it's a bit behind. Like seclusion,
that stopped about five years ago in
England. They removed all the padded
.rooms and everything.

Nurse Conway: This is backward compéred
to England. All these locked wards and
there's not enough follow up treatment. —

A

Nurse Meredith on the other hand, held quite a differ-
4
ent view of the situation. He considered that there was

a real basis for the problem of the British trained nurses

being accepted in Canada.

I find the hospital's a lot different
here. There (in Britain) it was just
custodial, you don't do any nursing, but
here they get a lot more theory and
there's more expected of you and this
is why a lot of English trained nurses
have a hard time adjusting. They think
there's someone looking over their

-

[¢]
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shoulder all the time, looking at what
they're doing.

5
Only one Canadidn trained nurse actually complained
about British trained nurses, and it was fairly obvious
that the basis for her complaints lay not in the technical
abilities of these*nﬁ;ses, but was a refiectién of her

£

attitude to their ethnic backgrounds.

Head Nurse Trotter: The nurses are mostly
British trained, from foreign countries.
Some of them are difficult to understand.
That's no problem in general hospitals,

: but it is here.

The other similar éonéerﬁ lay in.the disagreement over
theory versusvpractice in training. This did not actually
affect very mény of the nurses in Crease directly. The
large majority had completed their training in hoépital
schools and not in colleges, and as a result, their train-
'ing was largely practical. They did however freqjéntly
express opposition to the new nurses trained in colleges,
or those students who periodically came for their six week
prdctical experience. The majd;Ity of the Crease nurses
considered newly trained nurses éould not‘cope with practical
situations when they arrived on the wards. 1In one cbnver—
safion betﬁeen the woman in charge of nurse training at

B.C.I.T. and two nurses, the former emphasised that a

theoretical background was important, and that learning

%
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to deal with practical situations once they started work
on the wards, was simply part of the education experience.
The nurses retorted by saying th;t there was just not '
adequate time to explain things to the new arrivals. The
essence of what was considered. a 'good' nurse by most of

the staff in Crease was exemplified in a statement by

Nurse .Conway. ‘::’/

Psych. nurses tend to be more practical,
they seem to have more common sense, I
think a lot of it has to do with the .
practical experience. But that's another
thing that's wrong. Nurses train at
B.C.I.T. and they come here with no

L experience.

Attitudes to Patients and Work Styles

Role perception cannot be assumed td be identical- to

role performance. The two are the foci of separate although

’7£giated investigations. Our problem is the connection

between the nurses definition of their roles and their
everyday work beha;iour. ‘The éarticular concern is the
way these nurses ;sed various techniques £o reinforce or
to justify their perception of their roles.

. From my observations, ‘the nursing staff generally at-

tempted to perform their work in a way which was consistent

with their stated ideological orientations. In the cdurse
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. of their everyday work none of these nurses blatantly
performed their duties or treated the patients in a way
which was not congruent with their role perceptions.
Their’ work styles in general were simply extensions of
their’ideological of&entations[ and reflected their
étated}role definitions. Atlthe same time, the every-

day practical situation.where they performed their duties
as-nurses” had obviously éffedted.their role definitions
o @ .

over time. The only time that there was some discrepancy

between role definition and role petrformance was in the

v

case of nurses who- ideologically opposed the pre&ailing
therapeutic .ideals on the wards. It seéméd tiiat, pressure
. from thé bther Stéff tended to force tﬁese péftiéﬁlar
nurses to conform somewhat td,tﬁe wa;d norms, éléhbugH 
‘this wag hot a neces;aryrconsequence. These nurses’
éawaréness of this situation wa§>reflected in their state-
ments copcerﬁing role perzgptioﬁs, definitions of the
Qard therapeutic situatiéﬁs, and satisfaction with”Work.

This particular process, however, did not affect all of

‘the nurses. The following selected examples serve to il-

L]

-

lustrate the above mentioned processes. J .
’_QNuse Nelson, the oné_femalé who defined her role'in
fpsychotheraﬁeutic terms, emphasi§ing the need for one-to-
one relationships with the ﬁatients‘also ccnsidéred tHatl

her work style, her understanding of the patients, was more
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effective than that of the other, barticularly older staff:

It's much better now. When I first came’
to this ward a year and a half ago, I was
the only young nurse im—the place. All
the others were completely out of touch
with reality. They didn't understand the
kids they got in here. I saw someone
diagnosed as schizophrenic and I knew
better - that he was just high on grass.
Although she recognised the problemsainvolVed in inten-
sive psychotherapeutic relationships with the patients, and
- the opposition she faced from the other staff on Ward 3,
Nurse Nelson always had two or three patients to whom she
devoted particular care, and spent abgreat'deal of time
with them discussing their proklems. She was also involved
in 'Transactional Analysis' groups with the ward social
worker, and was trying to implement these ideas in her
everyday work. On the other hand her ideas were grounded
in what could be termed 'common senée', or/ﬁg\the most
'vrofessional' level, in a type of behaviour modification.
She did not subscribe to any of the 'anti-psychiatry'
perspectives, and was mainly concerned to do her .work as

?

effectively as she could.

Nurses Cramer and Gladwin, the other nurses who defined
their roles as psychotherapeutic, performed their everyday
work in similar fashions, élthough they did not-spend as

much time and effort in dealing with individual patients.
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Perhaps their experience had taught them that opposing
the prevailing ideals resulted in difficulties with the
other staff. It is also likely they realised that indi-
vidual psychotherapy in so far as they could émploy it,
would not be particuarly effective.

Those nurses. who defined their ‘roles in spontaneous
emotional terms, generally enacted their roles in a congru-
ent way. Nurse Robinson was talking to a patient one day
in the nursing office.

Patient: 1I'm really into music.

Nurse Robinson: Well I'd like to hear

you sometime, a good critic is somethlng

everyone needs.

g Patient: But you're a nurse.
- Nurse- Robinson: That doesn't matter,

I'm a person.
The patient then left the offlce after telling me about
the work which he was going to apply for once he left the
hospital,®and saying it was "nice to meet you". Nurse
Robinson, having observed this, said; "He's trying so
hard to be nice and friendly." Her attitudes to the patients.
were generally sympathetic. She was quite exceptional in
the everyday work situation in that she did not distance
herself much from. the patients.

Nurse Robinsonz%/We held a general feeling

that no one is sick . . . didn't even call

it mental illness . . . people are reacting
to a stressful situation land that was their



choice and their way of reacting. .

no one was sick, they showed maladap-

tive behaviour. . .patients began to

realise that they weren't rejected

they got to feel that we cared and

they did care. . .it was a great

feeling and t..ey could feel that. )

Nurse Bacon who defined her role similarly spent a

great deal of time with the patients, although her concern
was that the hospital shculd pay more attention to the
patients' needs.

It's a shame they don't have work-

shops here. Even for the young schizos

to be retrained. . .they (the staff)

provide for part of the needs of the

patients, but you often find they com-
plain of boredom. .

'

She did define the patients in terms of their medical
diagnoses and although she saw herself as performing a
'maternal’ role, she also related to the patients gqua
patients.

Nﬁfse Benish, at the other end of the continuum, who
defined her work in almost 'custodial', detached-impersonal
terms, also acted in accorddnce with her role éerceptibn.
She maintained an uhsympathetic attitude towards the patients.
For the most part her daily duties involved her in sitting
in the nursing station, drinking coffee, or doing praétical
work such as organising medication. She hurried around;,

keeping the ward tidy and organised. This kind of behaviour,
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as was noted earlier, was a common way of -retreating from
a conflict ridden job.  Indeed she considered that any
interaction with the patients were undesirable in thera-

peutic terms.

Nurse Benish: . « . you run the

risk of increasing their dependency
on the place and I mean how many of

us have somebody who can spend a
one-to-one type of thing with us. . .
You know you may have a girl friend,
boy friend, husbkand, wife whatever,
but you don't have somebody who can

be objective: to spend a one-to-one
with you. I mean how realistic is it?

One instructor from B.C.I.T. had visited West 3 just
prior to this and had criticised the staff for not being
involved with patient therapy. This was obviously one of
the factors which had stimulated the above comments. 1In
general her attitudes to the patients remained singularly

unsympathetic.

Nurse Benish: It's hard to work in
this area, because a lot of my personal
. feelings interfere with it. Like I

can't stand welfare bums, and I can't

, justify myself being out working and

" 7/ paying for a -bunch of people who could—"

work but can't be bothered. I find
that really hard to handle and so I
may be not as patient with them as what
I could be but it's just that I . . .
well after a while 'till you fire them
out one door and they're back in another
door. )



One day on West 3 the staff and patients were preparing
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for the ward sale next day. I~aSkiS_zEéE/ﬂa§;fo be on sale.
rurap— o

Nurse Benish replied:

éf management, were obviously obliged to deal personally

with the patients in the course of their everyday work.

The charge nurses, while defining their roles in terms

The patients. What else? Two for each
customer. take them home - instant
entertainment. ’

The extent to which they did this depended on their personal

orientation
Cﬁé:ge Ngrsé Sangéter defined her role hoth in terms of
management and in patient contact, her attitudes to and

the treatment of patients, were rather more custodial and

-

.authofiﬁarian than she admitted. She defined the patients

in West 4 as:

quérStandable'but incbngruent with her role definitién.

1

Her attitudes to the patients on West 4 are quite

Really different. They're psychotic
and if they're not psychotic, they're
horrible. . They're just really rotten.
They mainly Tome from jails and quite
a few.are Form A's. One man attempted
to. hang himself in jail, so was sent
round here gqujckly. Another man just
flipped out zg court, called the judge
you name it - and was completely. inco-
herent, -and .so he was brought round
here with the aid of four guards.

N

and on the support from the other staff. While

It

i
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is likely that the pressures on the new West 4 changed her

i

perspective and forced her into some actions which she would

normally have been reluctant to do.

i

On one occasion there was an emergency on the ward and
male staff from West 3 were called to help. A patient had
broken a windo& in town and been brought in. At one point
ten nurses were trying to hold him down, although he seemed
quite docile. Charge Nurse Sangster had ordered an injec-
tion for this patiené, who as he lay on the gfound, looked
up and calmly asked, "what's all this violence?"

Certainiy this charge nurse was concerned to enforce
strict rules for behaviour in West 4, and frequently used

seclusion as punishment for infringements of the rules.

Charge Nurse Sangster: We're using
seclusion. as a disciplinary sort of
thing . . as a rule it works. I

guess the longest or the most times
we've had to deal with one guy was

six times, and that was a lot of
promiscuity that he was showing and
some of the women we have are just so
psychotic that they have no idea what
they are doing or what they're letting
others do to them, but we just had a
temendous amount of overactivity,
sexually and particularly from one guy
and it took him six times to dawn

on him.

™

The head nurse on East 2 was probably the most custodial
of all the nurses in Crease. She rarely spoke to the patients,

spent most of the day in the nursing office, and gave orders



182

to the nursing staff. Generally she ignored the patients
if they passed her, or she shouted commands to them. One
nursing clinician described her pérticular style in this
way:-

Have you seen the move "One Flew Over
the Cukoo's Mest?" She's just like
the big nurse in that. You know at
the end when the big nurse says, "you
know I know your mother. I'm going

- to tell her about you?" Well I went
to see that movie ¢n Friday. I walked
into Tast 2 on the Monday, and she was
saying that too; "I'm g01ng to tell .
your mother you know '"

Quite a few of the nurses expressed concern over the
treatment of the patients in Fast 2; gen@rallylthose who
were or who had been dissatisfied with their work in that

ward.

