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ABSTRACT 

Within the last twenty years a social movement in the mental 

health field has occurred. With it has developed a common view of 

the nature of mental illness; a theory of "total institutionsn 
' 

which attacks the dehumanized and custodial orientation of laree 

public mental hospitals; and an alteznate mode of treatment, the 

community mental health program, The thesis offers an evaluation 

of this concept mental illness, a description and critique 

the theory of "total institutionsN, and a discussion and analysis 

of the community health arogram in British Columbia. 

In the initial chapters the theoretical and em~irical critiques 

of public mental institutions are examined and appear to be based on 

a common view of mental illness. This view is illuminated and 

evaluated before a complete examination is made of the theory of - .  
"total institutions" and the concept of dehumanizakba which 

flows from it. 

The basic elements involved in the concept of "total institu- 

tions", and the consequent dimensions of dehumanization, are 

described in summary form. The main ideas maintain that many of 

the characteristics ascribed to psychiatric illness are a function 

of the conmunication patterns inherent in the social systems in 

the mental hospital , 

iii 



Chzater 2 1  i s  a cr i t ique of the concept of t o t a l  ins t i tu t ion8 

and reviews the analyses of mental health practises i n  terms of 

whether o r  not they conform t o  contemporary conce~tions of a 

therapeutic milieu. They have observed tha t  large public mental 

hospitals generally f a l l  f a r  short of reasonable requirements. 

The concluding chapters explore the al ternat ive ins t i tu t ional  

arrangements which a re  expl ic i t  i n  the cr i t ique o f  the large 

public mental hospital.  After a brief history of mental health 

care i n  B r i t i s h  Columbia, and a description of the pronosed 

mental health program for  Vancouver, there follows an examination 

of the positive and negative dimensions of the community mental 

health idea. It reveals the necessity t o  integrate more f u l l y  the 

large public mental hospital in to  an ongoing meaningful c o m i t y  

mental health program . 
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Chapter I 

MENTAL ILLNESS AND THE PSYCHIATRIC CIUTICS 

Introduction 
I 

I The theoretical and empirical critiques o f  public mental 
I 

I inst i tut ions appear t o  be based on a common view of mental 
I 

I i l lness.  It i s  first  necessary to  illuminate and evaluate 

[ t h i s  view before complete examination can be made of the theorg 

I of "total   institution^,^ and the conception of  dehumanization 

I which flows from it. 
t 
t 

! The Psychiatric Critics 
Z 

I The bulk o f  "medical- sociological^^ writing i n  the subject 
I 

matter of psychiatry appears t o  represent a parallel w i t h  the 

developed science of  epidemiology i n  the prevalence and incidence 

o f  physical diseases by different social classes, age ranges, 

cultures and other social variables: these researches take it 

f o r  granted that Itmental i l lnessestt  exist  a s  facts  of l i f e  ( to  
i 
j be correlated with other social facts)  and do not discuss the 
! 

logical status o r  the social nature o f  ei ther  diagnosis o r  
i 

I therapy i n  the psychopathological f ield.  The trend i n  the 

~ociolo, o f  psychiatric classification and treatment vhfch, on 
I 
: the contrary, takes "mental i l lnessw and i ts  Wlx-eatmentn a s  
I 



being problematic, to be analyzed as value laden social c d c -  

tions is a more contemporary and unpopular trend in ~sychological 

medicine. 

What exists, in brief, is a contrast between what might 

be called an exterior sociology of mental illness and an immanent 

(or in-dwelling) sociology of "mental-illness-as-a-social- 

constru~t.~ The same contrast is visible in the ~ociological 

treatment of several other social problem areas outside the 

aetiology of madness: prostitution, homosexuality, drug addio- 

tion and criminal delinquency are all topics which can he ' 

discussed either by way of an external sociology analyzing 

pathological HgivensN or from an immanent, critical perspective 

which sees the official counts and categories of deviancy as mere 

pro3ections of society's formal or informal control nrocess, and 

performs an imaginative entry into the deviant ' s own actions, 
viewing them as an attempt to manufacture stgnificance for his 

life within and against a rejecting,   lab ell in^^ world.' 
Theorists of mental illness, whether in sociology or outside 

it, have usually had to begin by denying the validity of a natural- 

science perspective on psychological abnormalities .2 Thus we 

have Szasa and Goffman drawing a sharp distinction between the 

natural-scientific, value-free language of physical medicine2and - 1 

the socially and politically loaded language of psychiatry. Szasz - I 
. believes that, in physical illness, the notion of a bodily sgmptom 



i s  t ied  to  an anatomical and genetic context a s  d i s t inc t  from 

the social  o r  ethical  context which informs psychiatric judg- 

ments .3 W i n g  Goffman, the most inf luent ia l  soc io lo~ ica l  

theoris t  i n  the "anti-psychiatryw t radi t ion ,  appears t o  offer  a 

number of quite d i s t inc t  approaches i n  the demarcation of 

physical and psychiatric disorders. I n  Stigma he applies an 

interpersonal analysis t o  the victims of physical handicap and 

disfigurement with a method similar to tha t  used i n  "The Moral 

Career of The Mental l?atientmn4 Sut i n  some of h i s  most recent 

works he seems t o  f a l l  back on the Seasz-type contrast between 

the purely biological, value f ree  substrate of  medical c lass i f i -  

cations and the socially-determined character of judgements 

about mental symptoms.5 

Michel Foucault, contributes t o  and deepens t h i s  perspectivb .6 1 
I 

He is  not concerned to  destroy the conce9ts of psychiatric 
- 

diagnosis and treatment, but wishes only t o  point out thatleach - 
age of civi l iaat ion from the medieval period t o  modern times, 

has had i t s  own view o f  madness which closely reflected the 

general social  and logical  preoccupations of the time. Psy- 

chopathology i s  not independent of social  history, f o r  each age 
I 
I has drawn the s p l i t  between madness and reason a t  a different r 

- 1  

point and i n  a fundamentally different  fashion. \ S t i l l ,  
4 

i ,, h 

he maintains, it is permissible to  seek a psychodynamic o r  a 



5 

genetic or an existential account of the individual patient's 

behavior, so long as one does not "make these as~ects of the 

illness into ontological forms,n real essences which require a 

9nythological explanation like the evolution of psychic structure, 

or the theory of instincts, or an existential anthropologyn to 

support them.7 Thus Bucault claims that the images of psycho- 

analysis, with their percipient charting of defense shields, 

traumas, anxieties and other embodiments of conflict, do not 

(as the analysts imagine) reveal the true workings of an inner 

psychic machinery but rather reflect how mankind has made 

mankind into a contradiction-laden experience. 

It, therefore, appears that while many of the %manentW 

theorists of mental illness diverge, to some extent, in theory 

t h a v t k c o n v e r & e  ---___.--__ in their . criticism of the estab- 
-- ----- a 

lished doctrines of psychiatric medicine. Ij1t is certainly to 
_C-- <-t' 

the permanent credit of the critics of psychiatrg that they have 

exposed the inadequacy of the positivist* framework for the 
- \  \ 

understanding of mental illness. /Whatever exaggerations the 
/ "  

radical anti-psychiatrists and labelling-theory sociologists 

have engaged in, they have shown that both diagnoses and 

"Positivism, meaning the ayroach towards the investiaation 
of human pathology which postulates a) a radical senamtion between 
facts and values, declaring only the former to be the subject 
matter of the professional investigator and b) inhibits the inter- 
active relationships between the investigator and the facts on 
which he works. 



6 

treatment-measures i n  psychiatry are founded on ethical  judg- 

I stated. I'1t seems beyond argumentation tha t  mental i l l n e s s  is, \ 

I - indeed, a social  construction and that  psychiatry i s  a nociar  
\ 

,institution, ing~rpora t ing  the values and demands of sur- 

-rounding society. 
% 

say tha t  somebody i s  mentally ill o r  t o  announce 
---- -- _ _ _ - - - -  

-- -- - -- - - 
\ 

oneself a s  mentally ill, i s  t o  at tach com~lex sooial meanings \ 
t o  act;: . ~ , d  behaviors tha t  i n  other societ ies ,  o r  i n  different  

-I_C 

contingencies within our own society, would be interpreted i n  

I the l i g h t  of quite different concepte. The accidents of 

I heredity and the blows o f  environment do not add up o r  multiply 

! in to  the social  position and personal ident i ty  of being "mentally 
t I 1 Stress and predisposition are valuable categories f o r  

1 the understanding of organisms and t h e i r  malflmctionina, but 

1 if one i s  concerned with the understanding of human beings, 
I 
( with the impact of stressf'ul meanings a s  these a f fec t  the pre- 

i disposition of individuals to  screen and consolidate these mean- 

I ings into t h e i r  established images of s e l f ,  then further  stepa 
\ 

must be taken. 9 
I Trauma and resistance t o  trauma can, i n  the human case, I 

be understood not on the analogy of a physical force s tr iking 

a more o r  l e s s  b r i t t l e  object, nor on the l ines  of the invasion 

I of an organism by host i le  bsateria, but only through the 



-- 
transformation of elements i n  a \person1 s 8 ~  and his 

capacity to re la te  to other persons and social collectives. 

And what poait ivist  accounts of  mental i l lness  most flagrantly 

omit  i s  the serious NstressH (of socially charged meanings 
I 

and not o f  physical o r  biological influences) _imposed on the 

sub ject-patient - __-_ bg __--- the I acts  _ _ I -_-__ o f  piagnosis, classification, -- - --------- _ 
hospitalization and even ( i n  many cases) "treatment. . - ---- -- - 7 -  _ I - 

_----------- - - - -- -- 

Negative Dimensions 

The insights o f  men such as  Goffrnan and Szasz have re- 

sulted i n  a definition o f  mental i l lness  a s  the expression of 

social value judgements about the patient. This definition has, 
4 

i n  turn, 'been the foundation f o r  a critique of contemporary 

psychiatric practices, especially a s  they are carried on i n  

large, public mental institutions. The concept o f  Htota l  i n s t i t -  

utions" and the theory of dehumanization f l o w  directly from 

th i s  perspective a s  does the treatment alternative of com- 

munity mental health programs. 

However before an examination of these subjects takes 

place, it i s  important t o  keep i n  mind certain negative social 

consequences o f  t h i s  viewpoint. First, the c r i t i c s  o f  current 

psychiatric practices have seemingly l e f t  psychiatry with two  

alternative definitions of mental i l lness: ei ther  to say that  

personal, psychological and emotional disorders are really s ta tes  



body, objective 

8 

features of the brain tissue, the organ- 

ism under stress, the genes; or else to deny that such disorders 

are il.?rrosses at all. If the latter, then the way is open to 

view mental illness totally as a social construct with psychiatry's 

role no longer belonging to the disciplines of objective, body- 

state medicine. Instead it will be analogous to the value 

laden, and non-medical discipline of moral education, police 

interrogation or religion. 

This dilemma of definitions can be resolved if it is 

argued that the nature of all illness is largely a social 

construction.9 Illness, whether conceived in localized bodily 

terms or within a larger view of human functioning, expresses 

both a social value-judgment (contrasting a person's condition 

with certain understood and accepted norms) and an attempt at 

explanation (with a view to controlling the disvalued condition) .lo 

Thus the physicalistic psychiatrists are mistaken in their bel- 

ief that they can find objective disease-entities representing 

the psychopathological analogues to diabetes, tuberculosis and 

post-syphilitic paresis. Quite correctly Szasz and others o 

have pointed out the psychopathological categories refer to 

value-judgmenta and that mental illness is deviancy. On the 

other hand, Szase and Goffman are possibly mistaken when they 

imagine physical medicine to be essentially different in its 



i logic f o r  psychiatry. A diagnosis of diabetes o r  paresis 

a lso  includes the recognition of norms and values. 

What is  most important f rom t h i s  argument, however, i s  

tha t  the concept of i l lness ,  whether mental o r  physical, re- 

mains. It seems that  mental i l l ne s s  - l i k e  mental health i s  a 
--- -____-- P 

fundamentally c r i t i c a l  concept: o r  can be made into one provided 
--^___2_7 

1 

tha t  those who use i t  are  prepared t o  place demands and pres- 

( sures on the existing organization of society. 

I Yet it may well be tha t  many of the revisionist  theor is ts  

( have produced a paradoxical social  consequence. Their theory 

( of mental i l l ne s s  can be used t o  expose the hypocrisies and 

annotate the tragedies of o f f i c i a l  psychiatry and public psy- 

chia t r ic  care but the simultaneous tendency t o  blur the l i n e  
t ' between normality and i l l ne s s  removes and reduces the ent ire  

concept of mental health care; t h i s  makes it more d i f f i cu l t  f o r  a 

I powerful campaign of reform i n  the mental health services to 
I get  off the ground. Thus, although public outrage i s  mobilized 

against large custodial ins t i tu t iona l  care, conservative pol- 

i t i c i a n s  can also use Szasz's theory of mental i l l ne s s  to  

justify cuts i n  local  community health centers, ultimately 

I throwing the victims of mental i l l ne s s  on to  the streets--with 

I the occasional shot of t ranquil izer  injected i n  them to  assure 

the public tha t  something medical i s  st i l l  happening .ll 



Mental i l lness  can s t i l l  be viewed as a social construction 

without reducing a l l  mental disorders t o  the same level and thus 

implicitly subverting the quality mental health care which is 

now needed. Hence t h i s  negative social dimension should be 

kept i n  mind a s  one evaluates the theory of  " total  institutions@ 

and dehumanization and studies alternative approaches t o  in- 

tensive psychiatric care on a community level. 



Chapter I1 

T O T U  INSTITOTIONS AM) DEHUNAMZATIOB 

Introduction 

This chapter will first describe, in summary form, the 

basic elements involved in the concept of "total institutions" 

and the consequent dimensions of dehumanization. The main 

ideas for this section are derived from Erving Goffmanls 

Asylums, David J. Vaills Dehumanization and the Institutional 

Career and Russell Barton's Institutional Neurosis. These - 
men, in effect, maintain that many of the characteristics as- 

cribed to psychiatric illnesa are a function of the existing 

social systems in the mental hospitals. That is, the hospitals 

were and are literally making their residents sicker, 

Theory 

From certain points of view it is useful to regard the 
, 

mental hospital as a bureaucracy. It is, after all, a place 

of work with a formally defined division of labor; its operation 

is governed, perhaps as much as in any bureaucracy, by a 

normatively defined code, The authority system is officially 



'. *rational-legal" i n  Webert s classic analysis. A t  the same time, 

the mental hospital can be a place i n  an analyticallx ,dqfeqent - -%-&-- k4.1 -,,. =. --ClyP. -\* - -  -.. 9 - +- 
k \ f i . - - + g - . +  --"- -".,/..- - (7- 

rubric, that o f  a community o r  a ~ m a l ~ ~ o ~ . ~ ~  For patients, ,) , , - , ' ,, -'-,,c *-%.,--us,-'----.. 

it i s  a relatively self-contained, t izht ly  bounded world -- though - 
\ 

even this is  changing a s  the boundaries between hospital and 

outside society are made more permeable. 

It may however be misleading t o  say simply that the mental 

hospital i s  a bureaucracy, o r  i s  a community. In an effort  
' to  combine the bureaucratic and the communal aspects i n  a single 

I 

r n o d e l , \ I ~ ~ l ?  66~ ' 

The mental hospital, prison boarding school concentration camn, -A--\,-+---\/~ L- 
w and monastery are variant forms. H i s  definition 
, -\- -- .-/- Ide 1- - .----,--- 

i s  as  fo l lows:  wThe to ta l  inst i tut ion i s  a place o f  residence - 

and work where a large number of l ike  situated individuals, [ 
1 cut o f f  from the wider society for  an appreciable period o f  > ,(,! 

* ,  time, together lead an enclosed, f o m l l y  administered l i fe .?  [, 
i ; The key fact  i s  the "handling of  many human needs by the bur- 

l eaucratic organization o f  whole blocks of people." He comments 

I also on the nbasic s p l i t  between a large managed group.. . and _/ 
a small supervisory staff." 

/ 
F r o m  th i s  definition of to ta l  inst i tut ions,  i t s  essential 

Characteristics can be isolated .I4 

(1) A place o f  residence and work; major portions of 

human experience enacted i n  one spot. 



Large number of like-sttuated individuals; a 

double phrase, including both of masses and that 

of like-situated individuals. 

Cut off from the wider society; separation, isolation 

For an appreciable period of time; duration as 

an important force. 

Together lead an enclosed formally administered 

round of life; a triple phrase including togeth- 

erness, enclosure and formal administration. 

Handling of many hwnan needs by the bureaucratic 

organization of whole blocks of people. 

Basic split between a large managed group...and 

a small su~ervisorg staff; two conflicting classes. 

Other interlocking characteristics of the total instit- 

tion stemming from the above, are as follows: 

(a) an organized system of roles and rules 

(b) an organized system of punishments and reward8 

involving the total life experience of the person 

(c) a rationale or doctrine of the organization, 

binding staff and inmates alike 

(d) People-work, a Goifman term connoting man a8 in- \ 

animate object 

(e) mortification 
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( f )  Self-perpetuation 

Practice of Total Ins t i tu t ions  

b i c a l l y  the persont s ent i re  l i f e ,  durin the time of 

h i s  stay i s  lived i n  one circumscribed s e t t i  3 In  advanced 

si tuat ions he may eat ,  sleep, loaf ,  work and take h i s  meager 

I sexual and other pleasures, i f  any, within the confines of 

I a single building. More usually, work, recreation and l iv ing 

- .  quarters a re  separated by a t  l e a s t  a few yards of ground and ,B - 
-'"pb; 

, open sky. The t o t a l i t y  of the experience i s  what counts," It , 

/ - 
contrasts with the normal s ty le  of l i f e  which allows major 

sections of l iving to  occur i n  different  sett inge, involving -7- 
-J 

different  s e t s  of people-one's parents o r  spouse i n  the evening, 

I one's teachers o r  friends o r  co-workers during the day. 

he large group s ize  i s  another c r i t i c a l  feature of t o t a l  

ins t i tu t iona l  l i f e .  Furthermore the group is  usually based , 
v . r  

con l i k e  s i tuat ions which may not take in to  account a t  a l l  the 
u- 'L ' 

asence of the i den t i t i e s  of the individuals involved. I n  

$ fact, the grouping may o b l i t e q t e  t h e i r  individual differences 
$y ;"Mw* +)fr 

'&a 
I 



individuals in which life is regimented, where routines are 

mandatory, where scrutiny and evaluation are constant, and 

where most of the ordinary privileges of life are suspended. 

Because of these characteristics and practices, the total 

institution emphasizes the dichotomy between its existence an<> 
\ - 

that of the outside world. Et separates the individual from 

usual family life and imposes a new social framework upon him. XJ 5 
w 

The time fact is also important. What may make the -- 

\, 
total institution almost unbearable and destructive is its very 

fimelessness. Often this is accentuated by a paucity of mat- 

erials such as calendars and clocks, that will keep the time 

sense alive, so that one day drifts into another in an endlesa 

blur. It would certainly seem plausible to claim that indef- 

inite duration adds to i 
%he Organizational Rationale 

Every organhation, by definition, U s  some purpose, else 
w 

i t  would not be called into existence. This purpose leads 

t o  some rationale, a logical explanation for what the organ- 

ieation does. Vail maintains that the total institution car- 

ries this simple principle to extrqmes.16 He claims that 

everything that goes on in the institution from the time the 

experience begins, is explained on the basis of the rationale. 

+his is supposedly true even when, as often happens, there is 



a, 

f no logical connection between the ac t iv i ty  and what it rmrnorts 
"3 .- 
+F 
$to accomplish. The rationale may i n  f ac t  be a rationalization, 

), 

1 8  se t  cf ex&Lanations put i n  a f t e r  the f ac t  t o  justif'y i n  
, L , terms of "logical reasonsH what the organization does. [ t 

i -\- 2 

3 The rationale o f  the mili tary boot camp i s  t o  take 

uninformed, undisciplined youths from various ,walks of  l i f e  and 

e soldiers out of them; a l l  hazing, d r i l l i ng  and regimen- 

ta t ion  can be ascribed t o  tha t  end. The rat ionale of the board- 
L 

"$ ing school i s  to  make upper class  ladies  and gentlemen and the . ", 

rationale of the monastery i s  t o  make true and complete servants 

-1 
It can be seen from these examples tha t  one theme of the / 

d t o t a l  ins t i tu t ion  i s  to  produce a career of a certain sort .  7 ., 
L. 

.i 

The above examples are  successf'ul i n  t h e i r  own terms. The same 

a g h t  be said f o r  tuberculosis sanataria; by s t r i c t l y  imposed 

regimens of r e s t  and d i e t  these could restore persons to health, 

;Often i n  the absence of any more specified remedies. However 

in the behavioral f i e ld s  the outcome i s  not so clear  o r  succ- 

,- essful . 
L 

In  corrections, f o r  example, one part  of the rationale H, $ 
/ 

&e to protect the community; t h i s  i s  successful enough. 9ut \ 
i 

it i s  also t o  "correctn the prisoner, t o  change his career \ 
: from wrong-doer o r  deviate in to  something more acceptable. In  
3 2 

l a t t e r  regard, the record largely fa i lu re  :)! 
J 



17 - 
he effect  seems a l l  too often the opposite of what i s  intended, , ,$ 

/ 

a t  i s  t o  accentuate o r  aggravate h i s  career fur ther  toward 

~ i m i l n r ' $ i s ~ a r i t i e s  can be seen i n  the mental hospital 

ie ld.  Here the rationale of the ins t i tu t ion ,  around which 

treatment. His work assignment, though ever so lack-luster, - 
sed simply on preventing idleness and/or keeping the 

ns t i tu t ion  running, can be explained as treatment. The 
rrsll-.y 

2 

People-work, a Goffman term, i s  the apnlication o f  indus- 

I .. t r i a l  production techniques to human a f fa i r s .  The system- 
+ 

seemingly inescapable one--is tha t  society requires tha t  

ccountings be made; t h i s  i n  turn requires tha t  the agenciea 

eep track of t h e i r  work and t h i s  i n  turn inevitably means 

hat the accounting i s  done not i n  human terms but i n  arithmetical, 

s t r ac t  terms. The resu l t  i s  the continual degradation of $ dif, , - 
y :I 4: 1 -j 

in to  s t a t i s t i c .  No level  of bureaucracy, i t  appears, no 

t t e r  how beneficial i t s  intentions, escapes the structure 

f people-work. The record i s  kept not rea l ly  of individual 

ersons and what besets them but simply of categories. So 



m y  cases "openn o r  cases l'closed.w 

A simple benign example of th i s ,  according t o  nail, 

i a  the urge for hospital8 t o  show good discharge rates which 

may lead t o  premature release o f  people who should remain; 

o r  the agency which enhances i ts  justification by "opening 

asesN and "closing casesn not according t o  the true require- 

how high usage ra tes  and rapid turnover, l ike  library cir- 

ation figures, Vail maintains that  the rapid treatment 

d ncurefl orientation of the medical and health ~rofess ions  

elps t o  se t  the pace fo r  t h i s  assembly line.17 

Total inst i tut ions supposedly make a specialty o f  ~eople-  

ork. The core reason appears t o  be the com~lex o f  small supe$- 

isory s taff ,  with a large subject population. lPhe very ex- 

gencies of daily inst i tut ional  l i f e ,  fo r  example, may seem 

om and the same number counted out a half-hour l a t e r ,  

Goffman discerned the in i t ia t ion  r i t e s ,  for  which he 

o ta l  inst i tut ion l i f e ,  Mortification apnears to also stem 

rom the fact  of a small supervisory staff  and a large subject 

Forms of mortification vary. &zing i n  military and other 



schools i s  one example. There are many forms of  \hazing:\ standing 

a t  attention for  long periods i n  an exaggerated posture, run- 

ning s i l l y  errands, wearing s i l l y  a r t i s e s  o f  clothinp and 
4 

various other[humiliations\ One very common form of mortification 

i s  what Goffman ca l l s  . That is ,  upon entry into t h ~ J ! ~ _ ! i ; l ~ i , . l  
-J 

t o t a l  inst i tut ion the i n i t i a t e  loses everything; posse- . _--,- " - --- 8, 

clothing, even hair. The forms of stripping vary but the pat- 

tern i s  remarkably the same. The monastic l i f e  requires the 
i 

surrender of  possessions and the tonsure. Military induction 
_YUY.- ' 

have traditionally required the r i tua l  bath 

and the surrender o f  possessions ( for  safety reasons). The 

stripping process i s  clinched by the organization uniform 

the G.I .  fatigue, the horizontal s t r ipes  and the denim of the 

EFFECTS OF IK)TAL IBSTI'PUTIOWS ON THE lWR!PAL PATIENT 

According t o  Russell Barton, 

interest  more marked i n  thing8 and events not immediately 
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of feelings of resentment a t  harsh o r  unfair orders.18 There 

i s  also a lack of in teres t  i n  the future and an apparent in- 

ab i l i ty  t o  make practical plans for  it ,  a deterioration i n  

personal habits, t o i l e t  and standards generally, a loss o f  7 
I ' 

individuality, and a resigned acceptance that  things w i l l  go ) 
on a s  they are-unchangingly, inevitably and indefinitely. 

Barton claims that these signs vary i n  severity from the a 
L 

mute stuporose patient who sits i n  the same chair day a f t e r  
A'l+,2 

day, through the ward worker who has without protest surrend- 

ered the res t  of her existence to the inst i tut ion,  t o  the cheer- 

#, ful  patient who enjoys the f a c i l i t i e s  available, often does some 

handicraft during the day, but shows no desire t o  leave the 
...- 

hospital, shows no interes t  i n  plans f o r  the future outside 
* - 

hospital and raises numerous dif f icul t ies  and objections when 

anyone t r i e s  to help her t o  be discharged. -4- " 

Occasionally the passive, submissive co-operation o f  % , , i-1 , ID 

Barton s ta tes  that the patient often adopts a charact- 

r i s t i c  posture; the hands held across the body o r  tucked behind 



ga i t  has a shuffling quality,  movements a t  the nelvis, hips and 

knees are  res t r ic ted ,  although physical examination usually 

show a f u l l  range of movement a t  these joints. The muscular 

power i s  also found to be good when the patient co-operates 

i n  test ing it. 

It i s  only i n  the l a s t  s ix  o r  seven years, according t o  

Barton, tha t  the symptoms he has described have been recognized 

a s  a separate disorder from the one which was responsible f o r  

bringing the patient in to  the hospital.  The disease apnarently 

is  produced by methods of looking a f t e r  people i n  mental hospitalp 

and sometimes ex i s t s  alongside the i l l ne s s  which was the originat 

cause of entrance. He believes tha t  the condition may be in- 

distinguishable from the l a t e r  stages o f  schizophrenia. Often 

it i s  complicated by residual schizophrenic features such as 

delusions or  hallucinations. Barton believes tha t  in such 

oases the diagnosis can only be made retrospectively a f t e r  
\ 
\ 
I 

i subjecting the patient to  an intensive course of rehabili tation. , 
Barton maintains that  the causes of t h i s  type of dehuman- 

i 
f 

i 
zed existence a re  associated with many factors i n  the en- / / 

ronment i n  which the patient l ives.  He s ta tes  that  the 

actors commonly found i n  the environment can be grouped 
,// 
'F 

der seven headings .I9 The seven factors  are: &"/ 
Ly& 

(1) Loss of  oontact with the  outside world bL 
( 2 )  Enforced idleness 

(3) Bossiness of medical and nursing s taf f  



( 4 )  Loss of personal friends, possessions and personal 

events 

(5) -8 

(6) Ward atmosphere 

(7)  Loss o f  prospects outside the ins t i tu t ion  

The pat ient 's  lbss of contact with the outside world begins 

with h i s  i l lness .  The process i s  increased by removal to  a / 
mental hospital,  often some miles from home and maintained by 

detention behind locked doors, systems of parole, and begrudged 

o r  condescending granting of leave often made more d i f f i cu l t  by 

complicated form-filling rituals. Letter  writing i s  umq&Ly 

not encouraged and patients may find i t  d i f f i cu l t  t o  acquire 
C 

pen and ink and find a quiet place t o  write a t  the same time.20 

Visiting i s  often limited to  two hours a week, often 

when relat ions are working. To v i s i t  a t  other times i s  often 

regarded a s  a favour bestowed by medical o r  nursing s taf fs .  

I n  addition the hospital  may be many miles from the place the 

patient comes from, d i f f i cu l t  t o  get  t o  by v i r tue  of crowding 

on buses on v i s i t ing  days and expense may be considerable. 

&forced idleness, according to  Barton, takes many forms. 
P- 

I n  many wards,' nurses, perhaps assisted by one o r  two special 

patients,  make beds f o r  the patients and i f  asked why reply 

'wit  i s  quicker t o  do it yourself" o r  "many don't make them 

,properlyN o r  "it takes them so long to  get going Many patiqnts 1 
t 
I 



may not be allowed to wash or bath themselves and after getting I 

dressed, often with hel~, patients may wait idly for their turn 

in the communal work facilities, because of failure to organize 

groups with alternative activities. This may be followed by a 

further period of sitting at tables while nursing aides and a few 

ward workers bring around meals. 

After breakfast patients may be herded into the dav rpqm 
7 

or garden and left to sit. .A few may indulge in desultory 

occupational therapy such as knitting or rug making. If a 

patient gets up she may be told to sit down; if she goes out she 

may be snubbed or kept waiting. Individual activity of almost 

any sort may make the nurse afraid of imminent aggression. The 

nurse's behavior may actually cause an aggressive act which may 

be countered by sedation. Towards the end of the morning is 

lunch time; the patient usually has no hand in purchasing, choos- 

ing or pre~aring the raw materials or serving the finished nroduct. 