Nurse Conway: I. was in Tast 2 before
but I didn't like it there. I didn't
like the way the nurses were treated.

Mot that there was any physical violence,
it's just that they treated the patients
like animals.

Nurse Guthrie: The thing that bothers me
about this place is. the way some of the
nurses treat the patients. You wouldn't
get that in general hospitals.

Nurse Enders: I sometimes wonder if
the patients are taken advantage of
because nerhaps they know that the
families won't be checkina up.
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Charge Nurse Walsh also spent little time with the
patients. His work centred around planning programmeé
and organising and supervising patients' treatment. He
thus performed his work exactly as he had defined his
role. He was concerned to change the therapeutic environ-
rent as he considered the patients were ‘oo dependent on
the hospital.

The great traditional stories that

mental hospitals are horrible places
~and that everyone wants out are just

not really accurate. We create an

environment that people learn to

need -~ too much give and not enough - »

there's no investment on the part of

the patients to gain. There's two

dances’ a week and one movie a week . .

That's a very destructive process.

lowever, if you look at these things

I think would be most meaningful, it's

really difficult to involve these

techniques that requre a great deal

of staffing, a great cdeal of time,

and a great deal of ability.

He was obviously dissatisfied with the extent to which
he could implement treatment programmes and function effectively
in his nursing role as he wished to do. 1In fact, he left
Crease two months after this interview, and took a position
in Community Health.

Charge Nurse Russell, on the other hand had a very un-

crystellised view of his role and the definitions of West 3's

therapeutic situation. He spent as much time as possible
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withzthe patients, and joked with them frequently. His ap-
proach to the rpatients was generally not duthoritarian and.
he seemed to find amusement in the most common everyday
occurrences.

One patient came into West 3's nursing office com-

plaining that a nurse was not giving her the injection in
her buttocks in the proper way. The doctor was eventually
called upon to perform this duty.

Patient: I want to see it. I always

look. . . She (a nurse) won't give me

it another side. She's trying to do

it in the back. I want the doctor to

do it, not her.

Charge Nurse Russell: She's got her

own way now. She always does. (He

laughs) .

On another occasion a patient came to the nurses and
asked for his clothes. "I want to go to the boudoir, I
need my things." Everyone laughed at this grandiose des-
cription of the ward dormitory. The charge nurse repeated,
"the boudoir!"

One other conversation took place between Charge Nurse
Russell and the social worker, concerning a patient who
had expressed discontent with the morning's Transactional
Analysis group meeting.

Social Worker: He wasn't happy with

the group this morning. He doesn't
want to continue. That's a pity because



he was really getting suppbrt from

the group. We were giving him strokes,
I really think we should force him to
continue . . . Not that we can force
him really.

Charge MNurse Russell: We could bribe him!

In general, Chargé Nurse Russell'skwork style was
considerably less structured, less goal oriented, than
those o7 the other charges. In summary, the ward defin-
ition of the therapeutic situation was similarly lacking
in order and direction, and the nurses' role definitions
were qﬁite varied. The ward éeemed to function guite
adequately on a day to day basis, however when a érisis
occurred the lack of direction seemed to be a disadvant-
age. One patient who had attempted suicide outside, had
been brought into Wést 3. He tried again by d?inking a
bottle of "Selsun", having warned the staff that he was
going to do this. The subsequent chaos was obvious. No.
one knew what to do or who to tell. In the midst of the
chaos the patient was left -alone and he proceeded to try
to hang himself. He was saved by anothe; patient who had
observed his actions. In the aftermath tﬁé staff, lack-
ing external control and direction, did not meet to dis-
cuss the matter or how to deal with such occurrences in
the future. Instead each individual denied personal
blame, and éoncentrated his efforts on acguestioning and

blaming others.



Thé majority of nurses, in so far as role performances
were concerned, acted congruently with their role defini-
tions, although in general théféﬁwas a certain amount of
ambivalence in both the particuiér interviews and in the
everyday work styles. Most carried out their duties in
a detached fashion. They spoke to the pﬁtients when
necessary, but otherwise they spent most of their time
dealing with paper work, attending ward rounds, or talking
to each other. Nurse Read- for example, who emphasiséﬁ
£he point that he waited for patients to ccme to him for
advice, did exactly this. He saw himself as part of a
team, and as such, worked in conjunction with the other
nuxses.

Nurse Read: ' If a decision is made, we
stick by it. That's really good. You
have no problems. Very few patient
fights. Then if a patient is out of
line, he has to deal with the whole
. team, not just one incdividual.

Most of the nurses held quite sympathetic»attitudes
towards the patients, even though they remained professign-
ally detached. They expressed concern that nothing was
being doge for the pétients and Ehat the éommunity out-
side 'did not support them.

Nurse Dennis: A charge nurse once gave

me a piece of advice - treat them like
human beinogs’ and they'll act like human
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beings. You'll have no problems;

urse Gladwin: It's amazing if you
take a look in the day room on an
afternoon, the waste of humanity out
there, just doing nothing.

Nurse Elliot: The problem with the
Patients' Bill of Rights is that the
people who made it up are the very
same people who would object most
strongly to having these people in the
community beside them.

Murse Selvin, who defined his role similarly to tJurse
Read and to many of the other nurses, also acted.in a very
detached way in interaction with the patients. Nurse
Selvin did however recognise that in West 4, part of‘the
problem in- dealing effectively with the patients arose from
the types being admitted. Sometimes it was not possible
for him to remain as detached as he said, and he adopted

a more disciplinary approach. -

Nurse Selvin: We feel that a lot of

the patients we get should be either

in jail or down at Riverside. They do
something under the law and the police
seem to charge them under the Mental
Health Act, maybe just to get them out
of their hair. . . A locked ward
sometimes aggravates some of the patients.
But others seem to be more secure when
there are controls on them. Maybe we do
control behaviour, and violate their
rights, but if we didn't we'd feel frus-
trated and some of them are like kids,
testing us to see how much they can

get away with.
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-This was a problem faced by most of the nurses

particularly in the acute wards. while most of the
nurses discussed eariier in this chapter attempted to
emact their roles as they defined them, they frequently
found themselves in a position of having to give orders to
_the patients. Also, because of the problems and pressures
inherent in any’psychiatric ward, all of these nurses
freguenrtly deliberately avoided interaction with the
patients. This could be done by concentrating on paper
work, or by discussing Fprivaté matters' with the other
nurses in the nursing office.- This was obviously easier .
for the Nurse 2's, for whom administrative work, and
planning was part of their official job description, but
the iurse 1's alsb freguently adopted such evasive strate-
gies. That is not to say that these nurses were thera-
neutically ineffective, or just 'bad' nurses who derived
no satisfaction from their work. 1Indeed it was fairly
clear that the majbrity of the mursing staff, particularly
those on the acute wards, saw their worlk as important and
-defined themselves as professionals.

It is ocuite understandable that dealing with ceftain
people, that is the patients, who normally do not know
the a»propriate rules for interaction, or who continually
violate them, poses problems for all nursing staff, indeed
for all people who come in contact with them. Essentially

it is just too difficult or exhausting constantly to engage
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in interaction with people who do not act in accordance
with the everyday normal rules. .Goffman {(1963:62) gives .
the example of children andvpatients‘who play the cgame of
"attack the encounter’”, £g;t is they sometimes move into
a con&ersation betéeen‘people, frequently too close for
comfort. The response of most of the nurses in such a
situation was to back away and avoid éll physical contact
with pétients. »In a limited area, if a nurse wanted to
pass a patient, he or she would ushally<§peak or shout to
t@e patient to move. |

The most obvious solution to this dilemma was for

the nurses to detach themselves from the patients, not so

much in terms of removing themselves physically, but

rather to try to deal with the patients as the psychiatrists

would. There were varioqs techniques Which the nurses
commonly used in maintaining and defining their status as
nurses, and so, distinct from and even superior to the
patients. Traditionally the nurse wore a unifqrm which
visibly separated him or her from the patients. Several

studies have investigated the effect 6f wearing or not

wearing uniform on staff-patient attitudes and interaction.

{cf. Larson and Ellsworth,- 1962; Jones et al, 1964; Brown

)

rd

and Goldstein, 1967-68) With recent 'humanitarian' approéghed_

- in psychiatry, this has generally been abandoned in most

mental hospitals. The only nurses wearing uniforms "in
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Crease were the heéd nurse in East 2 and the staff of

West 2, surgical.

The uniform is not. the onlv symbol which defines the
nurses' status as superior to the patients. The most obvioué
substitute for the uniform was a bunch of keys. Sommer (1969:
331) agrees that the possession of keys)ié a mark of status
in a mental hospital. The nurses usually carried these in
an obvious place, such as attached to their belts. Alternative-
1y, when moving about the hospital thev would carry them in
their hands, making a noisg, so anyone encountering them
in the corridors wouls instantly recognise them as staff,
and not as a patient.nuCarrying files or pieces of paper
served a similar function. One other interesting aspect
of behaviour~was the manner in which the various persons
walked around the hospital. The nurses generally walked
very quickly, conveying some sense of immediate purpose

to the audience, while the'patients were distinguisheﬁ

by their slow ambling pace. This was probablv partlv a

result of the medication and partly because of the simple
lack of anything to do. Surprisingly, the doctors also
walked very slowly, presumably because they felt no need to
enhance their status in the view.of anv audience.

More subtle methods also demonstrated the nurses' status

relative to the patients, although these were not always

consciously used for this purpose. They had 'territories' on
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the wards, the‘most important being the/;;zsing office.
This was the domain of the nurse, and any patient in the
office was there by permiSsion of the staéf. The nurse
héd only to retreat to the office to demonstrate that he
or she was nét a patient. S~ " t;’;y
Another use of space in the ward was relevant to éhis
problem, if we consider Hall's (1974:206) ideas on prox-
emics, "the study of man's pérception and.use of space".
He discusses the truciél‘spatial cuesxjn conversation, the
"flow and shifﬁ"vbetween peonle as they interact. There
are accepted distances for social conversation, although
these probably depend on the definition of the 'situation.
and - the roles, attitudes and personalities of the actors.
Goffman (1963:33) too, in discussiﬁg non-verbal commuﬁica—
tion, admits that such factors as physical appearance,.
movement and position, while not adeguate to convey actual
messages, do indicate the actor's social attributes, his
concepts of himself and of the others present. What is
important in the case of nurse-patient interaction is the
way the norms of .social disténce were continually violated.
Hurses in interaction with the patients usually stood out-
side the "normal conversational distance." (Hall 1974:207)
They demonstrated their superior status by shouting to the.
patients across this space. Another common aspect of inter-

action was sitting in a higher seat than the patient, or
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behind a desk, or stahding oveﬁ a seated patient when
by \
giving commands{ N

Nurses also generally avoided referring to patients as
abnormal or as normal. Quite frequently in ward rouhds,
when a patient was being discussed, his behavibﬁr wasf
déscribed simply as either "appropriate" or "inappropriate".
Nurses continually redefined and interpreted each aspeéé
of the patients' behaviour as rTeflecdting their illness.
ﬁosenhan (1973:253) similarly found that nursesdfrequentl§‘
inéerpreted all patients' actions as symptomaéic of their

[] . ' -7- -
diagnosed illness. ' As Goffman (1961:146) argues, wb&jgﬂ

most of the information-in casg notes is aé%urate, anyone's

life could be interpreted in the same way. Some of the nurses

'

:gcogniséd this. Thev were not always unaware of the inger-

[ . =
action processes in the ward situation.

?

Nurse Selvin: We all have our funny ideas,
our fantasies and so on, but it's when one
person starts to act these out or talk
about them that society decides that some- .
thing should be done. 1In an institution
any eccentric behaviour is noted, but on .
the street a lot of it is tolerated or
ignored.

Nurses' role performances then, were usually congruent

with their attitudes to the patients and with their role
ideologies. 1In general, all these were surprisingly

similar, with slight variation among individuals. A few

b ftie s e o
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\«\’/ .
nurses, as we h§%§<zgfn, were noticeably different, but
these were exceptiow®. According to Gilbert and Levinson
.(1957) staff role performance arises partly “rom ideology
which irf turn stems partly from personality. Personality

differences then could account fof the slight differences

3

among the nurses in their everyday actions and attitudes

to the patients. .It is possible thitﬁthe dominant ward

oy

ideology was modified by the individual's personality in
the'process of adapting and developiné work styles and
that the resulfsuqf this are apparent in the everyday life
on the ward. Nevertheless iegardless,gj £heir therapeutic
ofientations'or role ideologies, all thé nurses could be

— i

bbserved to act. in the ways discusseékahgve, in" an attempt
PR v’ - ‘/ .

to define themselves as nurses, as bpp?sed‘to patients,

and thereby enhancing their status and)their role definition.

s
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Chapter VI

THE NURSES PERSPECTIVES OMN THE INSTITUTIOM

Attitudes to Change

Most of the recent literature on psychiatric hospitals

- . . . £, N . . .
nas discussed institutional change. This emphasis is

. partly a result of the many attempts to turn such hospitals

from custodial asylums to demoncratic therapeutic communi-
ties. For example Stanton and Schwartz (1934) in an
aralysis of the hospifal organisation, examined—the
therépeutic changes as they were implemented in a partic-
ular situation and the impact of these changes on all the
staff members and ratients. Stotland and Xobler (1965)
examined the growth of a psychiatric hospital and staff
involvement in the implementation of its goals. This
study was basically a history and analysis of the various
external and irternal forces influencing the development

of the hospital. Similarly Schulman (1269) studied the
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impact of strucutral innovation and its imbacf on organisa-
tionagl effectiveness.
Riverview Hospital was in a vefy different position
from those institutions usually described, in that as has
been demonstrated throughout this thesis, almost the oﬁposite
pProcess Qas bzing implemented. Riverview was being redefined
as a long stay hospital or a secondary referral unit. Even
Cfease Clinic which was to become entirely 'admitting,'
was receiving amFincreasing number of chronic patients and %
therefore it was not exactly amenable to attempts to design b
therape%%ic'communi£ies even within the ward45tructure.
Staff perceétions of change have dlso been fairly well
documented in the literaturé} but again the focus has
usually been the movement toward more demoératic and ther-
apeutic hospitals. This literature usually stresses staff -
resisténce'to change, and the techniques they employ to
retain something of the status guo. Scheff (l960:ll~l2)b
* for example found in the hospital he studied that where
thé»goal was to overthrow a custodial.system, the staff
resisted the new érogramme and the goals were t:ansfdfmed
’as they_were‘put ;nto effect. He concluded from this study
that; |
. . . the resistance of the ward staff
- can be explained not in terms of the

individual inclinations of the staff
members, but in terms of the systems

wﬁ S ‘ /



of control which operate to bkring about
conformity to traditional staff roles.
The principle elements in this system

" of control were the operation of sanc-
tions through staff leadership, and in-
formal censure by the other staff, and
rationalisations which establish a
frame of reference in which reform seems
unthinkable. (1960:165)

From the staff's comments in ‘Chapter II it seemed that
change of the sort that was being proposed was a donstant
part of life in the psychiatric hospital. There seemed
to exist a myth that some’ kind of revolutionary change was
always impending, and yet the staff did not believe that
this would ever occur. . In particular those nurses who
had worked in the hospital for a long time had come to
perceive the myth of radical change as part of institutional
life. This process is adequately explained by Caudill
(1958:340)

One of the reasons for the failure of
(such) attempts at improvement is that
they usually are constructed as additions
to the content of the over=ail programmes
"of the hospital, while carefully staying
within the already existing form of the
hospital.

The problem in Crease was complicated by the fact that
the situation was not simply a matter of implementing new

treatment programmes and trying to encourage staff to adapt

to new ways. The central concern of the staff was the

Mg, i
s



uncertainty related to the changes, and it was this which
%, was a constant preocéupation for them. They showéﬁ no |
indication to oppose’the changes or redefine the goals to
Ksuit their own ends. It seemed simply to be a matter of
general uncertainty about the future. This uncertainty
was magnifiéd by the constant rumours which pervaded the
hospital, and the lack of clear information regarding the
future. Essentially it was the result of a lack of in-
formation and it contributed to an aiready confusing situa-
tion. It was not that the changes were undesired by the
majority of the staff, although as we saw in Chapter V
some nurses considered the developing situation as
problematic. In general their complaints related to the
ways in which these changes were being implemented. A;
Caudill (1958:340) ;alfgues: '
On the whole, the specific therabeutic
techniques and the details of administra-
tive proceedures in a hospital are often
satisfactory enough, but the way in which
these are integrated into a system, and
the manner in which responsibility for
them is delegated, is most unsatisfactory.
Most of the nurses' complaints related to tﬁevuncertainty
which was perceived to exist throughout that yvear (1976-
1977). These complaints arose sequentially as particular

wards were threcatened with reorganisation. The first

people to complain about this situation were those in the
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Operating Room. By the summer of 1976, they were threatened
with being moved. Various rumours suggested that the Oper-
ating Room might be closed and this gave rise to a great

deal of anxiety.

Nurse Frank: The way they have treated
us in this department is appalling. We
just don't know, we can't try and arrange
anything with é6ur families. They should’
have interviewed all the staff here and
said what the alternatives were. The
rumours run rampant and the only answer
is to give us definite answers. 1It's
when you're faced with not knowing what
you're going to move into.

Nurse Walker: For the last two or three
years there's been talk over the 0. R.
closing. I know that if there's some
definite plans about the place closing
they really should tell us. One day

you hear something from the cleaners

and the next day something from the
doctors. 1It's not as if we're going to
be out of a job.

Nufse Kaiser: All we know is that they're

going to change the 0. R. There's no

question of losing our jobs. It's just

a matter of where we're moving. It's

all being done in a very confused manner.

There's a lot of stress involved.

It is possible that anxiety stemmed simply from the

confusion that is jmplied in the above Statements and not

from any opposition to chrnges, opposition which did not

seem to exist anyway. As Greenblatt et al (1971:6) argue;
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Generally most of the resistance against
change bears little  relationship to the
soundness of the change advocated, but >
relates insteéad to the types of anxieties
that change as such produces.

West 4 was the next ward to suffer from fears of
impending reorganisation. It was around West 4 that
the proposed changes were based and dissatisfaction in
this ward was to be found on two‘levels. FPirst the
nurses considered that the ward was in a state of total
chaos, and this peréeptionvseemed to be a realistic

view. Second they claimed that the chaos and uncertainty

affected patient care. ’ \\\

—

Nurse Lang: It's really bkad in here
just now. All these changes are worry-
ing the patients. They're all high.
They've just been told they're moving,
no'warning. It's very unsettling for
them. But that's typical, the staff
get treated the same way.

Charge HNurse Sangster: It's hard to
look at the change right now when
. you're in it. You can't sort of be
objective '. . . No matter how you move
the patients they still feel the
strange environment and anxiety and
it was an open ward on East 4, and
an open ward here, and you come over
and wander around and I think some
of them did, but still I think it was
the effect of coming from an open ward
to a locked.

Other staff members on West 4 were more concerned with

the changes which directly affected their work. Certainly
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part of the role confusion and uncertainty on the part of

these nurses as they described their work in Chapter V

related to the reorganisationf

Nurse Morgan: It's really confused at
the moment, nobody knows what the other
person is doing. Being so confused is
very confusing it's very frustrating.
It's frustrating for patients and N
staff. I find that nobody really knows®
what the function of this ward is sup-
posed to be. It's active in that
there's plenty going on. But the con-
fusion is unbelievable. It frustrates
rather than limits. 1It's just diffic-
ult to get any gontinuity in the treat-
ment of patients. )

Nurse Gladwin: The staff are tired,
they're frustrated to . . . we've had
to consider Intensive Care and we had
to consider the West 4 sort of inter-
mediate term people. So there are-

o other facets that we've had to incor-
porate. Things happen, like well for
example today there was going to be
E. C. T., there is no E. C. T. staff on.

. There wasn't anyone on duty that was
familiar with 'setting up E. C. T. Now
the East 4 people have always sent
their patients over here for E. C. T.
and we've helped with it, but no one
here could set it up, say know what
the anaesthetist wants and saying
doctor so and so likes this or that.

The ward to be least affected by the reorganisation
was West 3. There were very few comments from the nurses
=
to the effect that the changes disrupted their work. Charge

Nurse Russell was the only staff member there who emphasised

similar problems to those mentioned above and he did consider
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that the other nurses were affected.

I'm getting a lot of questions about
the changes from the staff . . . I can
really notice the anxiety in the staff.
I'm sure it affects performance. 1It's
died out a bit now. When they closed
East 3 that definitely worried staff
and performance was bad. It looks as
if we will have some changes. The
latest rumours are in our favour. - But
you never know what's going to happen
tomorrow. This place needs shaking up.
Changes will be made as a result of the
conference. \

\

The administration and lack of communication within

A

the system relating to the hospital reofganisation, was
the main concern of West 3's staff, as will be seen in
the next section, although very few complained about the
changes as such. This was not solely West 3's preoccupa-
tién. The uncertainty brought about by the changes was
blamed on the lack of cbmmunication, by all the nursing
staff in Crease Clinic.

Nurse Robinson on West 3 had different perspective on
institutional change. She did not see that it affected
her work or ‘the functioﬂlng:of the ward, but'she did
consider that it was a regressive step in the history of
the hospital. -

Nurse Robinsoﬁ: The place doesn't

really change. They make changes but
they're changes that've been made before.
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The change we're making now . . . it was
in effect when I started here . . . well
similar . . . A1l admitting came to Crease

and the big buildings are up the hill

like they used to be. That's what we got~
rid of . . . The ideas of going up the
hill . . . I think the’ changes it's making
right now are backward richt now. . . I
think Crease at one time was considered the
health spa of the lower mainland . . . the
maximum stay was for four months and

either you made it in four months and went
home or you went up the hill and right now
we have no limit on length of stay. But
everything else is the same. I don't see
it as a good step.

The decision to move East 2 had been emphasised at

conference with the proposal to open up an entire unit

organic brain syndrome patients. It was obvious to

concerned that the ward was to be moved in the near

Nevertheless the nurses accepted this with fewer

protests than the staff on the other wards, although they

did suggest that the uncertainty éffected patient care.

\

Head Nurse Trotter: I don't know
about these changes. The last time

we got one day's notice. They didn't
even ask us. But at the moment we
just don't know. We can't do anything.
Like this mornipg the nurse said we
need a fan in fﬁe bathroom. I said
there was no point we'd just be moving.
It's a real threat to a lot of people.
You know if they're climbing up the
ladder. 1liot me, I'm retiring in a
couple of years.

Nurse Mathews: At the moment I'd say

that everyone's just waiting for someone ;
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to make a mistake and I can't work in
that situation. Tt wasn't like that
all the time. Basically you're unhappy
anyway and so if you have to deal with
the patients it's difficult. You end
up dealing with the basic needs and.
not the emotional problems.