After lunch a few patients may help clear away or a queue may file 

past a table putting dirty dishes and utensils in it. The regular 

ward workers then wash u;o, supervised by a nurse or ward orderly. 

Both afternoon and evening usually present only other arid vistas 

of idleness.. 

Barton further maintains that an authoritarian attitude , 

. He believes that it is 
evealed in many ways, e.g. the use of the imperative mood in- L- 

ritten orders; "Patients will not pick flowers," %xrsea 



"How dare you, H Y o ~  know you mustn't.. . . o 

There i s  a l so  a tendency fo r  s i s t e r s  and nurses t o  

decide which clothes, shoes and aDrons a pa t ien t  must wear, 

i f  and when and how t h e i r  h a i r  i s  dressed, where they must sit 

a t  tables ,  which bed they must sleep i n  a t  night,  what personal 

possessions they can have, i f  any, how much pocket money and 

@extra comforts" they can appreciate, i f  and when they can 

leave the ward, and so on. 

Many c r i t i c s  have suggested tha t  t h i s  type of a t t i t u d e  

on the p a r t  of supervisory personnel i s  primarily the f a u l t  / 

of administrative s t ruc ture  A nurse i n  charge of a ward 
, 

may receive confl ic t ing inst ruct ions  from a consultant, a wad 

doctor, o r  a s s i s t an t  matron, and an administrator. The grea ter  

the number of persons t o  whom she i s  resnonsible the grea ter  

he danger of disagreement, the greater  the tension and the 

worse the atmosphere. 

Personal f r iends may v i s i t  the pat ient  a t  first but very 

oon the combination of expense, d i f f i c u l t y  i n  t ravel ing and 

i t t l e  welcome from the pat ient  on the ward makes the  visits 

ess frequent u n t i l  they eventually cease. ?arton s t a t e s  t h a t  

he poss ib i l i ty  of one pat ient  making a friend and confidant of 

s 



another inside a mental hospital i s  great, but it i s  sur- 7 I 
prising t o  him how infrequently i t  happens. Isolation and lone i l 
l iness  beget apathy which i n  turn causes further isolation. 
rC- 

Sarge numbers o f  pat ients  i n  some mental hospitals have I 
no place i n  which they can keep personal ~ossess ions ,  no I 
lockers by the i r  beds. Often clothes are issued to  a ward and I 
there may be no guarantee tha t  i f  a patient keeps her frock I 
clean f o r  one day she w i l l  wear the same one the next day. I 

Drugs also contribute to  a dehumanized atmosphere i n  

the ward. Barton says that it i s  not surprising that  the maj- 1 
or i t y  o f  patients forced t o  go to  bed by 7:nO p.m. a f t e r  an i d l e  1 
day require dadatives to  sleep nor tha t  they wake a f t e r  8 

hours a t  3 o r  4 a.m. and they require more sedatives f o r  fur- 

ther  sleep. The ef fec t  of the sedative may not wear off from 

4 t o  12 hours a f t e r  it i s  given, so tha t  during the'morning the 

apathy produced by the absence of a planned routine and loss  

of contact with the world outside the hospital i s  furthered 

by the effects  of barbituric derivatives and tranquill izing 

drugs. 
1 

The general environment of the ward also w i l l  have a 

defini te  impression on the patient. This may include many 

different  factors: 

a )  color o f  wall, ceilings, f loors ,  and carpets 

b) color and designs of furniture,  beds, chairs, windows 
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lampshades, pictures, rugs, cushions, curtains 

Intensity of illuminations ( l ights)  

Space, arrangement of furniture and presence o r  absence of  

crowding 

Views from windows 

Flies and presence o r  absence o f  dir t iness ,  dinginess and 

dilapidation 

Appearance of other patients,  ha i r  s tyles ,  ha i r  on faces, 

clothes, stockings, shoes > 

Noise: c l a t t e r  of ward ac t iv i ty ,  jangling of keys, doors 

slamming, telephone ringing, noise of e lec t r i c  cleaners, 

patients shouting 

Helpfulaess or  off-handedness of nurses and aides 

Smell of the ward: the smell of feces, vomit, urine, 

paraldehyde, disinfectant,  moth bal ls ,  cooking o r  the smell 

of flowers and freshness 

Temperature of the ward and humidity 

The other pat ients  reactions t o  the ward, t he i r  relation- 

ship with nurses and t h e i r  a t t i tude  to  v i s i t o r s  

Posture, and occupation of other pat ients  

Finally, a f t e r  admission t o  a mental hospital,  as time goes 

by the ..roapects of finding a place to  l ive ,  a job to  work a t ,  

and friends to  mix with diminish rapidly. Many patients say 

they never wish to  leave the hospital. They can see l i t t l e  



g prospect beyond l iv ing i n  a room with no one t o  talk to  o r  
k 

v i s i t .  The promise of social  clubs, visits, and supnor* fmm I 

psychiatric social  workere and out-patient c l in ic  f a c i l i t i e s  does 

not usually overcome these forebodings, and the need t o  accept 

the ins t i tu t ion  a s  a permanent home i s  again emphasized. Many 

other prospects seem poor t o  the patient. Admission to hospitals 

may seem the f ina l  confirmation that  there i s  no longer any 

chance of f i l f i l l i n g  the i r  ambitions, be they o f  marriage, 

children, social  advancement, acquisition of wealth o r  position. 

It seems that with t h i s  realization many people resign themselves 

completely t o  t h e i r  l o t ,  becoming more apathetic than the 

s i tuat ion demands. 

Enring Goffman i n  Asylums uses a somewhat more sophisticated 

method than Sartonls t o  describe the Drocess of dehumanization 

f o r  mental patients.* Using a downward oriented model he 

writes of the ~rogress ive  degradation of the hospitalized patient 

due to a number of s s tha t  

aqfect the patient1 s self-esteem. I n  effect Goff'man describes 

a process by which the new patients have already suffered 

i n i t i a l  degrading experiences and by which they endure further 

demoralization i n  the hospital.22 

Furthermore Goffman found both sides acting i n  a t e r r i b l e  

masquerade. The patients didn't take the doctors s e r i o u s l ~  Unless 

*In 1955-56 Goffman attached himself to St .  'Elizabeth's 
Hospital i n  Washington D.C. t o  observe firsthand the dai ly 
l i f e  of mental pat ients  and s ta f f .  



they acted aloof, somewhat oondescending and skeptical about 

the patient 's  signs of dis tress .  Patients didn't catch the 

doctor's a t tent ion unless the inmates acted manic, o r  i n  some 

other way that  the doctor could quickly recognize as  "crazyeW 

What Goffman rea l ly  adds t o  the picture of ins t i tu t ional  

neurosis traced by Vail and Barton i s  the insight tha t  under 

certain conditions of hospital l i f e ,  both doctors and patients 

may want t o  l i v e  up t o  t h e i r  images. Doctors who suffered 

when they saw the suffering of t he i r  patients but rionetheless 

behaved condescendingly towards them, patients who didn't f ee l  

particularly manic but went through the motions of ap~ea r ing  

so, d i d  so because they were building a social  order togethew' 
J 

Conclusion 

Like a prison, o r  a fa= worked by slaves o r  a monaatew, , 
'i 

an asylum i s  a t o t a l  institutSon. In  such places a l l  the rules  
v 

of social l i f e  are l a i d  down by a single authority. Goffman I 
shows how, even i n  t h i s  extreme and powerful set t ing,  t he  l i f e  I 
tha t  i s  dictated becomes subtly modulated so tha t  i t  i s  dif-  

ferent from the lives, people i n  the instituLion actually lead, 

formal principle of a mental ins t i tu t ion  i s  that if the 

patient submits t o  treatment i .e. , t o  acting along the l ines  

l a i d  down by the ins t i tu t ion ,  he w i l l  i n  time be able t o  leave 

the hospital,  To give this obedience meaning, however, the 

erson under treatment begins t o  form a "careerw for himself 



as a  sick person. So long as he remains noticeable he gets  

a t tent ion,  h i s  v i s i b l e  signs of i l l n e s s  a re  common ground t h a t  I 

he car, ,-liscuss and t h a t  connect him with other pa t ien ts  and with 

the s t a f f .  To a c t  i n  such a way as t o  f ree  himself f i n a l l y  
\ 
? 

from the i n s t i t u t i o n  becomes l e s s  and l e s s  important. A s  the  
I 

patient  establishes smooth and s tab le  re la t ions  by managing h i s  I 
i 

appearance so t h a t  he i s  marked a s  sick,  the pa t ien t  gradually i 
becomes trapped i n  h i s  role .  

Thus Goffman's theory of t o t a l  in s t i tu t ions  c lear ly  com- 

municates a  sense of the  crushing impact of an organization 

on persons whose individual i ty  i s  viewed as  protected largely 
.. 

by willingness. The pat ient  t ea r s  h i s  h a i r  out,  the  doctor , - 
sneers and they achieve a type of s tab le  relat ionship ye t  a r e  

caught i n  prescribed ro les  which lead t o  dehumanized behaviour 

and a form of i n s t i t u t i o n a l  neurosis. 



Chapter 111 

CRITIQUE: CORCEPT OF TOTAL IIOSTI'PUIIIONS 

Introduction 

A s  indicated ea r l i e r ,  large mental ins t i tu t ions  have been 

subjected t o  cri t icism both by psychiatrists and social  sc ien t i s t s  
r,U ( 

engagedvin collaboration or  consultation with the psychiatric kc\' i L  0' 

profession:\ The c r i t i c s ,  such a s  Barton and Vail, have generally 
.l 

examined the mental hospital i n  terms of whether o r  not / 
it conforms with contemporary conceptions o f  therapeutic 1 

1 
handling of patients and have found-to nobody's sumrise- 

tha t  public mental hospitals generally f a l l  f a r  short of reas- 

onable requirements. In  t h i s  l i t e r a tu re  the large, centralized, ) 
public mental hospital  generally tends t o  be equated with cuatod-'\ 

ialism.23 Although many of the referents f o r  the notion of J 
custodialism remain vague, they presumably include first a fimd- 

amental - ~ ~ . , s s i m i s m  about the chances o f  recovery from mental 
\ 

!# 
i l l ne s s  and therefore about ef for ts  to  ameliorate mental 

I 

i l lness .  p 4 
b c o n d ,  the custodial orientation includes excessivex hs-  

in te res t  i n  security: protecting society from patients and / '.A 



patients from one another, not t o  speak of protecting s ta f f  '\, 

from patients. he c r i t i c s  tend t o  note tha t  psychiatric aides 7 
are  largely i n  control of the hospital wards and tha t  these 

aides are  a t  best ignorant and untrained but kindly and well- 

intentione&-and a t  worst suffering from such personality in- 

adequacies a s  r ig id i ty ,  paranoia and comnulsion. 

I-~he point of view of sociologists who have studied the -,, 

i 
public mental hospital system does not usually d i f f e r  fmda- 1 

mentally from tha t  of the psychiatrists.! Goff'man and Weinberg 
\c 

I 

have asserted implicit ly that  the system i s  anti-therapeutic. 

Their analyses are f irst  directed toward detai l ing not only .- 
i t s  psychiatrically questionable practices, but how i t s  systems 

block the mobilization of any effective therapeutic action. 

The conceuts of t o t a l  ins t i tu t ions  and ins t i tu t ional  neurosis .- 

have taken t h i s  analysis a step further  and suggested tha t  

certain characterist ics ascribed t o  psychiatric i l l ne s s  are  

i n  fact  a function of the  existing systems of large mental 

hospitals. 
-\ 

However, although a number o f  common observations about 

the mental hospital system have gradually accumulated i n  recent 
0 years, i t  i s  important t o  point out that  t h i s  general knowledge 

i s  apparently highly colored by a specif ic  underlying pe r s~ec t ive  

o f  the observer. Mrs t ,  i t  appears tha t  many of  the sociologists 

and psychiatrists presenting cr i t iques a re  of a higher social  



class than e i the r  the patients o r  most mental hospital emloyees. 

Thus viewing an ins t i tu t ion  with middle class  ideals  of  privacy, 

human dignity and independence, these obsemrers are under- 

standably horrified by what they see and pose t h e i r  own "hum- 

an i s t i cH orientation against the custodialisrn of the large 

mental hospital.  Second, a s  was indicated i n  an ea r l i e r  chanter, fl 
observers from psychiatry and the so cia1 sciences have apuroached 

the mental hospital with a specific psychiatric ideology. That 

i s  they have hewed to  a s e t  o f  conceptions about the nature of 

mental i l l ne s s  and how it should be treated tha t  has influenced 

what they have observed about the large mental hospital and 

how they have responded. Thus 60th  a humanistic and a 

type o f  reductionist psychiatric viewnoint have been fused i n  

Consequently, it can be argued that  t h i s  type of in- 

quiry has possibly paid insuff icient  at tent ion t o  the basic 

conditions of the hospital and the relationships among elements 

tha t  underlie the "unfortunate consequences.1t Furthermore 

the c r i t i c ' s  focus upon the antitherapeutic features of mental 

hospitals has possibly prevented them from seeing a number of 

other features that  can be conceivably construed a s  strengths 

and positive elements i n  the . . . sxstem. _ .-_ - . necessary 
--. _C 

t o  discuss i n  more &eta= sozm..nf the b&ic ins t i tu t ional  
-- - - 

conditions of large mental hospitals, especially the 
-. 



T h i s  examination w i l l  suvplement the  c r i t ique  of theor i s t s  such 

a s  Goffman and possibly contribute to  a more comnlete under- 

standing of mental i n s t i t u t i o n s  and a b e t t e r  basis  from which 

t o  suggest a l te rna t ives .  

Ins t i tu t iona l  Resources: Problems and Requirements 

Most public mental hospi ta ls  a r e  located outside of 

la rge  c i t i e s  and surrounded by spacious grounds. They usually 

house an overly la rge  number of pa t ien ts  i n  an assortment of 

buildings. Perhaps a foremost problem i s  the continual inf lux  

of pa t ien ts  and the need t o  accept, diagnose, a l loca te  and 

a t  l e a s t  maintain themm24 The number of pa t ien ts  assigned t o  

each ward usually var ies  with the  wardf s physical character- 
". , ( . 'J t t ("  

i s t i c s  and the kinds of pa t ien ts  housed there. 

I n  such a la rge  i n s t i t u t i o n  the major problem of em~loyees 

center around providing, with minimum resources, a modicum 

of decent care f o r  masses of pat ients .  Ward personnel a r e  

the a t ten t ion  of a physician assigned to  the ward. If the sick 

pa t ien t  can be maintained on the ward, the personnel usually 

must nurse him. They a r e  a l so  responsible f o r  preventing in- 

jur ies  among the pat ients .  

Second,they must administer the  routines of da i ly  l i f e .  