The uncertainty on West 2 was most apparent. Through-

out the year they were given several dates on which they

were to move. Iach of these was vostponed, which only

L]

contributed to anxiety on the wards.

Charge Nurse Simmonds: Well I found

out first back four or five months ago
that we were moving . . . and of course
there was a lot of discussion going on,
and then for a few months, and then they
came to no conclusion at all . . . later
the administration decided that we

should move, that was December 9th, and

then they changed their minds. . .and
they set a date for January 10th. . .

and then nothing was done about it until
past Christmas. . . We didn't get the
final word about North Lawn until two
days ago and yet theyg are just painting
and maybe won't be finished with all
these things for two weeks but regardless
we are moving in. . . no one asks us if
that suits us, if the facilities are

good enough. It doesn't really bother

me but when it affects the patients, that's
when it's bad.

One nurse on West 2 expresséd total disillusionment

as a result of the change and the constantly deferred dates.

Nurse Hadden: I don't even believe
that we're moving now. We've had so
many dates. It doesn't much take you-



204

by surprise. This place doesn't make

- sense. It's the administration. 1It'll
be haphazard. ‘hen they say something
you do it. They'll give you a rough
time. '

Y

Psychiatric hospital reorganisation does not neces-
sarily involve radical modifiéations in treatment programmes
or therapeutic ideologies. The changes introduced in this
situation were based on redefining Creasé Clinic and mainly
consisted of moving wards. The only exceptions to this
was the redesigning of West 4 into a locked emergency ward,
and the possibiliﬁy that the Operating Room woﬁld bé |
closed. The nurses did not oppose or obstruct these changes
but considered thatrthe main problem lay in the way which
these were implemented. This attitﬁde was based on the
uncertainty inherent in the situation and which gave rise
to a great deal of anxiety and tension. The nurses claimed

- that this in turn affected their capacity to carry out

their duties effectively.

Perceptions of the Administration
The nursing staff in Creasé Clinic considered that one
of the major dilemmas in the daily life of the hospital re-
lated to ongoing changes, or the likelihood of change. The

main problem appeared to lie in their lack of knowledgé and

ey, .



the associated anxiety. This was based on lack of communica-

tion commu:ication of contradictory communications, which
they receive from superiors in the hospital authority
strdéturen Essentially information flow within the Clinic
appeared to be rare, contradictory and -downwards in direc-
tion. This resulted in adverse opinions of the adminis-

trative staff on the part of the nurses.

Nurse Mercer: I feel that what makes
everything behind is the administration.
They are still running the hospital like
way back and so many things you want to
get done but you have to go through all
the proper channels, paper and more paper

- and it goes up and it takes a while to
get anything done.

Murse Conway: I mean this place had
really been going on like this for years.
You know I'd really like if we could talk
to the higher ups. There's no communica-
ting.

Nurse I'rank: The communications are ap-
palling. I guess it's the same in any
institution. There seems to be too many
levels of authority. By the time any-
thing gets to the top it's lost its punch.
If there was more communication they
could sort out a lot of problems and save
a lot of money. After all these years
you'd think there would be some effectlve
way of running the plac

The nurses generally considered that the administration
was in a position to improve communications dnd that they

were not responding to the staff's needs. These nurses saw

those in authority as detached from the functioning of the
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Nurse Purves: I don't think it's fair
that we are left dangling . . . of
course it's very bad for staff morale .
. . it's about like the old days in
nursing when you were expected to do
what they told you and your off duty
time is not really your own, it's the
hospital's.

Nurse Pilling: I don't know about the
administration. They may not know any-
thing definite, but I think they're
being a bit unfair. . . Communications
are absolutely terrible. I do think
that common courtesy would lead them

to at least keep us infermed.

The nursing staff considered that the administration

had

out

nurses,

designed plans and were putting them into effect with-
consulting them. Information, ag perceived by the

moved in a downwards direction. They felt that

it was futile to attempt to communicate their ideas back

to the administration. This perception of a detached,

unresponsive and unified administration structure was

fairly common.

Charce !lurse Simmonds: They did ask
me, quite a lot, but I remember two
weeks ago when I was asked to go up
and look at that new area and I asked
is there any point in me going to look
or has the decision already been made?
So they said well go ahead and look
anyway. . . It seems to me that up in
the hierarchy they don't have very

. much idea about what's going on. . .
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There are a lot of gquestions to be
asked. For example how often does
the administration go round the.
wards?

Similarly the administration was frequently 'seen as

14

an entity which would punish anyone questioning its auth-

ority, or criticising the hospital.

Hurse Benish: You know like towards
the administration. If we speak out
about something, you know that if you
. feel very strongly about or disagree
witnh, that you know they will get in
one way or another. ‘

Greenblatt et al (1971) in examing the reconstruction
of a similar institution found that similar opinions per-
vaded, but that it was possible to counteract them. They
considered that;

One important lesson learned was that
opening communication often lessens
the nolarities between individuals ™
and departments and reveals that
members of a particular group are not
necessarily all of one mind about
controversial matters. (1971:12)

The administration itself was not unresponsive to such
problems. The Executive Director, in particular, was con-

cerned to improve communication within the Clinic. His

success however was guestioned by the nurses.
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urse Pringle: The kiggest problém is =~
the lack of communication. They (the
administrators) talk about the lack of
communication on one hand and then they
keep secretive.

Information flow within the institution was an inter-
esting phenomenon. It was a common belief, perhaps—grounded
in some trutih, that the housekeeping staff had knowledge /
of everything happening in the hospital. This informal\\~///
method of communication was said to work éffectively be-
cause ;he cleaning staff were in daily contact with more
personnel than ‘any other type of employee. Information

. S
seemed to flow, according tq this 'myth', from tﬂé admin-
istrators down to the housekeeping staff and ﬁhen b%ck%}o
‘the wards. It was even jokingly!said that the héusekeépers
macde the decisions. In an effort to improve this informa-
tion flow the Executive Director had tried to introduce
more formal and open lines of communication. He had also

stressed an 'open-door' policy whereby all hospital per- ty

sonnel could discuss -problémsg with him directly. On his

- - o

own admission this did not appeaf‘té function even as wel
as the earlier closed system wfth itsi'underérouad}fcoﬁ4
rnunication lines. .

One of the pérvasive aspects of life in tﬁé Clinic was
the multitude of complaints concerning the lack of commun-

ication, seemingly arbitrary decisions, uncertainty and
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an unresponsive administration. While these are phenomena
to be found in the attitudes of staff in any large institu-
tion, they were intensified in Crease during that year of
reorganisation and change: This situation was a problem
for the nurses in that it only contributad to already
existine uncertainty and to job dissatisfaction.

8

Attitudes to Psychiatrists

While the psychiatrists and nurses were all concerned
with the‘t{#atment ana care of patients) and the nurses
were in daily contact with the patients, the psychiatrists o
were in ultimaté command. The definitionm of this situa-
tion was regarded differently bv all the'therapeutié
participants; the central guestion being "who is the most . ,

w

impo-tant and effective therapist?" The division of

» .

labour on the wards was¢of central concern to the nurses.

.As mentioned previously the nurses were in a difficult

§osition in defining and isolatfng the content of their ‘ j
work. Despite this, many of them defined their nursing

roles as 'therapeutié’. Thé'psychiatrists, on the other

hand, held quite swvecific views on the roles and respons-

ibilities of the nurses. This regulted in a situation

where psychiatrists and nurses were competing in a way

for certain responsibilities, although this was not »
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necessarily recognised by the psychiatrists. The nurses,
unless they had come to define 'their work simply as
- custodial, or as largely paper work, were involved in an
ongoing dilemma in isolating their responsibilities from
those of the psyghidatrists. This was a situation laden
with pbtential conflict.

The psychiatrists all agreed that, when a patient °
was admitted to the acute wards they made the initial
diaghosis and planned treatment.

Dr. Treadwell: What happens is a
patient comes in and you see them
and take a full history and then
you go on and present the patient
to the nursing staff.: There's a
.bit of a discussion and there is a
plan formulated about which aspects
should be stressed.

This definition was generally atcepted by all the nurs-
inc staff. Diagnosis was obviously to work of the psychié—
trlsts as doctors, who had k>?al and basic medical respons-
1b111ty for the patients, but. the actual everyday treatment -
situation was not so clearly defined. TEach individual psychia-
trists and nurse had specific ideas relating to each other's

roles. These defintions and expectations were not always

identical. Dr. Langton described the nurse's role as;
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supportive therapy. They (the nurses)
of course look after the day to day
needs of the patients and that would

be physical care as well as emotional.
The nurses would sit down and talk with
‘tHe patients and maybe find out some-
thing the patient's forgotten or didn't
want. to discuss with the doctors and
this comes back to the doctors and we
all discuss it. The nurses, mainly
supportive therapy, nothing too deep.

>

The majority of nurses did define their roles in this‘
way. [Those nurses whd baséd their ideas on a 'team' ap-
proach to patient treatment and.cére, perceived themselves
as important elements in the 'team' and frequently considered’

that the psychiatrists were the most) important therapists.

Charge Nurse Sangster: They (the

psychiatrists) treat the patients

immediately. They interview them

separately. ™Phat's their job, on

the one-to-one basis. Frequently P
they'll ask one of us along if we're

interested, but it's not set up like

that. They're responsible for the

basic care. We report any different

kinds of behaviour to them, anything

we may observe. ‘

Nevertheless, as indiéated above, many of the nurses,
even those defining the situation in accordance with the
above statement, regarded their primary roie as 'therapeu-
tic', albeit in a rather ambivalent and non—spedifié way .
Even amoné the majority of nurses who deé}ned the psychia-
trists as the primary\therapigis,:there was a wide rangé

of opinions. At one extreme were those nurses who accepted

<= .
< N
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that their main function was to carry out the psychiatrists'

orders. <

N&rse Benish: But I think that before
there's anything that we nurses can do
about it, the\medical profession has to

o really get in there and sock it to them
with medications, to get them so they
are accessible|[to us, but so often they
aren't. I meah there's no way I can
convince Jim (& patient) that he is not
an architect nor would he believe that
he didn't own a ranch and wasn't a
movie star.

Nurse Bacon: The nurse is always with
the patient. The psychiatrists deal
with the illness, therapy, while the
nurse deals with the patient's basic
needs.

Very few of the nurses isolated their own roles from
those of the psychiatrists in this way. Charge Nurse Walsh
.had managed to define the division of labour quite differ-
ently. In the last cliapter we saw that he saw his role
as managerial and the roles of the other nurses on his
ward as 'psychotherapeutic'. At the same time he relegated
the responsibilities of simply providing chemotherapy to
the psychiatrists, although it was obvious that the psychia-
trists did not define their roles in this way. While the
psychiatrists were not specifically discussing West 4 as
it was when Charge Nurse Walsh was running it, they had

been working on that ward at that time, and, as it was

defined as an acute ward with similar patients to those on
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Vlest 3 later, there is no reason to assume that the
psvchiatrists themselve2s had changed their perspectives.

drastically.
Y,

&

Charge Nurse Walsh: The psychiatrists
work mainly from the medical point of
view. They use the medical model for -
treatment. ¥one of them practice psy-
chotherapy. They use medications, they
establish levels. I can't think of
anything else they do. They have a
legal and meaningful responsibility.

A number of things require doctors’
orders. For example a nurse cannot
allow a patient grounds privileges until
the doctor has ordered it.

The majority of nurses, however, stressed the ideas
of the 'team' approach and considered that co-operation
among the therapists was both the most effective method

and that which was practiced. @

llurse Read: I respect the psychiatrists
although sometimes I don't agree. They
usually are open to criticism. .

Nurse Robinson: That's another thing. . .
is a feeling of one. I'm as good as you
are and you're as good as I am. We're
just people. That makes us equal. I

used to put doctors higher up and patients
a bit below, but no way now.

Charge Nurse Russell: ‘As for psychiatrists,
we let them come in every once in a while

to make them feel good. (He laughs). We've
come a long way. They red®ly make decisions
without consulting us. We're at the point
now where we can criticise and give ideas.
They have to realise that nurses are the
largest group and collectively we have more
say.



in'Chapter IV we saw that these perspectives were not
necessarily adhered to by the psychiatrists. Democratic
‘sharing of ward responsibkilities, particularly in connec-
tion with psychotherapy, was not the dominant therapeutic
defirition on the part of the psychiatrists. These contra-
dictory interpretations only served to contribute to the
nurses' uncertainty regarding their rolés and responsibil-
ities.

Nurse Gladwin: Well when the doctor
writes down an order, that's your duty
to do it, you've got to do as he says.
All of the doctors are open to sugges-
tion though. Plus the doctor when he
picks up the chart, the first thing he
says is what can you tell me about so
and so, because I mean we're the one's
working with them.

This emphasis on the fact that' the nurses spent con-
siderably more time with the patients than did the psychia-’
trists, was fairly frequent in the interviews and in every-
day discussions. When they considered their roles and
responsibilities in relation to those of the psychiatriéts,
a few nurses even claimed_that their own practical knowledge
and abilities were superior to those of the psychiatrists.
‘Rubenstein and Lasswell (1966:72) reported similar situa-
tions where the nursing staff for the similar reasons

considered that the psychiatrists had only a partial picture

of the patients.
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Nurse Conway: I don't think the
doctors ask your opinion enough.
Maybe they listen to the charges,
I don't know. But they don't ask.
us. They'll maybe say, "how's
his foot doing?" But they don't

R‘\,/’ ask us what we think or anything -

about his medication.

Nurse Cramer: Well we know the
patients, how they're doing and
that. But the doctors only some-

times come here, so they don't
know.

. Nurse 'Lang was particularly critical of fhe psychia-

trists in thigqyefpect.

Psychiatrists are the worst. They
have to be so arrogant and they can't
relate to people. I don't like all
that pussyfooting around. The doctors
sometimes don't come straight with you.
I don't like that.

The nurses, other than those wHo specifically defined
their work in impersonal-detached terms, were. in a dilemma,
'which rendered it both difficult for them to put into
practice their 'therapeutic' roles and to make decisions
regarding patients. The nurses frequently competed with
the psychiatrists for ward responsibilities. This compet-
tion combined with the variety of e;gsctations rarely led
to confrontation. Apparently the nurtSes had developed

several techniques to deal with this situation, these

techniques being frequently employed in ward rounds.
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Murses and Relative Deprivation
: ff?ﬂk —

The nurses as we saw in the previous chapter fre-
quently enhanced their status in the everyday interac-
tion situation relative to the patients. 1In contact
with the psychiatrists the nurses felt themselves fo be
in a particularly vulnerable situation. Actual gonflict
beéween the psychiatrists very rarely arose because of
the adaptation of the work processes over time.

The nurses had Qeveloped certain processes and situa-
Eions, channelling thse to suit their own perspectives,
while simultaneously enhancing their status in relation to
the psychiatrists.

In considering their roles as almost psychotherapeutic,
and in estimating their understanding of the patients as
important as that of the psychiatrists, £hernurses often
tried to impose their ideas on the psychiatrists.

The interaction described below which took place at
ward rounds is an example of a situation in which the
nursing staff wished electroconvulsive treatment to be
given to a particular patient while the psychiatrist did
not. At this meeting in West 3 there was‘Dr. James, two
nurses, a social worker and an occupatibnal therapist.
They were all discussing a patient who was described by

one of the aurses as "a bit withdrawn,® The other nurse .



suggested that they try electroconvulsive therapy. Dr.
James réply was; "No, I haven't used it fof a while. I
I don't iike to." The charge nurse then‘replied; "What are
you trying to do, set a w0rid record?" The other nurse -
.then said' "Might as well try if ail else failsl" Pres-
sure was then put on the psychiatrists from the othef
staff members present, by way of similar comments and
eventually he agreed that he might recommend electrocon-
vﬁlsive fhérapy. |
On another occasion a similar situation arose. This

time Nurse Nelson was concerned to detain a“patient in the
hospital because of his general non-compliance oﬁ the ward.

Dr. Langton: He's very religious.

He thinks he has a pipeline to God.

£hould we let him out for the week-

&nd? -

Nurse Nelson: No, he should earn
it. He should at least dress nor-

‘mally. .
Dr. Langton: Well maybe that's his
normality. '

Nurse Nelson: It's not ours, it's

not society's.

On one occasion at ward rounds, Dr. Treadwell was
determined to justify a patient's behaviour to the nurses.
He started by discussing the patient's diagnosis and bther
factors relating to his illness. He excused the patiehg;s
behaviour to the nurses by saying; "He's bored and he
has no future." The nurses said nothing but looked dis-

approving. Dr. Treadwell turned to me and shrugged; "Well
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- you know we don't ever do any cUring in psychiatry!" He
— '
then asked the charge nurse; "Is this man bored to death

with the facilities in the hospital?" The charge replied;
"But he can't be, he's had lots of oppoftunities." Another
‘ nufse continued; "Yes he's grandiose - all his painting.”
Dr. Treadwell concluded with a joke in an attempt not to-
submit to the nur;es' definition of t@e situation.

Well yes. i suppose that's part of

illness, and he doesn't want to play

chess with me anymore.

Such interactions were fairly common at ward rounds.

The situation resembled a game where participants employéd
various strategies in order.to gain dominance. Generally
agreeﬁent'was reached and all participants decided on a
mode of action. In such a sitiation it was possible for
fhe nurses to dominate the psychiatrists, by emphasising
their £herapeutic effectiveness and stressing the extent
of their knowledge bf the patients. As a result, the
nurses could enchance their status both from their own
pérspectives and from those of the psychiatrists. Never-
theless £hese manipulations on the part of the nursing
staff were not basically threatening to the psychiatrists,
nor to the actual therapeutic situation. The nurses in

this situation were attempting to enhance their status
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.and to relieve dissatisfactions relating to their role’
confusion, but did not intend to disrupt the entire ward
authority structure. The central concern of pioviding
treatment and care for the patients remained the priority

and the basic goal for the therapists working on the wards.

-

Conflict is not necessarily dysfunctional.

Internal social conflicts which
concern goals, values or interests
that do not contradict the basic
assumptions upon which the rela-
tionship is founded tend to be
* " positively functional for the social
structure. Such conflicts tend to
make possible the readjustment of
norms and power relations within
groups in accordance with the felt
™~ needs of its individual members or
) subgroups. - (Coger, 1956:151)

Several studies have diseussed othe: methods commonly
used by nurses attempting to enhance their status; For
example Goodrick,et al (1954) found that nurses frequently
told jokes about the psychiatrists. This I found took the
form of defining them as incompetent, or.as rather similar
to the patients. Charge Nurse Sangster described the new
psychiatrist on West 4 in this way.

We've had a new doctor come, he almost
reminds you of the absent minded profes-
sor type, but likeable. But the kind of

guy that you don't want to see him forget
something and so you learn to lean over
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~a little to help him and he feels very
comfortable on this ward.

One day some nurses were commenting on the fact that
while it was raininag outside, two men in raincoats and hats
were washing the hospital's windows. Nurse Henderson's
comment was;

You can see this is a psychiatric hos-
pital! I once saw a psychiatrist standing

holding an umbrella. He was washing his
car in the rain.

Another tale was reported of a'?éychiatrist afriving
on a ward in’Créase for. the first:time. One nurse intro-
duced him to a patient, but told him the patienk was the
charge nurse. The new psychiatrist then embarked on a long
and technical monologue and read the ward files with the'
patient.

Other studies have reported different methods commonly
adopted by the nurses. Scheff (1970:332) for example dis-
covered that nurses could give or withold co-operation in
an attempt to control the psychiatrists. This could involve
witholding information, particuarly if the doctor was too
demanding of the nurses. It also involved manipulating
patients by encouraging them to accost the ébctor with their

N

requests. The most important sanction discussed was the

nurses' non co-operation with the doctors' orders relating

4 P
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to medication or séclusion. The nurses had control over
these situations and could manipulate them if they so de-
sirgd. While occurrences of this sort were not common, I
occasionallqubserved the nursing staff employing such
technigques in order to gain some temporary measure of control
over the psychiatrists.

:Only once did:I hear of a nurse actually giving orders
to a physician, and this was certainly not usual. Dr. Stone
reported that he had once been walking down the hall in |
East 2 when Nurse Elliot had called to him; "Come here
little boy I need you to do something".

Generally the nurses' attempt; to enhance their status
were duite subtle, even in those situations such as\ward
rounds where they were attempting to impose their ideas

over those of the psychiatrists.

In conclusion, we see that nurses enjoyed some degree

of success in channelling potential conflict in the wards bd

and, in confrontations with psychiatrists, usually sought
to enhance their status by redefining their roles as therapeut-

ically effective and important.
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Chapter VII
Iy

'

CoNC LUE IOoHN

In this thesis I have attempted to depict, and €xamine
the social implications of the therapeutic situation in
a psychiatric ﬂospital and the different psychiatric ideo-
logies being practicgd therein. I have taken data largely
f}om interviews and conversations, compaﬁéd tﬁe staff's ob-
served life styles, drawn certain conldéions aﬂd considered
previous research in similar fieldé. I was particuiarl&
Eggcerﬁed with,thé2way§ in which séforunderstood and
defined their roles. In doing so, I have attemptéd to "
let the staff 'speak for themselves'.
| VI commenced this thesis by describing the ward
organisation in Crease Ciinic and the numbers and typeé
of patiénts in these wards. A crucial factor‘which‘waé
considered throughout the thesis was, that in the acute
wards, that is Last 4, West 4, West 3"and the Inten-
sive Care Unit, the patients were officially considered

as short term and therefore amenable to rehabilitation and

\
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tremotivation. In East 2, which contained organic brain
syndrome(patients, tfeatﬁent centred around 'functional!

‘" nursing - %Pe care for the pﬁ}sical needs of the patients.
West 2 was désigned’simply to care for post—;urgical
patients; Details of the staff composition and their
official duties were also given in this section.

In discussing the evefyday activities, 'it was seen
that these differed greatly dependipg on the wards. Oc-
7Cupationai therap? and recreational therapy were avilable
tg all patients, but were primarily utilised by the. |
patiénts ffom the ‘acute' wards. West 3 w;s the only ward
wherée official psychotherapy, that is,'”Transactionél An-
alysis", was carried on. This was largely due to the in-

_Vfluencé of the social worker on that ward. It was also
seen that certain privileges were given to some patients -
once they were considered controllable by the ward staff.
They were given 'grounds privileges', could attend actiﬁi—
ties suchvas aances, movies dnd bingo sessions, and were
allowed to eétzin the dining room,' The official daily
duties &f the nurses were also discussed. These sections
were éssentially déscriptive, but hecessary as a background
to the main body of the thesis |

One of the main concerns of this study was the chang-

ing nature of Riverview's role. Alternative facilities for

o >
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the treatment and care of patients Ye resulted in a
change in the type of patient beieg admitted to Riverview.
A conferenee held aﬁ the hoepital addressed this problem,
and it was deciddd that Riverview shoulq cease being a
primary referral centref Patients were only to be admit-
ted there if they could not be taken care of in other
psychiatric facilities, if they remained in those other
facilitieg too long, or if theyihad become part of the
'revolving doésr' syndrome. Tﬁe 'revol&ing door' phenom-
enon, as-it s commonly termed, refers to these patients
who entered an institution, were treated and diﬁeﬁgrged,
and Qere then readmitted sometime later. This was a con-
tinuous process for a number of patients. As a result of
this theré‘had developed a recognition that Riverview's
patients were becoming increasingly 'chronic' in nature.
So it was also decided =zt this cohference that a locked

ward should be established in Crease Clinic to take care

of 'emergency' - violent or suicidal patients. This ward

was to replace the small Intensive Care Unit, and baeically'
to take over its functions.