I 

, 

confronted with a number of respons ib i l i t i es  f o r  patients.  Pirst 1 
they must maintain them i n  reasonable physical health. They 

a r e  responsible f o r  discovering ailments and bringing them t o  

1 1  
, 

\ 
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They must see that  pat ients  go to  bed a t  night and get  up i n  

the morning; tha t  they eat;  that  they are  reasonably clean, 7 
neat, adequately clothed; and tha t  the ward a s  a whole i s  reas- 1 
onably presentable. The personnel must secure whatever equin- 

ment i s  necessary f o r  these tasks. Third, the personnel are  I 
generally confronted with the problem o f  controlling the pat ient 's  \ 
behavior, so tha t  the l a t t e r  hurt neither themselves nor others i 
and can be contained within the ward. \ 

These multiple tasks devolve upon the aides and occas- 

sionally upon the pract ical  nurses. When the vastness of the 

hospital and the usual patient-staff rat ion are  taken in to  

account, it i s  evident--as many observers have pointed out-- 
,"- 

tha t  'the actual responsibil i ty f o r  running wards must f a l l  < 
upon S s e  ward personnel rather  than upon nrofessional sun- 

ervisors. Many times there i s  a shi f t ing  of personnel from 

war$ to  ward i n  a daily struggle to. keep each ward covered 
\ 

with a t  l e a s t  one aidea25 J 
Aide Perspective and Ward Management 

Studies of aide programs f o r  patients indicate tha t  they 

are not those tha t  professional psychiatric workers could create. 26 

The programs are  not organized to  t r e a t  pat ients  but to whelpw 

them; and they do not in ter fere  with the aidest  e f fo r t s  t o  

maintain the ward but are  an integral  part  of ward l i f e  and work. 



! I n  this sense some observers argue, i n  contrast t o  the views I 

I 

of Goffman and Vail, tha t  - chronic wards are  not she- - ---.. 
Aides and practical  nurses working on wards are  usually 

of lower-class origins,  and they operate with common sense and 
/--I 

relat ively nonabstract notions. They tend to  have l i t t l e  o r  

no training i n  psychiatry: They think and ta lk  outside the 

universe of psychiatric discourse while working within the 

7 - - -  - 

i 
concrete province of psychiatry. No academic theory, no for- \ 
mulated therapeutic ideology, govern t h e i r  perception o r  \ 

. \  
1 

feelings toward patientso-or, it seems, t h e i r  conceptions of I 

I 

work tasks. There is  l i t t l e  drive t o  cure, t o  engineer psy- 
( 

chological change, t o  move the patient out 9 t o  - _ _ _ _ _ - _  nlay therapist-- - - _  

a phenomenon frequently observed and associated with.midd7a- 
----- - 

class  parapsychiatrists. 

One study claims tha t  nthe ward i s  the aide1sN:*7 She i s  

proud of it and definds i t s  in tegr i ty  and her gre-eminent pos- 

i t i o n  i n  it. The patients are  viewed a s  her charges, who need 

guidance, control and care wl ike  childrenn. Some patients are  

good o r  troublesome o r  occasionally mean; other are  good but 

lasy,and so on. 

The a t t i tudes  of aides are revealed i n  the judgments 

and decisions they continually make i n  t h e i r  everyday world. 

The dealings with patients re f lec t  more often than not the 

central  work requirement: maintaining the in tegr i ty  of the ward. 
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As understood and expressed by the aides, t h i s  in tegr i ty  de- 1 A 

pends on an ordered, co-operative and happy home f o r  the nat- 

ients.  To the aides i n  t h i s  particular study, the public mental 
i 
i 

i hospital i s  generally, and certain wards i n  particular,  good 

places f o r  the patient: "better than most had beforek28 
x 

Concrete experPence quite often seems t o  validate judg- / 

mental process: Most patients have lower-class backgrounds, 17 
and the hospitals may indeed represent improved l iv ing conditions. / 
Many have been abandoned by relatives;  many are too sick t o  

leave; others are  well enough but unwilling to  leave e i the r  

because they a re  frightened or  because they have found a sat- 
,' 

isfactory way o f  l i f e .  [Thus contrary to  the dominant trends 

which Barton, Vail and Goffman revealed, there may i n  fac t  be 

an inner logic and a positive dimension t o  large mental inst-  

i tu t ions ,  which i s  illuminated once one takes into consideration 

the lower-class system of thought and the public hospitalel  

ins t i tu t ional  requirements. .. ' general strategy fo r  handling the mass of patients, 

particularly i n  the chronic wards, i s  t o  organize t h e i r  l ives  

into daily and weekly routines. The patients carry out these 

routines i n  large g r o u p 3  There are se t  times f o r  gett ing 

up i n  the morning and going to bed a t  night. There are times 

f o r  eating and times f o r  bathing, na i l  cutting, shaving, combing 

and so forth. The apparent efficiency of t h i s  kind of organization 
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where limited personnel must handle large numbers of patients 

i s  i l lus t ra ted  i n  the following example. On a female ward near 

the bottom of the hospital continuum, i n  the Chicago State 

Hospital, a l l  extremely infirm and untidy patients are seated 

together i n  one wing of the ward, watched over e i ther  by an 

aide ;r a ward worker (when the ward i s  short o f  personnel). 

Not only are  the usual routines followed but additional routine6 

are apparently adapted t o  these patients. There are times fo r  

taking each t o  the t o i l e t .  Since these patients require special 

care, the aides meet the situation by placing them together 

spat ia l ly  and organizing special routines. 

Then there are routines f o r  maintaining the ward i n  a - 

reasonable s ta te  of cleanliness and order, Certain patients 

have special jobs--taking charge o f  the clothing for the ward I 
and running errands o r  serving a s  scrubbers, clerks and so  \ 
forth.  Most manual work i s  done by natients. The aide ac t s  I \ -  

as a foreman over a number o f  ward workers. 29 

Thus it seems tha t  on many wards i n  public and s t a t e  

mental hospitals a great deal more work goes on than amears  

necessary f o r  basic maintenance. i ~ r t o n  and na i l  no ti^ t h i s  

type of ac t iv i ty  tended to  emla in  it a s  a resul t  o f  the aide 's  

being willing (and needed) victims necessary to  the functions of the 

t o t a l  institution:\ Yet t h i s  interpretation possibly overlooks 

important aspects of the aide 's  mentality. fit can be 
b 

argued that  most aides genuinely believe tha t  work is 

good for  patients. And since occupational and recreational 



ac t iv i ty  i s  rarely provided f o r  chronic wards, aides may fee l  

that  construotive work i s  of more value to  the natient than 

o the? '! 'rivolousw pursuits 

I n  order t o  maintain ward organization aides also make 

f ine  dis t inct ions among patients. In  the Chicago State H o s ~ i t a l  

the first principle frequently rei terated i s  %now your pa t ienLn 

And they appear to  know t h e i r  patients,  not i n  the same way 

that  a psychiatrically orientated professionql would know 

them, but i n  terms important i n  t h e i r  own frame of reference. 

On one male ward,for example,six general aggregates existed 

f o r  the aides: 

(1) the stable-deteriorated (hopeless incurable patients 

who though not actually infirm are  relat ively immobile) 

(2)  deteriorating (patients on t h e i r  way down) 

(3) s table sick (the majority) 

( 4 )  improving (pat ients  beginning t o  come around ) 

(5)  good most of the time ( s t i l l  have to  be watched) 

( 6 )  very good (help run the ward and could leave the hospital) 

Clearly these aggregates define the amounts and kinds o f  work 

that  the aides must do f o r  the patients,  and the relationship 

between aides and patients are  patterned by these definitions. 

Another crucial point about these aggregates i s  that  they are 

not s t a t i c .  Some pat ients  are  ndeterioratingw while others are  

% n p r o ~ i n g . ~  It appears tha t  the aides are aware of t h i s  movbment 



and attempt t o  control and capitalize on it. They try to  mevent 

patients from deteriorating o r  t o  s l o w  the process down and 

they do what they can to  further im~rovemen t .~~  

&appears that i n  chronic wards, during any given month 

aides perceive a number of patients as  i n  t ransi t ion and scrut- 

inize them carefully with an eye t o  improving the i r  condition. 

They do so fo r  probably two very concrete reasons. M r s t ,  the 

bet ter  the conditions of the patient, the l e s s  work and worry 

he occasions. Second, aides want not only t o  cut down on the i r  

own work but, if possible, t o  make the patient more use-. These 

a t t i tudes  seem to flow from the work problems of the aides.) 
F 

I The tac t i cs  of aides "working with" ~ a t i e n t s  depend 

- mainly upon in f in i t e  patience. Changes i n  t he i r  charges occur 

slowly and they wait f o r  opportune moments. The first stage 

of t h i s  process, according to  the aides, i s  watching and waiting 

f o r  the proper moment. The aide "studiesw the ~ a t i e n t  and when 

he o r  she thinks the patient i s  ready, she approaches h i m .  

There i s  definitely nothing systematic o r  abstract about her 

recognition of readiness. It appears that  aides perceive a 

pat ient 's  natural phasing nmoving in" when they see any break 

i n  his condition. 

The next stage consists of coaching the patient. On a 

male ward, f o r  example, aides conduct self-styled %lassesw 

: f o r  patients on how to  dress and undress themselves. When 
w 

they have time, aides l i n e  up patients who are not doing these 
! 
I 

h Y i  



things f o r  themselves and coach them, Self-care and the more 

primitive kinds o f  work are thus used a s  levers f o r  inducing 

movements i n  pat ients  .J1 
'--. 

However, there appears t o  be no additional nush to  get / 
\. 

the patients out of the hospital,  Many aides do not encourage - r 
patients t o  leave the hospital,  t h i s  may conceivable be a kind 

exploitation of the *atient s , G s  indicated by Tail and qarton- 

the aides do not want to ' lose  t he i r  best workers, This judgment 

i s  valid t o  some extent, but probably more pertinent i s  the' 

a ide 's  recognition tha t  t h e i r  pat ients  have made adjustments 

to the hospital and are  no longer able t o  adjust  t o  the out- 

I side v o r l ~ ~  Real is t ical ly too, they see t h a t  most of these 
! patients no longer have homes, t he i r  families having died o r  \. 

dropped them long since, This aloneness seems to  make adjustment 

t o  the outside world a l l  the more precarious. -1 

1 I n  sum, t h i s  view of a large public mental h o n ~ i t a l  stands 

i n  contrast, to  some extent, t o  the dehumanization of patients 

i n  the Iftotal  ins t i tu t ionH model.\ The social  system just . 
described i s  seen more a s  a consequence of a number of conj- 

unctive phenomena, the social ,  po l i t i ca l  and administrative 

requirements; social  class and other extraphychiatric characterist ics 

o f  the personnel; patient-personnel ra t io ;  and the routines of 

the hospital.  

If emphasis i s  placed on lay  personnel and the i r  Ders- 

pectives it i s  possible t o  elucidate more clearly the logic 
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of the work system and t o  see lay  methods f o r  developing 

programs around the pat ients  and f o r  nhelping pat ients  ." 
Since the l i f e  of the units i s  bu i l t  around the maintenance 

o r  enhancement of i t s  shape and integri ty,  the work done with, 

to,  o r  fo r  pat ients  i s  largely a ref lect ion of t h i s  requirement. 

The logic of such chronic services seems to  derive from the 

handling and disposition of patients i n  accordance with those 

requirements. The downward escalation appears t o  be a brutal  

fac t  and a l l  e f fo r t  to  intervene or  slow it down i s  both the 

chronic service's  answer to "treatment" and i t s  own attempt 

t o  integrate patients into continuing ins t i tu t ional  l i f e .  

If the Chicago State Hospital i s  a t  a l l  representative, 

it i s  evident that  the bulk o f  patients are  being IthelnedW 

rather  than treated--but not merely because there are few 

hospital personnel and other resources. The acute wards o r  

services screen out the young, acutely ill, and physically 

unimpaired, The chronic wards receive the aged, the senile,  

the abandoned, the brain-damaged, the physically deteriorated- 

a l l  those with the very poorest nrognoses. Without naychiatric 

prescriptions and associated resources the chronic services 

proceed, a s  would any social  system, t o  receive, to  socialize 
- - 

p-- - - 

and t o  integrate patients in to  the basic social  unit. 
------- -- 

Conclusion 

It is  important t o  be e q l i c i t  about the models 



hospi ta ls ,  not only t o  maximize c l a r i t y  o f  thought but t o  

f'urther judgments about a l te rna t ive  assert ions.  Goffman's 

moral career and " t o t a l  i n s t i tu t ionw model emphasizes both 

the unforseen consequences of ins t i tu t iona l  arrangements and 

the various stages of pat ients '  careers. Other studies by such 

people as Caudill and by Stanton and Schwarte exnlore the 

e f fec ts  of administrative tensions .32 Yet it seems important 

t o  point out t h a t  Goffman's model ( a s  appears common i n  most 

sociological l i t e r a t u r e  about psychiatric hosnitals)  emphasizes 

primarily the negative consequences of i n s t i tu t iona l  arrangements -_- -- - --- - 

and tends t o  underemphasize the posi t ive  actions of l a y  Der- - 
< 

sonnel, especially i n  the chronic wards, of large public has- 
--- 

p i t a l s .  The main reason f o r  t h i s  i s  tha t  h i s  model and %i l l s  

and Barton's f a i l  t o  take in to  consideration, among other things, 

the lower c l a s s  or igins  and prac t ica l  adaptations of the ward 

s ta f f .  Their psychiatr ical ly  trained,  primarily middle c lass  

viewpoint tends to  present constructive, adaptive techniques 

under d i f f i c u l t  conditions, i n  a primarily negative l i g h t .  But 

the  consequence of ignoring the d i f f i c u l t  social  circumstances 

of a large mental hospi ta l  i s  to  picture  most ward a c t i v i t i e s  a s  

almost conspirator ia l ly  twisted against  the  pa t ien t '  a welfare. 

Thus the theory of t o t a l  in s t i tu t ions ,  while nroviding valuable 

ins ight ,  should not be taken as a t o t a l l y  accurate ref lect ion 

of the functioning o f  most mental hospitals .  

i underl ie  asser t ions  about pa t ien t ' s  f a t e fu l  sojourns within 



Chapter I V  

BRITISH OOLIJMBIA: A CASE S m Y .  

Introduction 

I n  summary, we have looked a t  Goffman's view of mental ill- 
/ 

ness which emphasizes the importance of social-value judpents. ,/ 
'\ 

It seems to  follow logically that such a conception would 

eventually lead to  a cri t ique of the existing social 8Ptems of 

public mental ins t i tu t ions  and the i r  effects on mental patients. 

The model o f  " to ta l  inst i tut ions* was then developed and we the& 

examined the work of other individuals such as V a i l  and Br ton  
I 

who added further  concrete data to  the picture of the dehumanized 
/ 

patient. 1 
Rowever, the negative social  implications of t h i s  conception 

of mental i l l ne s s  have also been pointed out, especially the 

danger of reducing the idea of mental i l l ne s s  to a point where 

it i s  d i f f i cu l t  t o  acquire public funds f o r  further mental health 

care. Furthemore i t  has been argued that  the Goffman model, 

because of i t s  preconceptions and class  bias may tend t o  imore  

the positive contributions of l ay  personnel i n  chronic wards. 

Keeping these objections i n  mind, i t  i s  now necessavr to 

explore the al ternat ive ins t i tu t iona l  arrangements which are 

implicit i n  the Goffman cri t ique of the large public mental 

43 



hospital.  This w i l l  first enta i l  a brief history o f  mental health 

care i n  Brit ish Columbia and a description of the c i ty ' s  proposed 

community health program. Such an examination w i l l  reveal the 

positive benefits of such a system o f  mental health care and 

also indicate some dangers and possible limitations. 

Historical Overview o f  Nental Health Serpices 

The history of mental health treatment i n  the Province of --, 
; 

Brit ish Columbia, is ,  to  a large extent, the history of the 

development of the Provincial Medical Health Services. Prom \ 

1872 u n t i l  1901 what existed i n  the way of ins t i tu t ional  ser- 
I' 

vices was primarily custodial care f o r  the dependent insane.,: 

This consisted of two buildings, one, the New Westminster - - 

Asylum was described a s  an ugly structure with windows so 

high tha t  the outside could only be seen by standing on a table. 
f' 

Further, it was poorly heated by means of open grates and so 

overcrowded that  two patients were compelled t o  share a single / 
small room. 33 II/; 

The only physician a t  the ins t i tu t ion  was embattled with 

the problem of keeping the per diem cost a t  a low level  ( i t  was 

48* cents per day i n  1891), of urging construction t o  house 

the increasing patient population, of ensuring adequate water 

supplies and of v i s i t ing  the Royal Colwnbian Hospital. The - 

cruelty of  the wkeepersH during t h i s  period was apparently Y 
scandalous. Equipment such aa  handcuff 8, leather  mitts, straps) 
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camisoPes, and straight jackets with the cruel rope halter called 

nthe martingalen (used as a type of strangulation device), were 

in almost daily use. Also applied were tortures such as the \ 

i 
dip in which a patient, arms handcuffed behind his back, was 

plunged head-down into a tub of cold water until he very nearly 

drowned, and the "cageH a box constructed of wooden slits and 
\ i ! 

made only large enough for a human body in which a patient I 

might be kept confined for many hours.34 By 1897 most of the 
1 

staff involved in these affairs had apparently resigned and 
/ 

i 

the Provincial Asylum was re-named the Public Hospital for ,/' 
B 

the Insane (P.H.I .) .  

In 1902 annual reports contained, for the first time, 

a table of diagnoses (mania, melancholia, dementia, and paranoia), 

Supposedly General Paresis formed 12$ of the total number of 

admissions for the year (14 patients out of the total 115.) 

A statement of treatment princi~les, given the general title 

"Moral Treatment" was also issued at about that time, These 

principles were listed a8 (1) essential medicines, (2) good 

food, (3) regularity of living habits, (4) employment, (5) amuse- 

ment, and (6) recreation. A need for separate facilities to deal 

with acute cases, the mentally defective, the tuberculous pat- 

ient and the criminally insane was also called for .35 

In 1904 a colony farm was created. Patients were seg- ) 
--,I 

regated into nincurablett Hcurablefl 'Ifeeblen and "infirmw uyon / 
, 

admission, Work became more departmentalized and the hospital {, 
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atmosphere heightened by using the word nurses rather  than "keepern 

o r  attendants. By the end of 1912, i n  sp i te  of serious over- 

crowding, there was reason f o r  optimism. There was a ca l l  f o r  

new buildings, i n  stages, each specialized a s  to  f'unction: 

an administration building, an acute building, sick and infirm 

buildings, an epilepsy building, a pa i r  of chronic buildings and 

an adequate l iving quarter f o r  nurses. 

It was decided tha t  one o f  the 'chronic buildings should 

be constructed first so tha t  it could be used to house the 

overflow from the PHI and the structure now known a s  Vest 

Lawn was begun. The first  building on the new ground, named . 
Essondale, was opened on A p r i l  1, 1913. Two ins t i tu t ions  were , 

now i n  existence: PHI a t  Mew Westminster and Essondale. During 

the period from 1914 u n t i l  1918 the dual ins t i tu t ions  began to  

have increasing d i f f i cu l t i es .  Many of the nursing s taf f  joined 

the armed forces, overcrowding was again rampant, and syphilis 

was the cause of 12s  of admissions. 

The period from 1912 mtil 1950 was one of primarily 

custociir~l care. All of the buildings added during t h i s  interval ,  

before they were o f f i c i a l l y  opened, were doomed to  become the 

s i t e  of suffocating overpopulation a t  an estimated average of 

more than 55s of rated capacity. The resident population a t  

the end o f  each 10 year period during t h i s  interval  increased 

by approximately one thousand. I n  1912 it was 722, i n  1924, 

when the first acute building, now known as Centre Lawn was opened 
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it had risen to 1,784; in 1930 when Ea~t Lawn was opened, to 

2,411. By 1951, the number resident at the end of the year was 

4,602.3~ 

During this period, wards overflowed into the attics and 

basements, choking out areas needed for day use and therapy, ; 
I 

especially that of the occupational and recreational variety.1 

On the wards, conditions were such that towards the end of the 7 

period, there were more patients than beds. Those unfortunate / 
enough to be in excess had to sleep on mattresses placed on 

the floor. Furthermore, a return to locked wards and even to 
I 

physical restraint toot place. As many as 30 patients in res- ,' 

traint and 51 in seclusion, mostly women, were counted by an /' , 
,' 

# 

inspection team as late as 1951. I 

! Various departments were formed during this neriod, and although 

each suffered from severe limitations, they were at least available 
1 

i when a resurgence occurred. Directors were found for Occuv- 

ational Therapy and Recreational Therapy. Physicians on staff 

were appointed to direct or to work in major departments such 

1 as Pathology, X-Ray, and Pharmacy but held these positions as 
F 

1 duties secondary to their ward work, so that activity in one 

i field was detrimental to efforts in the other. A study of the 
b 

reports on the laboratory, for exam~le, reveals a variable 
I 

load, usually contingent on the presence or absence of a 

: laboratory technician, as well as the freedom of the Medical 
C 
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I 

48 I 
I 
I 
I 

Officer i n  charge. The chief cause of death f o r  many years 

was given in the reports as wexhaustion, due to...H, followed 
I 

by the psychiatric diagnosis .37 

There were definite trends i n  treatment during th i s  

period but limitations of  s taff  and spaces reduced the number 

of patients who received it. By 1926 intravenous tryl~aransomide 

had been used f o r  syvhilis 'and found t o  be effective but pal- 

l i a t ive  only f o r  general paresis, By 1946, with bismuth, sulfa 

and penicill in added t o  the therapeutic agents, treatment was ,* Ig2Q-k *c , 8 '  - 
more definitive. Hydrotherapy, the chief physical treatment 

\ 'M7w$ 
i n  the 1907 period, continued i n  use i n  the 1950's. The use ' 

of [-\was first reported being carried out on 20 

patients a t  a time, i n  a 1938 medical report. And surgery 

f o r  mental i l lness  was introduced i n  1946 when 9pbotomles\ , 

were performed i n  the Vancouver General Hospital. !?he following 

year there were 45 cases but over the next f ive years, psycho- I 
i 

surgery suffered a gradual l o s s  of popularity a s  other means I 

J 
became available. 

On A p r i l  1, 1950 the various mental health ac t iv i t ies  

were organized into the Provincial Mental Health Services. The 

Provincial Mental Hospital's "chronic buildingsn were re-named 

"Lawn  building^,^' thus updating the semantics of mental illness.. 

On Jmuary 1, 1951 The Clinics o f  Fsychological Medicine Act 

was proclaimed. T h i s  ac t  caused plans f o r  a second large hosp- 

i t a l  t o  be shelved and stimulated thought on new alternatives- 
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e.g. reaching further  into the community with day hospitals and 

out-patient cl inics .  This ac t  made voluntary admissions and 

cer t i f ied  admissions without the i o s s  of c i v i l  r ights  possible 

f o r  a maximum period of four months. 

The first year of operation o f  the Crease Clinic was 

indicative of success; according to the new standards 791 of 

the 963 patients admitted were returned to the community within 

the statutory period. During t h i s  year (1951-52), the first , 

consultants i n  general surgery and neuro-surgery were retained 
1 

by means of a Mental Health Grant and a survey of overcrowding 

was made a t  the request of the Federal Government. The resul ts  

of the l a t t e r  were shocking. One building ( the male side of 

Centre Lawn) was found t o  be 81.8% overcrowded; that  i s  a 

f a c i l i t y  designed f o r  143 patients was housing 260. West Lawn 1 

(male),East Lawn (female),and Centre Lawn (female side) were 

30.876, 56.8s and 42.55& overcrowded respectively. /' 
i 

However the year 1951 marked the commencement of a policy 

to  establish "open wards" i n  the P.M.H. and Crease Clinic. 

The following year, a l l  forms of physical res t ra in t ,  were, 

once again, abolished, except f o r  secluaion under s t r i c t  safe- ' 

guards; and a year l a t e r  children under s i x  years of age were 

permitted d i rec t  admission to  the Woodland School, thereby 

ending the t ragic  mixing of small patients with adults  suffering 

from various types and degrees o f  mental disorder. 
/ 
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During the mid-1950's f a c i l i t i e s  f o r  occupational therapy, -' 

recreation and amusement were improved. General paresis, was 

also part ial ly eliminated and it was calculated that 504 of 

schizophrenics could be assisted back to the community a f t e r  

a relatively short pe-d of treatment, In the 1956-60 period, 

f o r  the first time i n  history there were actual decreases i n  

the resident population; 78 patients less  in  1956-57 and 90 

l e s s  i n  1958-59. / 

Contemporary Situation: Riverview Hospital 

During the 1960's there were a series o f  differing theories 

and proposals f o r  improving mental health care i n  Br i t i sh  Columbia, 

In  1964 the dominant perspective seemed t o  be that  a l l  i n s t i t -  , 

utions should be closed and a l l  patients placed i n  psychiatric ' 

wings' o f  general hospitals. This proposal ignored the fact  

that ,  a t  the time, there were a s  many psychiatric patients 

f i l l i n g  hospital beds i n  inst i tut ions a s  there were patients 

i n  general hospitals and it d i d  not seem t o  consider the ano- 

maly of adding 1200 psychiatric beds t o  Vancouver General 

Hospital, thus turning i t  into  another Provincial Mental ~ o s ~ i  t a l  . 38 

By the l a t e  1960's many professionals were i n  favor of  the ; 

Saskatchewan plan; t o  close down the large inst i tut ions and 
/- 

bui ld  regional psychiatric .centres, the result  being a number 

of l i t t l e  Xseondales rather than one big one.39 
--,' 



Despite these various proposals, the s i tuat ion a t  the 

Riverview Hospital a t  Essondale ( the major act ive treatment 

hospital f o r  the mentally ill) continued to  r e f l ec t  many of 

the character is t ics  of Goffmanls " to ta l  ins t i tu t ion ,"  and the -- 

dehumanizing consequences f o r  patients outlined by Vail and 

Barton. The Registered Psychiatric mrses  Association of ,i 

British Columbia characterized the s i tuat ion a s  follows: 

nOur members have seen, during 40 years of 
experience, the prejudice which societyq or  the 
' s t a te '  demonstrates against the mentally ill, 
the mentally retarded and the ger ia t r i c  ci t izen,  
It w i l l  not be new to  the Health Security Program 
Project to learn of ins t i tu t ions  which st i l l  exis t  
with conditions tha t  would not be tolerated i n  a 
general hospital.  tt 41 

'1 
Patients are ,  i n  many cases, crowded together i n  large dormitories, 

and large dayrooms, some holding over 50 patients a t  a time, 

stripped of privacy and dignity, The long-term patient i s  

quite l i t e r a l l y  kept a t  a level  of abject poverty f o r  as long 

a s  he l i ve s  i n  one of these ins t i tu t ions .  He has l e s s  than 
i 

one third o f . t h e  dai ly per capita spent on his care compared 

I- -to .what i s  spent on h i s  fellow c i t izen  i n  a general hospital ,  

He must do with crowded f a c i l i t i e s ,  because there are  no funde 

to  provide room and privacy; he must do without constant 

therapeutic care because there are  insuff icient  funds t o  

educate and hire  an adequate number o f  nurses; he must many 

times do without adequate psychiatric and medical care because 
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there i s  a chronic shortage of doctors and qualified 1 

psychiatrists;  he must put up with drab surroundings, d r a i  
I 

clothes and drab meals; he must suffer  loss  of  dignity i n  \ 
even the most basic ac t i v i t i e s  of bathing and toi let ing.  40 

I n  a recent position paper, t h i s  same organization of 

psychiatric nurses reveals, i n  more deta i l ,  the situation a t  

Riverview Hospital. They s ta te  tha t  Riverview i s  the major 

active treatment center f o r  the mentally ill i n  q r i t i s h  Columbia. 

They claim tha t  there are  l e s s  than 50 beds readily available 

i n  the t w o  psychiatric wings a t  Vancouver General Hospital and 

the Lions Gate Hospital i n  North Vancouver. The situation then 

i s  that  the majority of mentally ill pat ients  i n  the greater 

Vancouver area, and indeed the whole province, are  admitted to  

the Riverview Hospital, e i ther  to the Crease o r  Center Lawn 

uni ts .  

\ 

The report goes on to  s t a t e  tha t  the Riverview hospital 

i s  also the only major hospital i n  the province which has the 

bed capacity to  care f o r  the large number of long-term mentally 

#ill patients whose primary need i s  custodial care. It maintains, 

tha t  from a nursing standpoint, the. a b i l i t y  t o  provide care 

needed by the individual i s  extremely hampered. 

Situation i n  the Wards 

The report a t tacks the lack of segregation of patients 

according t o  types of i l lness .  In  the female ward of the 
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Crease Unit, there w a s  an average of 40 patients, of which 

22 were first admission and 20 were readmissions. Of the 

t o t a l  nwnbnc of patients,  one-third were considered neurotic 

o r  ps;-ci:d-Lc, and the remainder social  problems. Of the social  

problems, out of the t o t a l  of 42 patients 6 t o  10 were chroniq 

welfare cases, 4 were e i ther  ex-convicts o r  from Oakall% 6 

were alcoholics, 2 were drug addicts, 3 were prost iwtes,  1 

was a homosexual and 4 to 7 were. classified as  juvenile ?roblemay 

In  the male ward of the Crease Unit, a similar s i b a t i ~  

existed with the ward being f u l l  to capacity and no beds avail- 

able f o r  new admission. In  an integrated ward of the  Crease 

Unit there were 46 pat ients  and the male count showed 5 more 

male patients than there were available beds, and these pat- 

i en t s  s lept  e i ther  i n  female beds o r  off the ward, depending 

on the fluctuation of the female count .42 

Thus a si tuat ion seemed to exis t  i n  which 5 of the wards 

were overrun by readmissions and social  problems w i t h  the 

genuine neurotic and psychotic patients nlost i n  the shuffle-' 

The report claimed that  many of the readmissions were quite 

familiar with the hospital rules and frequently broke them, 

t o  the detriment of the neurotic and psychotic pat ient* Fur- 

thermore the social  problem type of patient was characterized by 

the nurses a s  making continuing demands on s ta f f  time which 

had the consequence of leaving l i t t l e  o r  no time for  the 
9 

treatment and care of the neurotic and psychotic patient* 
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One ward i n  part icular  was pictured a s  being threatened 

by f ights  between an ex-convict and a juvenile delinquent t p q ,  '. 
with the shortage of male nurses allowing for only par t ia l  

control o f  the situation. It w a s  a lso claimed tha t  d n g  addicts 

were bringing or  having sent i n  large amounts of narcotics. 