At that time these proposed changes gave rise to a
certain degree of anxiety and cynicism on the part of some
nurses. Some of the staff considered.that the administra-

tion frequently proposed such changes, but that nothing
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radical was ever implemented. This conference, however,
did mark the commencement of a vear during which consid-
erable reorganisation took piace, and within Crease Cliﬂgc,'
reorganisation became the basic preoccupation ypf, and
source of anxiety among the nursing staff. ﬁ%}

As a background to psychiatry as it was practiced in
Crease Clinic, we analysed the theory ofjpsychiatry and
associated therapeutic techniques. The basic historical
trends 1n psychiatry were seen to be the organic, the
vsychological and the magical. Psychiatry of course,
claiming to be a scientific discipline, generally .only
admits to tﬁe existence of the first two at thé present
time. |

The organic approach, which is likened to scientific
medicine in geﬁeral{ searches for physical aetiologies,
diagnoses and treatment methods. The majbr phyéicai thera~
pies are electronconvulsive treatment,.psychosﬁrgery— only
occasionally used now - and chemotherapy. The'efficacy
of these treatment methods were considered although it was
seen tha&t-there is considerable controversy over the matter
within the discipline. Chemotherapy, most commonly used
and most readily asséciable with medicine ip general, is

wnere most hope is placed for a final 'cure' for certain

types of mental illness.



The psychoiogical approach to mental illness was
also considered, although psychoanalysis és such wasnnot
discussed in detail. ' Psychoanalysis is not a therapy
frequently used in hospitals, particularly in large state
‘institutions. Obviously there is’simply not the time, nor
the facilities to conduct classical analysis. The psycho-
logical approach, as it was discussed here, was considered
in respect to various psychotherapies commonly employed
in psychiatric hoépitals. I emphasised those approaches
on which Crease Clinic psychotherapy seemed to be based.

Frank's (1961b) theoreticalﬂﬁfamework was outlined,
since it is perhaps the basic approach commonly adhered
to by the nurses ‘and psychiatrists. . It concéntrates on
maladantive responses which supposedly result from dis-
turbances in the person's normal growth and maturgtion.
These situatid%s result in the person's growing up with
conflicting feelings and urges. The theraéy whichrfollows
from this theorv involves supplving new interpersonal situf
ations wherein the pratient is supported in learning to deal
with his maladaptive interpersonal and internal conflicts.

Carl Rogers's (1961) approach, which concentrates on
personality change in the patient was also considered.
Psychotherapy here involves the promotion of growth, im=
proved maturity and the developﬁent of thé functioning of

the person as an individual.
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Family therapy, as discussed bv Ackerman (1961),
was seen as andther popular approach. This concentrates
on the role of the family and evaluates emotional distur-
bances in.family dynamics. Disturbances are made explicit

and relearning is facilitated.

Transactional Analysis as developed by Berne (1966)

.was also outlined. The basic assumption here is that

+

people have particular ‘scripts' which they learnt in

their childhood and on which they base their present actions.
In the case of 'undesifable' scripts, therapyvinvolQes

group settings where these scripts can be exposed in the
hope that the individual will relearn hifs transacéions.

In Crease Clinic I argued £hat specific psychothera-
pies were not generally adhered to, but an eclectic ap-
proach developed. It was also argued, following Frank's
{(1961) approach, that all psvchotherapvies are characterised
by attempts to heal through p%rsuasion and are based on |
hope. Hence the magical element emerges as nlaying a
significant role in treatment.

The actual therapeutic situation was also examined.
Both the therapist and the patient have certain expecta-
tions of each other's roles. The patient expects relief
from the psychiatrist, follows his instructions aﬁdysub—
jugates himself to the psychiatrist’s authority. If the

patient does not respond to treatment, it is frequently

e
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rationalised by the psychiatrist that he did not follow
tﬁe instructions or was non-compliant. Againvit was
emphasised that much of the efficacy of the psychiatrists'
treatﬁent procedﬁre is dependent on faith on the part of
both the interactants.

Psychiatrists it was argued, develop their confid-
ence from the support of like minded individuals and from
their experience and e-knowledge received in their
training. This is ﬁérticularly crucial in a discipline
such as psychiatry, where scientific knowledge is conflict-
ing.

The role of the patient and the problem of mental
illness were also discussed. It was seen that cross-cultural
studies indicate that diagnoses are not standardised and |
that there is no one identifiable ®*thing” called mental
illness.. A‘rela£ed concern was the process by which a
person comes to be defined as mentally>ill, and comes to
adopt that role. Various factors such as family, class,
individual expectations, all played significant parts in
this process. Involuntary hospitalisation was also recog-
nised as aﬁ controversial topic. -
The growth-of psychiatry was seen as significant for

society in general., More people are coming to be defined

as 'sick' and in need of psychiatric treatment. The érowth

“

»
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of community facilities, it was speculated reflects this
‘ever expanding field of psychiatry wﬁich increasingly
pervédes every aspecf of a person's life.

In the analytic chapters,‘several questions were
raised relating to the treatment and care of patients in
Crease Clinic. I first considered the four psychiatrists
interviewed, those who had worked in the Clinic during
the entire time I did the field work. I was conéerned
first of all to examine the wavs in which thgse four
‘psychiatrists defined the wards on which they were
employed and in the types of therapy which thev considered
dominant. It was seen that these four psychiatrists
played an important role in redefining the ward orientations
and’theAtypés of treatment administered there. This was
largely based on the patient types which were being admitted.

All three British trained psychiatrists argued that
the patients in the ngwly'opened West 4 were acutely sick -
psychotic. The patients were defined in terms of being
dangerous, suicidal, and essentiéily threatening; The
patients in West 3 were conéidered to be 'settled' or lgss
'disorganised', and therefore amenable to.treatmgnt. All
the psychiatrists emphasised the importance of introducing
chemotherapy, when a patient arrived on West 4, other
therapies only being possible after medication had taken

control. The Canadian trained psychiatrist on the other
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hand considered that there was-little diffefence between
West 4 and West 3.

- A1l four psvchiatrists agreed on the nature of the
patients being admitted to R;verview.v They recognised
that tﬂey were only receiving the patients that no other
facility wanted. They did howevef perceive different
problems relating to this. One of the major préblems
was in terms of manpower ;hortage and this was seen as
a difficulty in the treatment and care of patients; Lack
of continuity in treatment was the major problem.

River§iew's newly defined role was seen as advan-
tageous by the three Brifish trained psychiatrists. They
considered that ﬁhey could concert their efforts in dealing

>with a particular type of patient - the psvchotic -

and did not have to deal with neurotics or personality
disorders. They also considered that psychiatry encompas-
sed too many of society's problems and that they, as
medically trained persénnel, shéuld b;sically deal in medical
terﬁs.

The Canadian trained psychiatrist held a different
perspective. He considered that psychiatric practice
should be exparnded to cope with a numger of social problems.
His only complaint was that they did not have the power
to enforce tréatment on certain categories of people such

as alcoholics or drug addicts.
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As Crease became a secondarf,referral Unit, the
'revolving door' syndrome grew more apparent, but the
psychiatrists did not admit that this was a problem
for their everyday work, or for their role definitions.
I)suggeste%ﬁ;hat the fact that these psychiatrists were
taking part time jobs in the community facilities re-
flected some disillusionment on their éart - and their
desire to see effective treaément and discharge of
acutely and not éeriously 111 patients.

In queral these psychiatrists had rationalised
the 'revolving door' phenomenon. It was emphasised by
one of the psychiatrists that after all there was no
éﬁarantee of cure in medicine and far less in psychiatry.
He considered that his job was adequately done if a
pétient stayed out of the hospital for three quarters
of the year. v

Generally patients stayed in Crease for six to eight
weeks, but with the increasingly 'chronic' nature of the
patients beipg admitted, gnother ward,’West 2 -was consi-
dered as necesséry for extended care. Plans for this ward
éommenced whem,West 4 was redesigned, and it was eventually
opened on the middle of 1977.

The knowledge that the patients they discharged

‘'would likely return in a few months did not appear to

affect the capabilities of the psvchiatrists.

\.
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This certainly did not result in any gquestioning of their
efficacy as psychiatrists, or indeed of psychiatric.
{

)

theory and practice in general. We have shown on several
occasions that psychiatrists readily adavpt to the ins£itu—
tion;i posSibilities' and define and redefine their rolesv
on this basis. In fact the psychiatrists occasionally saw
the{'revolving door' phenoﬁenon as %elpful in that they
alreédy had knoﬁledge of the patients diagnoses and past
treatment histories.

The one Canadién trained psychiatrist placed the
blame forhthe high return rate ontineffecﬁive follow up
treatment programmes in the community. 6f all the
psychiatrists, he was probably most confident in his
effectiveness as a therapist.

AGenerally the psychiatrists working in the acute
wards defined those wards in similar’Ferms. They had come
to rationalise the problems in dealing with their 'ré?oly—
ing door'’ cliénts. Part of this ability to rationalise
probably lay in the fact that they were mainly concernéed
with immediate treatment, in this situation and not with
the causes of mental illness, or even the associated
moral dilemmas. The psychiatrists frequently emphasised
the fact that they just did not know enough about the

aetiology of mental illness, so they did not telk in terms

of prevention. The realisation that they had little time
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in which to effect treatment, was another main preoccupation.
When it came to actual therapy, however, the psychia-
trists differed in their perceptions. They each had

N

specific idéas on how treatment should be conducted. 1In
that sense, each subscribed to aA;articulaf psychiatric
ideology. Nevertheless, they all madé use .of medication
in the treatment of the patients. Chemotherapy, as oﬁe
of the predominant modes of therapy in institutionél psychi-
atry, was recognised by all of these psyéhiatrists. ?hey
saw it as neceésary, at least in the initial treatmént
‘stages, in the patients' careers in Crease.

As. far és iﬂdividual therapeutic ideologies were con-
cerned,rone psychiatrist adhered only to the physical, and
mainly utilised chemotherapy. He saw himselfltr;ined as
a medical doctor, and consiaered that his knqwféage ended
at this point.

fhe training experiences of the four psychiatrists
seemed to have some bearing on their therapeutic ideoiogies.
British psychiatry is very much oriented to an érgénic
approach tovtreatment} while Canadian psychiatry is much
more eclectic, and involves an emphasis on chemotherapy,
psychotherapy and family therapy. While it is diffiqult
ﬁo generalise on the basis of this sample, the British

trained psychiatrists seemed to fefld@t their original

organic orientation, despite additional training in Canada
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and despite their experience. The one Canadian trained

psychiatrist emphasised a much mnore eclectic approach to

treatment. ' .
Despite this RBritish 'organic' influence, all of the’#
psychiatrists stressed that they utilised other thera- ™

peutic approaches and emphasised the need for personal con-
tact with the_patients. They all aqcepted that once a
patient had gone through the initial 'settling in' period,
psychotherany could be useful. There was no consensus
as to'how long this period was, buput three of the four
considered that it should commence as soon as possible
after)the patiept's arrival. The other psychiatrist,
wno was mainly oriented‘to the organic approéqh, thought
that £Here should be some delay at leaé; until the patient-
was in West 3. Evenrhe emphasiéedntﬁe neéd té talk Jo the
patients about their illnesses and their feeling associated
with this. Only the Canadian trained psychiatrist consid-
ered that the family 'situation could be part of the thera-
peutic process and utilised this as much as he could in
treatment and rehabilitation.