Ironically,  i n  t h i s  case, the open ground and open ward ~ 0 1 -  

i c i e s  ins t i tu ted  f o r  the benefit of the neurotic and gsychotic 

patient,  was contributing t o  the flow of drugs. The resul t  

was, tha t  because of the overwork o f  the medical and nursing i 
i 

s t a f f ,  there were no nursing treatment plans available f o r  , / 
over 90% of the patients.43 1 

Shortage of S t a f f  and Wastage o f  Available Staff 

The report then de ta i l s  s t a f f  shortages and wastages a t  

Riverview. In  the R3 male maximum security ward with 80 pat- 

i en t s  ( l e s s  than the average ward) there were 36 staff  (about 

double the average ward). But the nurses association maintained 

tha t  t h i s  more than suff icient  s t a f f  was providing no active 

nursing care but were instead acting a s  mutual protection fo r  

each other and the weaker patients. 

Another area of waste of nursing s t a f f  was i n  the sector 

of cleaning services. The nurses apparently expect that  a s  

par t  of t h e i r  duties they are t o  k e e ~  the patients1 beds and 

clothing i n  clean and t idy order and to  be responsible fo r  

the treatment, surgery and nu r s iw  stations.  However, graduatk 
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and student nurses were expected t o  clean the entire ward area. 

This included stripping o l d  wax from dayroom, dormitory and hall- 

way f l o o r s  and laying new coats, scrubbing rubber matting, washing 

windows, cleaning doctors'offices and lavatories. And i n  some 

cases the nursing s taff  was required t o  wash the walls,yet 

where th i s  was not required the walls showed an accumulation 

of several years1 d i r t .  

The nursing s taff  maintains that t h i s  type of duty 

further detracts from the time available t o  nrovide active 

care t o  the patient. They s ta te  that the only alternative 

available a t  the present time i s  t o  have the patients do the 

cleaning, indicating that the social problem cases w i l l  not 

help and adding that  it i s  not therapeutic t o  force the genuinely 

ill patient t o  perform massive wax stripping projects in  order 

t o  earn their  way.44 

Further wastage of valuable time occurs i n  the following 

area: endless duplication of records--the charting i s  claimed 

t o  be repetit ive and many graduate nurses who are completely 

familiar with a patient 's condition must search through the 

confines o f  a large hospital looking f o r  a nursing suwervisor 

i n  order t o  obtain permission t o  give a medication that  the 

medical staff has already ordered. They s ta te  that  i n  the 

Valleyview Hospital, the results  o f  s taff  shortages i s  a 

higher ra te  of s taff  injuries,  more sick time being taken, 



s t a f f  overwozk and poor pat ient  care. Staff  shortages i n  the  

Vest Lawn Unit of the Riverview Hospital a r e  pictured as being 

acute and even i n  the Crease Unit occasions have a p ~ a r e n t l y  

a r i sen  when an a l l  female ward of 40 pa t ien ts  has been covered 

by a  male graduate nurse, two female students and a  female a i d 9  
> 

The resu l t  i s  purely custodial a c t i v i t y ,  ... 

The nurses1 report  a l so  points t o  some of the incong- 

r u i t i e s  i n  funding p r i o r i t i e s ,  They mention a  new admitting 

s u i t e  i n  the Centre Lawn Building tha t  has wall to  wall carpeting 

ye t  they question t h i s  expenditure based on the f a c t  tha t  there  

a r e  only two bath tubs i n  the whole of the West Lawn Ruilding 

to-serve over 700 pat ien ts ,  The r e s u l t  i s  a s i tua t ion  i n  which 

the pa t ien ts  stand naked i n  long l i n e s  waiting f o r  a  bi-weekly 

shower. I n  addit ion the s ingle  shower handles up t o  three 

pa t ien ts  squeezed in to  the same s t a l l  a t  the  same time, 45 

They a lso  note the d i f f i c u l t  s i tua t ion  which ex i s t s  at 

the Valleyview Hospital. Two wards a r e  composed solely  of 

e lder ly  pa t ien ts  over 70 years of age, a number of whom have 

cardiac conditions. The physical s t ructure  of the building 

i s  such tha t  the  main dormitories a r e  on the  top f loor ,  the  

day room and off ices  on the main f loor ,  and the  dining f a c i l i t i e s  

a r e  i n  +!~e basement. T h i s  requires the  e lder ly  na t ien t  with 

a cardiac condition t o  climb two f l i g h t s  of s t a i r s  several times 

per  day. 
s 
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The nurses close the section of the report on ward sit- 

uations with what they label  as  a  "damning condemnation." They 

claim t h a t  the nursing s t a f f  on the admitting wards of the River- 

view Hospital s t a t e  plainly and i n  no uncertain terms that  i f  

they had a  wife O r  daughter o r  son o r  elderly mother o r  fa ther  

who required mental care, they would not permit them to  be 

admitted t o  the Riverview Hospital a s  it now functions. 

Report o f  Senior Medical Staff 

The senior medical s t a f f  a t  the Riverview Hospital (senior 

physicians responsible f o r  c l in ica l  care) have also submitted 

a  recent report on s taff ing which serves to  supplement the 

perspective of the nurses.46 They claim that  the Bri t ish Col- 

umbia C i v i l  Service has fa i led  to recrui t  s taf f  e i the r  i n  

suff icient  numbers o r  of suff icient ly high ~ ro fe s s iona l  stand- 

ards to  meet even the barest requirements. 

They claim that  i n  a  one year period, 17 nhysicians, of 

whom 4 were cer t i f ied  psychiatrists,  had l e f t  f u l l  time 

positions i n  the hospital.  O f  the 8 replacements not one is 

a  cer t i f ied  psychiatrist  a s  recognized by the Royal College 

of Physicians and Surgeons of Canada, The resul t  i s  a  s i tuat ion 

i n  which there are  only 8 cer t i f ied  psychiatrists on fu l l  time 

staff  and 5 on part-time s t a f f ,  and th i s  f o r  an in-patient 

population of approximately 3,000 with over 4,000 admissions 

per year and well over 1,000 pat ients  i n  boarding homes o r  . 
attending a f t e r  care .47 
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They also s t a t e  tha t  insuff icient  numbers and in- 

adequacy of training and experience are only part  of the + - 
i 

problem, Language and cultural  barr iers  also appear to  prevent / 
i 

1 
many of the physicians from making anything other than a I \ 

superficial  coritact with the patients.  Such a s i tuat ion i s  I- 
I 

t o t a l l y  i ronic and unsatisfactory since a fa i lu re  o f  comm- 

unication, part icular ly i n  psychiatric practice, w i l l  have dis- 
/ 

,/'- 

// asterous effects  on any therapeutic program. 

The report also illuminates some serious management 

problems involving s t a f f  being placed i n  responsible positions 

without the authority to  ac t  effectively. example this  

occurred when the medical s taff  was directed t o  establish, with- 

out pr ior  consultation and without additional s t a f f ,  an adolescent 

uni t .  Had they been asked about such an addition, they would 

have reported (a )  tha t  such a service had been denounced, i n  

this set t ing,  by numerous workers i n  the f i e ld ,  and (b) tha t  

they were unable to assume responsibil i ty f o r  such a service 

with the present s k i l l s  available. They maintain tha t  res- 

ponsibil i ty f o r  services cannot be assumed i n  name alone, f o r  

if one i s  rea l ly  to assume responsibil i ty it must also include 

the dimension of adequate functioning. 

The report a lso de ta i l s  how similar problems relat ing t o  

responsibility, authority and communication occur i n  staffing, 

where they have l i t t l e  say i n  hiring of medical s t a f f ;  i n  fin- . 
ancing where they have no say i n  the allocation o f  funds and 



where they must accept a rigid,  compartmentalized distribution. 

The report a lso claims that  the hospital administration i s  

bogged down i n  de ta i l s  which should have been delegated.4* 

Alternative : Community Nental Health Proaram 

A cooperative boarding home program between the Mental 

Health Services and the Department o f  Social Velfare became 

operational i n  l a t e  1959. Through various administratively 

approved agreements the chronically hospitalized but improved 

mental patient could be, a f t e r  adequate c l in ica l  assessment, 

selected for  placement i n  a licensed boarding home i n  the 

community. 

The community boarding home, supervised and licensed to  

give personal care and attention t o  disabled persons, ie 

oftentimes a useful resource, f o r  a variety o f  reasons, f o r  

patients who are  being discharged o r  placed on leave from a 

Mental Health Facili ty.  However, licensed boarding homes are 

proprietary business operations from which a service may be 

bought, and a s  such have the r ight  t o  choose t h e i r  clientele.  

Furthermore, they have the r ight  to  give notice t o  any boarder 

whom they no longer wish to house, o r  whose condition has 

become such that  the l icense does not permit givfng the type 

of care indicated. 

The holder of a Welfare Ins t i tu t ions  License issued under 
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Section 2, subsection ( c)  of the Welfare Ins t i tu t ions  Licensing 

Act, i s  permitted to  accept as  guests persons who are i n  need 

of "care and at tent ionv a s  defined i n  Welfare Ins t i tu t ions  

Licensing Act Regulation 1.01, 

"care sr attentionn means 

(a) assistance tha t  can be rendered by a person who i s  not 

trained o r  ski l led i n  nursing and being 

help i n  walking o r  get t ing in to  and out of bed; 

assistance i n  bathing, dressing, feeding, o r  

i n  the preparation of food specified i n  a special 

d ie t ;  i 
>\PI 

assistance i n  the taking o r  application of 2, 
li 

medications o f  a type which are  normally self-  ,!I 
4'1 
I 

administered under the instructions of a duly I 

!I 

qualified medical practi t ioner;  o r  I 
?I 

any type of personal service similar t o  the 111 ,  

foregoing; o r  

(b)  occasional ski l led care by a person formally trained I 
I 

i n  nursing and other services rendered intermittently I 

\ 

o r  periodically under an arrangement approved by the 

Inspector, i n  an amount o r  t o  a degree o r  with a 

frequency which, i n  the opinion of the Inspector, i s  

l e s s  than tha t  which would necessitate the individual 

being lodged i n  a nursing home or  hospital i n  order 
* 

to be properly cared for .  
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This l icense does not cover the care of the mentally ill 

persons, but of the person who may be disabled a s  a resul t  of 

mental i l lness .  

&ring the 1960's some important s t r ides  had been taken 

i n  establkshing mental health c l in ics  throughout the province 

of Bri t ish Coluabia . However, workable arrangements f o r  estab- 

l i sh ing community services i n  the Vancouver area had not mater- 

i a l i ~ e d .  In  f ac t ,  the description of s taf f ,  ward and admin- 

i s t r a t i v e  problems a t  Riverview Hospital seemed to  indicate 

a growing problem i n  finding competent mental health care i n  

Vancouver. 

Amthemore, several of the general hospitals, even 

very large ones, had no psychiatric services. This was part- 

icular ly dramatic i n  the case o f  S t .  Paul's FIospital, a major 

downtown structure with a large emergency and outnatient cl inic ,  

but with no provision f o r  psychiatric casual i t ies  and it was known 

to refer  these to  the Vancouver General Rospital. 3imilar 

practices prevailed i n  Burnaby, i n  New Westminster, i n  Richmond 

and i n  , ce:eml other c i t y  hospitals. The resul t  was overloading 

of Vancouver General and low morale i n  that  service. L i t t l e  

therapeutic work was accomplished and most of the s taf f  spent 

t he i r  time finding hostels and other places t o  discharge the 

patients t o .  
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Worse st i l l ,  large  numbers of pat ients  during the early 

1970's found t h e i r  way in to  treatment through the police and 

courts, being then e i the r  cer t i f ied  o r  remanded to  the mental 

hospital (which contributed t o  the t y ~ e  of ward cr ises  described 

i n  the nursing report) .  That the system was a t  a point of 

major c r i s i s  was reflected i n  high ra tes  f o r  the area of both 

completed and attempted suicide, i n  estimates of both heroin and 

alcohol habituation, and many other social  indicators. Ivo 

one seemed t o  have the energy o r  resources t o  null  out of the 

downward sp i ra l  yet the need f o r  a concerted program of devel- 

opment was apparent to  a11.49 

According to  a report by John CZl-nming, i n  mid-1972 a 

number of developments occurred which were o f  long-range con- 

sequence. I n  the spring the Department of Psychiatry held a 

re t rea t  a t  which one of the themes was the breakdown i n  com- 

munication bebveen the different  service eectors i n  the Tran- 

couver area. I n  mid-summer, under the aegis of tbe Vancouver 

Medical Health Officer, a Mental Health Planning and Advisory 

Committee was formed, which acceptea a s  i t s  mandate the plan- 

ning of a t o t a l  mental health system f o r  the Vancouver area, t o  

include the whole array of services from emergency and acute 

care to  educational programs f o r  professionals and volunteers. 

I n  September of 1973 a meeting sponsored by the Section of 

Psychiatry of the R.C.M.A. took place. It was an attempt to  

bring t o y e t h ~ r  psychiatrists from the private, public and 
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university sectors f o r  a joint consideration of local  nroblems.40 

The planning committee had the most persis tent  influence. 

The i n i t i a l  request f o r  representatives from various nrofes- 

sional groups involved i n  services met with considerable res- 

ponse, and the group rapidly grew t o  some th i r t y  agencies ren- 

resenting a l l  the service sectors described above, e.g. the 

hospitals, the community services, the university, the Alcohol 

and Narcotic Addiction Foundations, the p ~ b l i c  health denart- 

ments, the Regional Hospital Planning Board, the Section of 

Psychiatry, etc. This committee operated under the control of the 

Metropolitan Board of Health, a quasi-political body which 

operated a s  a clearing house f o r  information to  the health 

departments i n  the area, but without power o r  budget. 

Three i n i t i a l  nroposals, by health departments i n  two 

suburban communities and Vancouver, t o  increase t he i r  s t a f f  and 

significantly expand services they were already providing, were 

immediately rejected i n  a favor of a more sustained approach 

t o  planning3an orderly development. A byproduct of these i n i t i a l  

decisions was the acceptance of the premise tha t  unless a com- 

munity could involve i ts  ci t izens i n  the planning process and 

come up with a coherent and widely acceptable local  plan, the 

Planning and Advisory Committee and the Board of Yealth should 

not be asked to  endorse it. In  these early discussions, the 

board outlines of a planning machinery emerged. Each of the 

three suburban areas was recognized a s  being of suff icient  
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s ize  t o  develop i t s  own community service system. But Vancouver, 

because of i t s  s ize  and complexity, required a different t reat-  

ment. 

A s  early a s  1967, the United Community Services, a vol- 

untary social  planning agency i n  the city, had recommended 

the division of the c i t y  into twenty-one neighborhood areas 

which were subsequently adopted by the ci ty as  a basis f o r  

neighborhood planning. In  addition both C i t y  Social Services 

and the Health Department had made some progress towards org- 

anizing the i r  services i n  the f ive  areas based on multiples of 

these smaller service area groupings. Yet by the f a l l  of 1972 

most of these planning proposals remained on the drawing board 

o r  i n  plannerst heads, with very few comwxnities so defined 

having more than a nominal ident i ty  a s  a community with ident- 

i f i ab l e  boundaries o r  a s  an area i n  which an information o r  

self-help group was viable. Despite th i s ,  the need to  both 

plan and to implement a community grogram on a local  basis was 

generally agreed on; recognizing that  services might, i n  a 

part icular  community, be ahead of o r  he i r  to  pr ior  community 

development .5l 

A t  t h i s  point Cumming claims that  a larger  s e t  o f  events 

intruded into the local  developments and to t a l l y  al tered t h e i r  

course. The Provincial Mental Health Branch had been consulted 

throughout the formative stages described, but a s i p i f i c a n t  
% 
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extension in their commitment occurred with the appointment of 

a program consultant to the Vancouver area. A second significant 

development was the mew Democratic Party sweep of September 1972 

and the installation of a health Ministry heavily committed to ' 

the just published Hastings Report and the development of 
I 

local initiatives and citizen-controlled primarly health care , 
/ 

In essence, the Hastings Report indicated a growing con- . 
sensus in government and ~rofessional circles that Canada had 

t 
built and misused an excessive supply of hospital beds and 

: had failed to face up to serious inadequacies in other essential 

components of the health care ~~stem.5~ The principal recom- 

mendations of the Hastings Report were as follows: 

(1) The development by the provinces, in mutual agree- 

ment with public and professional groups, of a 

significant number of community health centers, as 

described in this report, as non-nrofit cornorate 

bodies in a fully integrated health system. 

(2) The immediate and purposeful re-organization and 

integration of all health services into a health 

services system to ensure basic health service stan- 

dards for all Canadians and to ensure a more economic 

effective use of all health care resources. 

(3) The immediate initiation by nrovincial governments 

of dialogue with the health professions and new and 
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existing health service bodies to  plan, budget 

implement coordinate and evaluate the system, the 

f ac i l i t a t i on  and suwort  o f  the ac t i v i t i e s  by the 

federal government through consultation services, 

funding and county-wide evaluation .53 

Several o f  the people involved with the Vancouver nlan- 

nine had been participants i n  the work groups of the Hastings 

Commission, and the Vancouver Medical Health Officer, i n  part- 

icular ,  had given considerable thought to the merging o f  t reat-  

ment services and "public healthn functions. Using the Hastings 

Report a s  background, the Mental Health Branch then released 

as a basis fo r  discussion a plan which they were willing to  

support. it pronosed, according to  Gumming, t o  make the very 

lack of services a major asset  i n  innovating a new system 

without having t o  t e a r  down an existent one. Rather than w a i t -  

ing f o r  both community develonment and the be t te r  ordering of 

hospital-based f a c i l i t i e s  t o  occur, the community care ~ l a n  

proposed to  a l t e r  significantly the need f o r  hospital-based 

services. Thus while not bu i l t  from the Hastings model it was 

planned to  be compatible with Community Health Centres should 

they be developed. 

The Community Care P r o ~ o s a l  

The Vancouver plan i s  sup?osedly aimed a t  a l levia t ing  

many of the problems of what John Cumming has called wthe 

present non-system. w54 



(a)  The problem of overplacement: a majority of the 

patients i n  inpatient f a c i l i t i e s  within incomnlete 

systems are  overplaced i n  tha t  they needed neither 

the support and control of such a service, nor do 

they require the avai labi l i ty  of  such a number of  

techniques a s  a re  usually available i n  the in- 

patient se t t ing ,  Therapeutically and f i s ca l ly  

inpatient treatment should be minimized. 

(b) The ~roblem of two kinds of nsychiatry: ~ u b l i c  and 

private psychiatry. While they are  overlapping 

f i e lds ,  they d i f f e r  great ly i n  the therapeutic 

s ty le  used, i n  t h e i r  patient mixes and i n  t h e i r  ner- 

ception of nwhat psychiatry rea l ly  i s e n  This dich- 

otomy works against optimal patient care since 

the use of a complete range of resources i s  not 

available to  e i the r  group. The system, according 

t o  Curnming, came about not because one group of 

therapists was morally superior t o  the other o r  

tha t  one group was vigorous while the other was 

apathetic, but by misguided administration which by 

regulation and the management o f  funds divided these 

groups t o  the detriment of patient care. 

. (c )  Problems of continuity of treatment and finding 

treatment. I n  the current s i tuat ion gett ing t reat-  
* 

merit i s  a matter of having the energy o r  competence 
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t o  seek it out and demand it f o r  oneself.  This i s  

not appropriate f o r  a c l a s s  of i l l nesses ,  some of 

which manifest themselves through lack of competence. 

(d )  The problem of cost.55 

The plan i t s e l f  appears to  comprise a mixture of three 

elements which were viewed a s  being novel t o  the c i t y  of van- 
r. 

couver: (1) the  use of l e s s  arofessionalized persons a s  mime 

therapis t s ,  ( 2 )  the  use of minimal control systems f o r  the  

management of severe and chronic i l l n e s s ,  and (3) the  t rea t -  

ment of even severe i l l n e s s  through the ~ r o v i s i o n  of adequate 

resources i n  the community without the  usual dependence of 

hospi ta l izat ion.  

The core of the treatment i s  the Community Care Team con- 

s i s t i n g  of a psychia t r i s t ,  two senior  mental health workers 

( soc ia l  workers, nurses o r  psychologists with a t  l e a s t  a master's 

l e v e l  t r a in ing) ,  from four  t o  e ight  mental heal th  workers, an 

occupational therapis t ,  and a sec re ta r i a l  s t a f f  to  comnlete 

the group. Depending upon the amount of pathology, it was 

estimated tha t  such a group could handle the problems of a 

population between 25,000 and 100,000 people. 

It i s  estimated t h a t  'wi th  some sharing of cases, each 

basic worker (probably a psychiatric nurse) could handle a 

case load of t h i r t y  persons i n  addit ion to  some followup, 

diagnostic and sporadic contacts. The team would be the  first 
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contact wltn the public treatment center f o r  the seriously mentally 1 

ill person, though drawing from a wide range of r e fe r ra l  sources, I 

doctors, nurses, social  workers and c r i s i s  centers. 

A s  soon a s  contact was made an assessment would follow, 
6 

preferably i n  the na t i en t t s  home. The basic worker assigned would 
I 

always be involved i n  the assessment and often could be accom- 

anied by a senior mental health worker o r  psychiatrist .  The 

assessment i s  to determine the nature o f  the nroblem and to 

make a plan to  handle it. Most importantly, the team i s  to  

be prepared and able to  take immediate steps to  lessen the 

s t ress  s i tuat ion which i s  the precipitant o f  an acute ewisode. 

The techniques to  accomplish t h i s  are  supposed to  be com- 

mon sense manipulations. They could include solving a housing 

c r i s i s  f o r  an elderly person, untangling a nroblem with welfare 

services, removing a person temporarily from a home si tuat ion 

o r  placing a v i s i t ing  home-maker i n  the house f o r  a short 

period. A t  the same time, the basic decision as  to whether o r  

not the person can be treated without hospitalization i s  made. 

From t h i s  point on the mental health worker remains the 

key person i n  the treatment plan. Xis ro le  may be a s  friend 

o r  advocate, advisor o r  therapist ,  teacher o r  helper. If more 

specialized treatment resources are to  be used, they would 

continue t o  monitor the pat ient ' s  progress during these periods 

of special attention and must be ready to  resume the prime 

role  whenever the special treatment is  concluded. Thus the 



basic  worker i s  to  be the first person who sees the pat ient  

a s  he enters  treatment and the last  they see a s  they leave it.57 

Other Elements of the System 

CZunming believes tha t  even a well established system of 

treatment teams i s  obviously not a complete treatment system 

and therefore cer ta in  addit ional  elements a r e  needed t o  make 

i t  effective.  He does not envision eliminating the need f o r  

inpa t ien t  beds, but believes t h e i r  use should be confined t o  

those who a r e  a th rea t  t o  themselves o r  others,  o r  t o  c a r e m l y  

planned and spec i f ic  interventions. However i f  the  number of 

pa t ien ts  i n  24-hour care i s  reduced, a functional  equivalent 

should be devised, with possibly grea ter  t h e r a ~ e u t i c  value. 

He suggests the use of hostels  f o r  moderately confused 

o r  disturbed pa t ien ts  and day hospi ta ls  to  provide nrograms 

s imilar  to  those which could be expected i n  a good i n ~ a t i e n t  

service. I n  e f fec t  what i s  being suggested i s  the separation 

of essent ia l  maintenance functions from a i t i v i t i e s  of a thera- 

peutic nature, e.g. soc ia l iza t ion  groups, a c t i v i t i e s  s k i l l s ,  

symptom control. A short-term hostel  would enable t'le t r ea t -  

ment team to  separate pa t ien ts  from d i f f i c u l t  s i tua t ions  f o r  

r e l a t ive ly  short  periods of time. They would apnarently require 

a s t a f f  suf f ic ien t  i n  s i ze  and number t o  deal with moderately 

disturbed pa t ien ts  where t h i s  could not be provided by h i s  

f r iends o r  family. It would operate on a two-shift system and ' 



could e n t a i l  the  creation of e ight  such centers. 

The day hospi ta l  would provide a strong emphasis on 

group interact ion.  One of the two proposed would su~nosedly 

focus on a therapeutic community type organization while the 

other  might be more over t ly  aimed a t  s k i l l  t raining.  This element 

would replace the ward program of an inpa t ien t  service and would 

be used both f o r  those who have never been hospitalized and a s  

a continuation of treatment f o r  those who a r e  discharged from 

inpa t ien t  ~ e r v i c e s . 5 ~  The proposed s t a f f  of a day hosni ta l  would 

be: 

1--+ time psychia t r i s t  

1--i$ time soc ia l  worker 

1--occupational the rap i s t  

1--occupational therapis t  a s s i s t a n t  

1--basic mental heal th  worker 

T h i s  system would a l so  include s ~ e c i f i c  services designed t o  

increase competence among the pat ients .  

(1)  sheltered workshops and rehabi l i ta t ion  centers 

(2)  emergency and c r i s i s  centers 

( 3 )  l i v i n g  accownodation 

(4 )  family care program workers 

Sheltered workshops and rehabi l i ta t ion  centers could have two 

important aspects: t o  provide work and a d a ~ t i v e  s k i l l s .  The 
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emergency and c r i s i s  centers would be operated by volunteers and 

family care program workers could be taken over by the various 

other parts  o f  the network a s  it becomes developed. 

I n  a general sense, i t  appears tha t  these elements o f  

the program, would primarily be geared to  meeting the future 

crises  of the patient.  They would involve problems of goals 

norms and values, instrumental s k i l l s  and problems o f  inter- 

personal relationships. Rehabilitation services could include 

training i n  using transportation systems, using a telenhone, the 

meaning of payroll deductions, a s  well a s  more focused s k i l l  

training .59 

Finally, i t  i s  indicated i n  this community plan, that  

a certain portion o f  patients may be so  disturbed a t  the time 

of first contact tha t  hospitalization becomes a necessity. 

It is  suggested that  hospital care, whether i n  a large hospital 

o r  a community general hospital,  be much l e s s  frequent than 

i s  usually the case and f o r  shorter periods of time. Bmhasis 

i s  placed on inpatient service being organized in to  un i t s  which 

deal with patients f rom a given geographic area which would 

coincide with tha t  served by a community care team. The care 

team would be involved i n  the nrocess of hospital care and the 

hospital would serve part  time i n  the community services." 

The Vancouver Plan then suggests devices which could be 

*See chart p. 75 which diagrams relationship of t reat-  
* 

ment services. 



used t o  l i n k  the treatment center with other  agents and agencies: 

a )  the sharing of s t a f f  . 

b) the sharing of work space 

c)  the sharing of organizational sponsorship 

d) agreements on division of labor  o r  the sharing of 

the c l i e n t  

e )  consultation both ways--on the sharing of s k i l l s  and 

information 

Direct l i n k s  w i t h  the  system include: 

1) the general medical care system, with special  emphasis 

on comaunity heal th  c l i n i c s  

2 )  the welfare system, including job placement agencies 

3) - : :c  -ystems devoted t o  controll ing behavior--especially 

police and nrobation 

4) the educational system 

5) the network of community grouvs and agencies who 

define needs and monitor semices  

6 )  the pr ivate  nsychiatric pract ice  system 

Gumming argues tha t  the  sharing of s t a f f  i s  perhaps the - 
most important of the co-ordinating mechanisms suggested. If 
w -- - -- 

f o r  instance, a community heal th  center f e l t  t h a t  they needed 

the fill time service of a psychia t r i s t  i t  could negotiate with 

them t o  s p l i t  t h i s  posit ion and h i r e  two half-time Dersons who 

would be employed pa r t  time within the system. When it was ap- 

propriate the resources of the system could then be used by 



these psychiatrists without referring the patient to another 

1 psychiatrist. 'hen this happens the patient sup?osedly becomes 
i. a link, being involved with both organizationsa60 



RELATIONSHIPS OF TRVAT- SERVl CES 

- THE PATH OF TFTE PATIEYTS 

private psychiatr is t  
soc ia l  agency 
social  agent 

No treatment needed 

Refer t o  private psychiatr is t  

- Refer to  non-psychiatric agency o r  agent 

Return t o  or iginal  referr ing source 

verview inpat ients  

eneral hospital  inp 

habi l i ta t ion  services 

Termination of contact with system 



Chapter V 

TKE VAWCOUVER PWT AKD TRE COIllMUnXTY MENTAL BEALTH JDEA 

Introduction 

The Vancouver Plan f o r  community Mental Health i s  one - --, 
/-) 

L proposal, among many whichhave been discussed and par t i a l ly  r 
implemented, i n  both Canada and the United States. This t p e  

of proposal seems t o  r e f lec t  the cr i t ique of mental health ', 

care which sociologists and psychiatrists launched i n  the 1950's: 
1 

and 1960's. Goffman, Szasz, Barton and Vail suggested tha t  

many of the characterist ics ascribed t o  psychiatric i l l ne s s  

were a function o f  the existing social  systems of mental hos- 
/ 

pi ta l s .  A 

A s  a consequence there has evolved a widespread belief,  

strongly reflected i n  the Vancouver proposal, tha t  mental dis-  

orders are  best treated i n  the local  community, preferably on 

an outpatient basis o r  some al ternat ive to  hospitalization such 
\ a s  day care. Under this concept inpatient treatment, if nece-, 

ssary, should be of brief duration and also accomplished w i t h i 4  

the community e i ther  i n  the psychiatric service of a general 

hospit%?- o r  specially created community psychiatric f a c i l i t i e s  



77 

and procedures. Removal of  the mentally ill to  a dis tant  mblia 

mental hospital i s  considered an in fe r io r  practice, t o  be 

u t i l i zed  only fo r  chronic o r  intractable conditions which 

require prolonged inst i tut ional izat ion .61 

Yet the question st i l l  remains, t o  what extent i s  the 

concept of community mental health care a val id one and w i l l  

it provide the necessary quality of mental health services ,'' 

which the general public needs? 'Ahat, i n  effect ,  a re  the ] 
positive ax-' qegative dimensions of t h i s  ent i re  trend? 