In general, none of the psycﬁiatrists worked with
specific psychdtherapeutic nodels as they were aescribed
in the textbooks. 1In depth péychothefapy was seen as im-

possible, given the patieht types and given the lack of time.
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All four psyehiatriste had developed eclectic approaches

to therapy and had been influenced by their training; through
personal experience and by adaptation to particular ward
. situations.

All the psychiatrists in Crease displayed prbfessional
detachment in inter;gting with patients. An important
element in their therapeutic effjicacy was their confidence
thatvthey had gained-through training and experience, that
they have the ability to make judgements and prescribe
what is best for the patients; VThiS detachment and confid-
ence on the part of the psychiatrists was frequeptly observed’
in Crease Clinic. These Situetions conformed to those
described by Frank (1967) and Freidson (1970).

It can of course be‘argued that because of their
professional‘detachment, psychofherapy may not haveialways
been%e%fective. Some typé;of empathy is éenerally reqguired.
It can also be arguedithat effectiveness was Jlessened be-
cause of the discrepaneiee of social class and ethn;c origin
ketween the‘psychiatrists and the patients.

Theunurses were employed on the ‘wards for’mosf‘of‘their

working .day and therefore were familiar with the patients

‘their changing behaviour patterns and their attitudes. The
. \J"Hk‘

EES

nursing staff attitudes were of major importance to this

studvy.. Like the psychiatrists the nurses defined the wards

[0 K ORI
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in-terms of the types of.patients housed therein. They-

were, however, more preoccupied with the fact that they -

were dealing with 'chronic' patients and therefore opposed

the official definition of the ‘acute wards as 'acute.‘&/;

The realisation on the part of the nursing stéfflthat
they were no longer reéeiving acutely ill or short term
patients was a considerable problem for them. They had
been trained to deal with neurotic patients and, eveﬂ‘&n
.Créase, had,h%d years -of experiende, in‘dealing with that
type of patient. This presented’probléms for most of thé
nurses in dé%ining the ward sitqation, its purpose, and in
défining‘their own‘sbecific roles. Like the psychiatristé

however, they did agree that there were certain benefits

to the 'ievdlving dopr', in that they knew who they were

-
P

dealing  with.

As the Clinic was undérgoiné change, - problems were

'présented,to the’nursing‘staff, mainly in terms of patient

typs, staff shortage and anxiety about the reorganisation.

West Z'and Fast 4J;n particular were faced with these prob—

&

lems, and within these wards there was confusion over the

-

définitionsAof the therapeutic situation. Once West 4 was’
established as a locked admitting ward, however, these

definitions were qﬁite ekp?icitly_stated and its purpose

o
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was recognised by all'Fhe staff mémber?. ThelIntgnsive
Care Unit haﬁ had alﬁd§t the same function, and)thé staff
there were quite cléér as to its goals. .

West 3 was,p;obably the leést érganised ward in terﬁs
- of having the léosest;definifion oé the therapeutic situa-
tion. Even the charge nurse did not. admit to subscribing-
to any particular approach. The nurses in West 3 then had
a wide rénge of definitions conceérning the vatient types

and the treatment administered on the ward. Even within

o~ a

\‘—E_’/.
the wide variety in perception of the therapeutic situa- ; '

tion on West 3, it seemed to function "quite adeguately,
with less confusion than the other yards. West 3 however,

was not dire&tly involved in the changes, so there were

~

not the same anxieties. The flurses then probably carried

~

.out ‘their work with little interference from the other

S

‘nurses and psychiatrists. Tast 2 had a simple
definition of the ward situation, base

and the ideas of the head nurs who had worked in ‘such ' P

wards  for nineteen ye ‘f//ﬁost of the nurses there agreed .-

with this definition,-although there was opposition from

-

one staff/member. While West 2 was simply-designed gé)care
. - L, . - o /

~for post-sprgical patients, the/nurges there all agreed .-
that part of the ward's function was to care for the'psy—

_
i

chological aspecté/gf the patients. on each ward, mést
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nurses agreed with the offigial definition of the Ward('

therapeutic situation, although a few perceived them in
different ways than the majority.
Apart from their perceptions of the ward situation

the nurses had specific ideas on their own role definitions.

‘The majority of the nurses defined their roles in detached-

professional terms. We speculated that disillusionment
frequently sets in and in some cases idealistic conceptions
of curing the patients die away.

, There seemed Eo be some broad difgngnce between

perceived by
individual nurses. The male nurses, in what ever ward,

defined their roles as similar to those of the psychia-

tfisgg;»/éé/detached advisors and counsellors. The female
;5//’: P . - 2

_—~"nurses were more concerned with rehabilitation in terms

of méking £he patiénts,aware of the problems they were to
face in the:éqtside commﬁﬁity. So, in a sense, the male
nurses were concgrnedﬂwith psychological aspects, while

the female nﬁrses goncentrated on 'reality', on everyday
problématic situatiQnF. % few‘pf the nurses held ‘different
conceptions of their roles'— emphasising in-depth .psycho-
therapy, or at the other extreme - purg_custodial or
phéfical care. OnfEast 2 and West 2, where nursing was

prddominantly physical, the femalé nurses generally defined

.
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their roles in these terms, although,not all of the méles
held similar conceptions.

Training did ﬁot scem to have any bearing'on role
perception, in that there seemed to be no difference between
British and North American trained nurses. Position in the
ward hierarchy seeméd-to’have no pbearing on role definition
either, nor did length of experience in ﬁursing. I sug-

gested that the ward ideology as it wvas defined by the

charge nurses, and the ideas of the other nurses, influ-
enced nursing staff into defining or redefining their roles

. . . . 2, .
to suit particular 51tuatlonsf/{ﬂoreover, the aides, those

=

nurses with no training, held conceptions of their roles

wihich were similar to those of the majority of the nurses.
Satisfaction with work wés’seen as part of the problem
——"which related to rolevdefinition. On West 2 and Fast 2,
the male nurses expressed dissatisfaction with the predom-
inantly physical therapy on the wards, they were concerned
to emphasise psychological aspects as they could implement
them. A nﬁmber‘of nurses also expresseé dissatisfaction
with the patient types being admitted to the acute wards,
and the problems of dealing with them in therapeutic terms.
Disillusionment relating?to the 'revolving door' syndrome
was common. Given the difficulties of being 'therapeutic'

in this situation, the major response on the part of the

nursg, was to detach. They also expressed dissatisfaction
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over the problems involved in isolating their roles, or
rathér their function on the wards. Much of the therapeutic
responsibilities lay in the domain of the other therapists -
psychiatrists, occupational and recreational therapists
and social workers. There was also contraversy over
British versus Canédian training, although the basis for
this did not seem to lie in different role conceptions. I
speculated *that this was é result of complaints on the
part of the British trained nurses and géw they perceived
Riverview Hospital.
In general most of the nurses aééed in accordance

with their stated role definitions in ‘the performance of
their everyday duties. It seemed that they were more in-
fluenced by the ward situation than any other factor. A
few nurses who‘ideologically opposed. the prevailing ideas
on the wards, acted in a manner which departed significantly
from their rolé définitions. This seemed ‘@ result of thet
restrictions imposed upon fhem by the other staff members.
Therg was a certain degree of ambivalence over both role
definitions and work étyles anyway, from most of the nurses.

:iﬁ All of the nurses, no matter how they defined their
roles, demonstrated certain common patterns in interactiﬂg
with the patients. Probably because of the strains inherent

in the ward situations, they almost all withdrew from the

patients from time to time; both physically and psychologically.
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They also all demonstrated their superior status relative

to the patients by various methods.

Anxiety regarding change was always a part of the pre- i
occupations of the nursing staff. Throughout the year, all
the nurses expressed anxiety and concern overkthe impending
changes. These perceptions were magnified as each ward
was threatened with reorganisation. It was not so much | , &
that they opposed the chgnge§, as that they had no knowledge
of how and when these changes were to occur, or how they
were to affect ﬁheir jobs. The‘unceftainty inherent in the
situation gave rise to a great deal of anxiety and tension.

The nurses placed most of the blame for their anxiety
on the lack of communication within the hospital andrthe
seemingly arbitrary decisions made by the‘administration.
This was one of the pervasive aspects of life-in Crease -
Clinic. While such situations are likely to be found in
any occupation, as common complaints by staff anywhere, they
seemed to be intensified in that year Qf change in Crease.

The nursing staff were also in a dilemmé which arose
from their role definitions. Some were constantly‘competiﬁg
with £ﬁe psychiatrisfs for control over the patients' psycho-
therapy, and for other responsibilities. They generally
claimed that they had more knowledge of the patients than
did the psychiatrists and therefore were important in the

therapeutic process. Other nurses who emphasised a 'team'

’
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approach were usually willing to act as co-workers, so
this did not present such a probleﬁ to them.

The nurses who did consider their roles as psychothera-
peutic’ frequently utilised several methods to impose their
ideas on the psychiatrists. This usually took place at
ward rounds. Even thosernurses who did not define their
roles as psychotherapeutic used techniques to enhance their
status as nurses. In general actual conflict ra:ely'arose.
The nurses channelled potential conflicf,'by redefining
théir roles as therapeuti¢ally important, by demonstrating

&
tlLeir knowledge of the patients.

I 4

In studying Crease Clinic and the ongoing activities
 on the parts of the therapeutic staff we have considered
several problems. The most importaht was the analysis of
various psychiatric ideologies, perceptions of the patients
and the wards, role definitions and attitudes to treatment.
As wé have seen each ward in Crease Clinic was character-
ised by a multitude of various perceptions regarding those
matters on the parts of both the nurses and the psychia-
.trists. Despite the variety of opinions and the diversity
of stateﬁents by the ;Eaff on each ward, there was adequate
agreement over various matters to ensure fhat some type

of treatment, however eclectic, could be practiced.

The main problem lay in the division of labour on the
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‘wards. We saw that there was considerablg dverlapg}ng of

responsibilities and much uncertainty over the issue of
"who should gp what to whom?" Nurses in particular were

expected to act in accordance with the orders of several

of their superiors. This problem appeared to be solved by

a process of negotiation. It was the negotiation which
prevented disorganisation from erupting in the situation

wheré?the various therapists carried out their everyday
ial

- work. This negotiation howkever was not a matter which was

generally discussed, particularly in regard to vafying
ideological perspectives. When it was discussed, it was
on the level of particular and imnediate tasks which haa
to be done. As such this observation may contribute to
an understanding of how people function on a day-to-day
basis in organisations generally.

Another problem concernedrjob satisfaction. The
problems faced by the nurses and psychiatrists can be
assumed to be similar to those faced by personnel in/any
occupation, although the subject of pay was not a*ﬁaaor
preoccupation in this situation. One aspect of nurses'
and psychiatrists' job satisfaction, related to the re-
taining of obtimism in the treatment and care of patiénts
in a’'situation where optimism seémed unlikely; Indeed
optimism ‘was rare. Most staff had rationalised the ?rob—

lems involved in their work over a.period of time. —/

R

FRCR TN
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Finally the ways in which the staff managed to cope
with what many of them perceived to be "regressive" institut-
4 ' : -
ional change has some relevance to the study of the sociology

of psychiatric institutions. The examination of these

' ;':"A,‘.v

processes will probably have some direct bearing on future
studies of state mental hospitals undergoing similar

change.
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APPENDIX A

NURSING STAFF INTERVIEWED

1 2 Experience
Place Qual- in Psychi-
gﬁatus P Y _ .
* o ifica atry (in
Name Ward Sex Ward " Train- tions years)
' ing
Sangstexr’ E-4/
W-4 F C.N. N.A. . Psych. 8
Callaghan E-4 M N.1 N.A. Psych. . 15
‘Read E-4 M N.1l N.A. Psych. 7
~ Collins E-4 F- N.1l B. Psych. 6
Walsh W-4 M C.N. N.A. Psych. 8'
Phillips = W-4 M N.1 ‘B. Psych. 5
Lang W-4 F N.1l N.A. Psych. & R.N. 5
Lawless w-4/
' ICU F N.1l N.A. Psych. & R.N.25
Selvin W~4 M N.1l B. Psych. N 20
Mercer W-4 M N.1 B. Psych. & R.N. 9
Gladwin " W-4 M N.1l M.A. Psych. 13
Hansen W-4 F N.1l N.A. Psych. & R.N.1ll
Morgan W-4 F N.1l N.A. Psych. 14
Helm w-4 M N.1l N.A. Psych. 12
Todd ICU M N.1l N.A. Psych. 11
Bean W-4 :
ICU M Aide 25
Cartwright W-4 F Aide 12
i. Nurses trained in Britain are denoted by "B"; those
trained in North America, by "N.A.".
2. Those qualified as Psychiatric Nurses are denoted by
"Psych" and/or those qualified as Registered Nurses, by "R.N.".
* As was noted earlier, all names of staff have been

changed.
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Place Experience
Status of . Qual- in Psych~
: ‘on - Train- ifica-. atry (in
Name * Ward Sex Ward ing - tions years)
e VR ) Y
Russell W-3 M C.N. N.A. Psych. 5
Henderson W-3 F N.2 N.A. Psych. - 20
Robinson W~3 F N.2 N.A. Psych. 14
Bacon - W-3 F N.1l B. Psych. &
R.N. 10
Paterson W-3 M N.1l B Psych. 14
Cramer Ww-3 M N.1l B. " Psych. & = -

, : R.N. 11
Nelson W-3 . F N.1l ‘N.A. Psych. 3
Green W-3 F N.1 N.A. Psych. 5
Benish w-3 F N.1 * N.A. Psych. '~ 8
Moss W-3 M Aide 5
Cameron W~3 F Aide 20 .
Hemmings W-3 M Aide 8 mos.
Simmonds W-2 -M C.N, B. Psych. &

o R.N. 11
Frieson W~2 F N.2 N.A. Psych. &
: R.N. 10
Lambert W-2 F N.1l N.A. Psych. & ,
; ~ R.N. 5
Scanlon W-2 M N.1 N.A/ Psych. 14
Enders W-2 F N.1 N.A. Psych. &
. RJN. 6 mos.
- Hadden W-2 F N.1l N.A. Psych. & o
R.N. 1
Conway W-2 M N.1l B. R.N. 2
Trotter E-2 F H.N. N.A. R.N. 19
McDonald E-2 M N.2 N.A. Psych. &
' R.N. 8
Meredith E-2 M N.2 B. " Psych. & . -
, _ R.N. 22
Robb E-2 M N.1 N.A. Psych. 6
Matthews E-2 F N.1l B. Psych. 7
Guthrie E-2 F N.1l N.A. R.N. - 1
Dennis E-2 M N.1l. B. Psych. & _

‘ R.N. 14

Elliott E-2 M N.1 N.A. Psych. &

R.N. 21
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1 , WO,
Place™. Experience
* Status of Qual- in Operating
. , on .- | Train- ifica- Room (4n N
Name Ward Sex Ward ing tions years)
‘Purves: 0.R. "F  N.2 N.A. R.N." 12
Pilling O.R. M- N.1 N.A. Psych. 10
Walker .O.R. M N.l & N.A. Psych. - 9 mos.
Kaiser |, O.R. F N.1l M N.A. R.N. 2
Pringle 0.R. F Aide‘// 4
Frank O.R. F Aide ' 2
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APPENDIX B . . o

.RIVERVIEW PATIENT DIAGNOSIS BY TYPE OF ADMISSION: 1976

Psychosis Psycho- Brain
Neurotic Syndrome

First Admission : 269 52 - 67
Readmission - : .
same facility 731 53 61
Readmission - other B :
mental health facility .10 - .7
L Personality - Mental Re- Other and
Disorder tardation Undiagnosed
First Admission - 91 ‘ 5 ° 34

Readmission - :
same facillity 108 ) 3 -32

2

Readmission - other
mental health facility 5° 1 113




" This is a group comprised of all the patients and staff
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APPENDIX C

WEST 3'S THERAPEUTIC COMMUNITY

When you become a oatlent on this ward you enter a Thera-
peutic Community.

Oon the ward a sort of miniature society.

Its purpose- 1s to help you and all the other patlents get
well>" . « . , Lk

‘»r'

, THIS IS HOW IT WORKS . . .

We feel and‘behave in the hospital éommunlty'much as we

. do in the world outside w;;g our famllles, friends, and:

@;

associates.

B3

, _ S0 . .
~ o ’ »

We get _to know each other, as best we can, so that we can

'share with one another our thoughts and feelings and our

impressions of each other.

o THIS WAY .. .-
We can learn more about ourselves and help others see
themselves as we see them, so that we can all make con-
structlve changes in our llves. '

WE EXPECT THEN . . .

That as patients beging to know each other better, they will
be able to make specific comments and recommendations, for
other patleﬂié and- the ward in general.

FOR EXAMPLE . . .

To decide on levels of respdnsibility for our fellow patients;
that is, when are they ready to have their clothes, to be out
on grounds, to go hom on weekends. ;

oA
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'*RESPONSIBILI"I‘IES

Members at eyvery level-are expected to attend all ward

activities.

Before a member redquests an increase in

level he must show the community that he is capable of
handling the responsibilities of-his prkfent level.

LEVEL 1

LEVEL 2

CU VEL 3

LEVEL 6

_admission for all new members.

.quested by secretary.

"> LEVEL 5°

\

Extends, for a minimum of 48 hours after

- The member
is -confined to the ward, wears pyjamas and
dressing gown and takes meals on the ward.

»

Attending thée meetings regularly$ discussing
reason for coming to hospital; co-operating ~
with 0.T. & R.T.; maintaining bed area and
personal ampearance. Level 2 members will

" wear an identification badgff—\\

x’
-
=,

Same as Level 2 plus taking initiative in

socialising with others.

Same as Level 3 plus belng a "buddv as tre-

1 )

Same as Level 4 plus helplng other members with -
difficulties. :

Same as Level 5 plus making realistic plans
for his/her future discharge. ’

—

PRIVILEGES

The member may only be off the ward if accompanled by

‘staff.

by staff.

The member attends Occupatlonal Therapy accompanled
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The member may only be off the' ward if ébcompanléd by
staff, the member wears street clothes and goes to the

»

dlnlng room in companv w1th staff. s

v °
May use hospltal grounds in company w1th Levels 4, 5,
or 6 and may vote at community meetlngs.

©

-

- o
May use hospital grounds unaccompanied. Weekend passes

at doctor's discretion.

‘.

Level 4 plus outings with responsible relatlves or
frlends

~Level 5 plus day passes while searching for employment.

(Member must,inform staff of when and .where he will be

going.)
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APPENDIX D

RIVERVIEW HOSPITAL: DEPARTMENT OF NURSING-

- ROLE OF THEE NURSE

* The rolg of the nurse centres around his/her relation-

e a

_ship with patients and the assistance he/she provides
patients in méeting their basic health needs. The nurse
has a unique opportunity to make a distinct therapeutic

contffbution while providing intimate care to the patient
. * % ¢ 3
during the twenty-fQur hour period. The nurse utilises

every nurse-patient contact to observe the patient's ap-
Ed
pearance, behaviour and interaction, to obtain required

data for assessment of the patient's needs. He/she helps
_the patient; to interact with others; to assume ‘responsib-
: 9
ility in caring for physical needs in a socially acceptable

manner; to make decisions; to dress ‘to acceptable standards;

@

@ . «

and to use leisure time effectively.

The nurse collaborates wifh other memberé of the treat-
ment team in determining,theApatient's health needs and
therapeutic programme then adminiéters and/or co—ordinateJ
the prescriBed treatment. The nurée, in relating>to the
‘patient and treatment team, is éided by his/her knbwledge
of behavioural sciénce and gh éwareness of his/her own at-

3

titudes -and responses. ,
Mo

The nurse'sracceptance of the patient is an active pro-

cess designed to convey a respect for him as an individual

human being.

*
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APPENDIX E

CRéASE UNIT NURSING STAFF: APRIL - MAY 1976

East East West West West 4/ ,

2 4 ) 3. I.C.U. O0.R..

Nurse 3 1 1 1 1 1 -
Nurse 2
Adminis~ 2 2 1 2 2 -
trative '
Nurée 2.
Clinical 1 1 1 2 1 1
Nurse 1 13 11 19 12 19 3
Psychiatric »
Aid . 8 . 7 , 8 7 9 -

. . \.
Nurses . .
Aide - - .= - ‘ - 2
. o’
' Summer ' - i ' .
Relief 3 3 - 1 ‘ 2 -

Aide i I

~
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APPENDIX F

CREASE UNIT NURSING STAFF: MARCH 1977

East 2 West 3 West 4 0.R.

Nurse 3 " 1 1 1 -
Nurse 2 Administgative 2 1 2 -
Nurse Clinical ‘ - ' 1 2 1
Nurse 1 11 15 .21 1

Psychiatric Aide 10 5 5 -

i
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APPENDIX @

RULES FOR PATIENTS ON GROUNDS PRIVILEGES

'RECREATIONAL ACTIVITIES
. . <7
Bowling, Checkers, Billiards, Softball, Golf, Tennis,
Library, Swimming, and many other activities are available.
Check the "Leader" for time - days.

COFFEE SHOP

There are two coffee shops: one at the main bus stop near
the post office, the tuck Shop run by the Institute, for
the Blind and the other in Pennington Hall, operated by
the Mental Health Association.

GROUNDS SUPERVISOR

You will become acquainted with him when he interviews you
for ground privileges. Do not hesitate to contact him at .
any time for further information. He is there to help you
in any way possible, and brief you on hospital regula-
tions. ‘

POINTS FOR QUICK REFERENCE

1. Sign register on ward as to where you are going and
upon returning.

2. Report back to your ward promptly as per schedule and
before meals. '

3. Be friendly, tolerant and courteous toward ybur fellow
patient but curb your tendency to over familiarity.

. !

4. You will ;;\ekpected to conduct yourself in a respons-&

ible manner and be discreet in your associations with [

others. k
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TIME SCHEDULES

Patients entitled grounds privileges must return to their
wards by dusk. After dusk they may be off the ward only
to attend approved activities. Dusk will occur at the
following hours throughout the year.

January 4 PM July 9 PM
February 5 PM August 8" PM
March 6 PM . September 7 PM
April 6 PM October 5 PM
May 8 PM ’ November 4 PM
June 9 PM December 4 PM

Patients -should familiarise themselves with grounds
privilege policies from the charge nurse of their ward.

v

y
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