Conceptual Foundations of Community Mental Health Programs 

Adverse Effects of Hos~ital iZat ion 

The community approach appears t o  include a t  least"'-, 

two basic assumptions which bear d i rec t ly  on the ultimater 

future of mental health care and the public mental hospital.  

The first tenet of the community approach~endeavoura t o  cor- 

rec t  the presumed adverse ef fec ts  of hospitalization f o r  mental 

i l lness .  In  essence, t h i s  premise maintains that  hospi tal izat i  
/ 

be avoided whenever possible, but i f  necessary, be of brief ,/ 

P" 
duration and accomplished within a community f ac i l i t y .  -,,/ 

It was argued i n  Chapter I of t h i s  paper tha t  one possible 

origin of t h i s  a t t i tude  was t o  be found i n  the concept of 

mental i l l ne s s  developed by the psychiatric c r i t i c s .  This a t t i tude  

blurred the dis t inct ion between normality and mental i l l ne s s  and 
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helped to  support a legitimate bias against custodial care 

which eventually resulted i n  a cri t icism of any type of hos- 

p i ta l iza t ion  f o r  mental i l lness ,  

Albert J. Glass supports t h i s  perspective t o  some extent ' ,  
I 

when he argues tha t  perhaps par t  of the underlying reason f o r  

t h i s  trend -+ms from a widespread tendency to  regard mental\ 

i l l n e s s  b;: "he basis of a quantitative continuum, 62 1n t h i s  

approach, a l l  mental disorders are  considered basically similar 
'I 

only differing i n  severity from so-called normality to  psychosis! 
I 

It i s  thus understandable tha t  when mental disorders are  equated 

a s  being a single large category, only differ ing i n  severity, 

there a r i ses  an inevitable tendency to  emnloy the same treat-  

ment technique o r  program f o r  a l l  patients regardless o f  t p e ,  
, 

/ 

Glass also l inks  the present insistence upon the avoid- 

ance o r  l imitation o f  hospitalization f o r  mental disorders 

t o  techniques largely developed by World War I1 military 

psychiatrym63 Wartime mili tary psychiatry was forced t o  deal 

mainly with temporary emotional disorders which were associated 

e i ther  with severe deprivation, hazard hardship, o r  with i m -  

mature and inadequate reactions t o  minor o r  moderate situa- 

t ional  s t ress .  

Hospitalization f o r  these symptoms, according to  Glass, 

evoked powerful gain i n  i l l ne s s  mechanisms and subsequent fix- 

at ion of symptoms along with a sequence of gu i l t  and self-re- 

crimination f o r  fa i lu re  which further  perpetuated d isabi l i ty ,  
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Under these circumstances it  became imperative to prevent hos- 

p i ta l iza t ion  f o r  t ransient  o r  s i tuat ional ly induced mental d i s -  

orders. Once an extramural approach was adopted, it became 

increasingly apparent tha t  aiding the individual while he s t i l l  

struggled to maintain adjustment was of major therapeutic 

benefit and gave f a r  be t t e r  resu l t s  than hospitalization. It 

enabled the individual t o  become ident if ied with and res~ons ive  

to  the needs of h i s  reference group, thereby receiving sustain- 

ing emotional support from others. 
---' 

/ 
However, Glass adds, t h i s  concept and technique was 

not employed i n  severe neuroses o r  psychoses. He then concedes 

tha t  it may well be that  severe depression, functional psychoses, 

and even organic psychoses, can be handled by community efforts ,  

such a s  the treatment teams i n  the Vancouver Plan. Yet he 

also maintains tha t  such procedures should not be based on 

any slavish adherence to a generalization tha t  hospitalization 

must be prevented, but rather  developed with r e a l i s t i c  con- 

sideration of the indications f o r  such treatment and a c r i t i c a l  

evaluation of the resu l t s  thereby obtained. 64 

Emphasis on brief duration of presumably needed hospit- 

a l iza t ion  fo r  mental i l l ne s s  is  more d i f f i c u l t  t o  explain 

than avoidance of hospitalization. Cummfng, i n  h i s  argument 

f o r  the Vancouver Plan, f e l t  tha t  h i s  proposal had appeal because 

i t  offered to  lessen the overloading of the ~ r o v i n c i a l  homi ta l  . 
and the eme~.c_.Jncy service a t  Vancouver General. Curmning also 
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said i t  raised the possibi l i ty  of offset t ing par t  o f  the 7 
expense by effective savings through decreased usage of the 

provincial hospital  and therefore had a t t rac t ion  t o  the pol- ) 

i t i c i ans  .65 

It seems tha t  i n  recent years this ~hilosophy has become , 
1 

more and more accepted by psychiatrists and even ~ u b l i c  mental 
I 

hospital practi t ioners.  Triefness of hospitalization seems t o  7 
have acquired a  magical vir tue,  i .e. ,  the l e s s  time spent i n  

\ 

i 
inpatient treatment, the bet ter  the treatment. However, i t  should \ 
be recognized that  a t  l e a s t  part  of the decrease i n  the average I 
length of hospitalization f o r  mental i l l ne s s  i s  due t o  changes I 

I 

i n  the type and severity of  admissions. Ron-psychotic d i s -  I 
I 

orders, a s  indicated i n  the Vancouver psychiatric nurses report, ,I 
are occupying an increasing proportion of admissions to  public i 
mental hospitals and also to community inyut f ac i l i t i e s .  These 

non-psychotic categories e i ther  exhibit acute synptomatolgy 

superimposed upon characterological d i f f i cu l t i es ,  which often 
j 

promptly subside a f t e r  admission, o r  manifest personality 

disorders f o r  which there i s  l i t t l e  need of continued inpatient 

treatment. I n  effect ,  a  r i s ing  number of non-psychotic admis- 

sions w i l l  reduce the average length o f  hospitalization which 

i s  calculated fo r  a l l  admissions. Pet Glass maintains t h s t  

even i f  the duration of hospitalization was considered separately 

fo r  the various en t i t i e s  such a s  schizophrenia, psychotic den- 

ression, etc.,  there is  no doubt tha t  the same trend toward * 
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decrease i n  the length of hospitalization would be demonstrated 

i n  more severe mental disorders. 

In  further  pursuing an explanation f o r  the increasing 
r 

practice o f  brief hospitalization Glass believes tha t  a  per- 

t inent question a r i ses  re la t ive  t o  the  goals o r  objectives o f  

inpatient treatment f o r  mental i l lness .  Should the major goal 

of hospitalization be centered upon the prompt discharge of 

patients a f t e r  subsidence of acute symptomatology, o r  i s  the 

objective a  more complete remission o f  symntoms; o r  should in- 

patient treatment endeavor not only to achieve a  r e l i e f  of  

symptoms but to  enable the patient be t ter  to  cope with the 

problems o f  day t o  day l iv ing a f t e r  release from hosnital; o r  

f ina l ly  should the hospitalization not only s t r ive  f o r  the 

al leviat ion of mental symptoms but have the additional objective 

of preparing appropriate patients f o r  gainful em~loyment by 

vocational training and rehabil i ta t ion programs. 

It would seem reasonable t o  conclude tha t  

the duration of hospitalization should depend upon the nature 

and severity of the mental disorder i n  question and would further  

vary according t o  the part icular  goal of inpatient treatment f o r  

each patient.  But Glass argues tha t  the r i s ing  trend toward 

decreasing the length o f  hospitalization can only be understood 

a s  being based upon the assumption that  a l l  mental disorders are 

essentially al ike,  thus requiring similar goals, i .e. the subsidence 

of acute symvtoms, and a  similar brief duration of inpatient 

treatment .66 
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I n  f a c t ,  the  Vancouver proposal i s  svecif ical ly  based on 

t h i s  treatment a t t i tude .  Cumming argues t h a t  long ins t i tu t iona l  

s tay i s  re l a t ive ly  ineffective and very expensive. Re claims t h a t  

the nature of  much serious mental i l l n e s s ,  bar t icular ly  sch- 

izophrenia i s  inherently chronic and can remain a powerful 

influence on the person between more flamboyant episodes. He 

believes t h a t  the major symptom of the chronic s t a t e  i s  a rel-  

a t i v e l y  pervasive lack of competence under normal l i f e  stresses.  

However it i s  h i s  hope tha t  the community health team, through 

the administration of drugs and a reshuffling of the environment 

(problem-solving) can minimize the acute spatoms and conseq- 

uently reduce the long-stay category of the hospital   ovulation. 

Furthermore, i t  i s  a curious commentary tha t  despite the 

increasing popularity of brief hospital ization various ~ r i v a t e  

mental hospi ta ls  and universi ty psychiatric i n ~ a t i e n t  

services continue to  consider months o r  even years a s  necessary 

i n  the inpat ient  treatment of severe mental disorders, such as 

schizophrenia. Ro doubt most pa t ien ts  i n  such ins t i tu t ions  a re  

different  from those of pat ients  i n  community o r  nublic hos- 

p i t a l s .  Clearly the objective of treatment i n  such nrivate 

o r  teaching i n s t i t u t i o n s  i s  t o  effect  a more l a s t i n g  im~rovement 
, 

than merely subsidence of symptoms. Berhaps i t  i s  a matter of 

economy, b e t t e r  treatment i s  costly,  o r  a re  these high s ta tus  

psychiatric treatment services operating under erroneous c o n c e ~ t s  

i n  keeping pa t ien ts  dislocated from family and community f o i  



prolonged periods? Whatever the case, it i s  valid t o  claim 

tha t  the goals o r  reasons f o r  h o s ~ i t a l i z a t i o n  requires consider- 

able thought and c r i t i c a l  discussion. 

Economic Dimension 

A t  t h i s  point i n  the evaluation it i s  also important to  

mention the economic dimensPon a s  a  casual faotor i n  the advocacy 

of br iefer  periods of hospitalization. The Trancouver Plan was 

quite straightforward on t h i s  aspect, The Mental Health qranch 

of Brit ish Columbia, i n  supporting the community team conce~t ,  

claimed that i t s  advantage lay i n  the fac t  tha t  it proposed t o  

make the very lack of services a major asset  i n  innovating a 

new system, 

It has also been suggested i n  Chapter I that  the ideology 

of community mental health care i t s e l f  i s  being used by pol i t ic ians 

t o  just i fy the cutback of public funds fo r  the support of large 

public mental ins t i tu t ions ,  and then, when the community Drogram 

i s  ins t i tu ted ,  w i l l  i t , i n  turn, be strangled f o r  funds. I n  

f ac t  there i s  some evidence that  t h i s  i s  occurring i n  California. 

That s t a t e  passed the Lanternan-Petris-Short Act of 1969 

which called f o r  the t rea t ing  of mental patients i n  t h e i r  home 

communities. The ac t  was just i f ied as  being necessary i n  order 

t o  escape the old po<icy o f  wwarehousingM mental patients. 

A s  a consequence since 1967 three s t a t e  mental hospitals 

have been closed and the s t a t e  mental hospital population has. 
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dropped from 22,000 t o  7,000. However the sh i f t  from s ta te  

hospitals to community care has seen an increase i n  the aroblems 

o f  funding. Several local  f a c i l i t i e s  i n  Southern California 

are  presently on the verge o f  closing because the State govern- 

ment refused to  provide the money necessary t o  keep them openO67 

The situation of Linda Vista Convalescent Kospital i n  Narin 

County re f lec t s  a s i tuat ion that  California o f f ic ia l s  have 

admitted i s  statewidg. 

In  response to  the State Government's long-range plans t o  

move as  many patients as  possible out o f  s t a t e  h o s ~ i t a l s  and 

closer to  t he i r  homes Linda Vista opened a uni t  f o r  me~ ta l ly  

retarded children and young adults  who need 24-hour care. A t  

the same time the f a c i l i t y  established various treatment and 

educational programs fo r  the retarded which the s t a t e  required 

before patients could be placed there. To date, however, the 

f a c i l i t y  continues t o  receive from the s t a t e  f o r  each retarded 

patient a Midi-cal r a t e  of $15.52 a day, intended primarily t o  

cover basic care, largely room and board, f o r  ge r i a t i r i c  pat- 

ients .  Linda Vista o f f i c i a l s  contend the actual cost of  oper- 

a t ing  the un i t  f o r  the retarded i s  622.00 a day per patient. 

Linda Vista i n i t i a l l y  planned to  shut down the retarded unit  

i n  the middle of October 1973, but has delayed the closing while 

i t  pleads f o r  more funds.68 

A similar process may be a t  work on a national level i n  
w 

theunited States. The Community Mental Health Center Program 
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( 0 1 ~ ~ )  w i l l  be terminated when nresent grant commitments ex- 

pire.  The nine-year old Drogram has brought 515 CMHCts in to  

existence and has been credited with helping to  reduce i n s t i t -  

utionalization of the mentally411 by one-half but whether 

the credit  should go to  CMHCf s or  tranquill izing drugs 

i s  unclear. Furthermore the program has been plagued from 

the beginning with disagreements about approaches t o  t reat ing 

mental i l lness ,  the direction of community-based programs and 

the scope of services which should be included. Consequently 

the National In s t i t u t e  of Mental Health which administers the 

program has never been able to  formulate c r i t e r i a  by which t o  

judge the success of CMHC, and had come under increasing f i r e  

f o r  disregarding the crit icisms of even i t s  own evaluators i n  

funding part icular  CMHC's. 69 

Use o f  Public Mental Rospitals 

The second major assumption o f  the community aymoach 

maintains that  with increased and presumably more effective 

community treatment, there w i l l  eventually occur a decreasing 

need, except i n  chronic cases, fo r  the removal of mentally ill 

patients t o  more dis tant  public mental ins t i tu t ions .  Glass 

argues that  while no one would take issue with such a desirable 

goal, it i s  d i f f i cu l t  t o  find evidence which w i l l  support the 

complete val id i ty  of t h i s  prediction.70 



S t a t i s t i c s  from the 1960's indicate  t h a t  i n  the ~ a s t  three 

decades, pa t ien ts  served by community outpatient  c l i n i c s  have 

almost doubledT1 and admissions t o  the psychiatric services of 

community general hospi ta ls  now exceed first  admissions t o  nublic 

mental hospi ta ls  and a r e  nearly equal t o  t o t a l  admissions t o  

public mental hospi ta l s  .?2 I n  addition the trend of ~ s y c h i a t r i s t s  

entering pr ivate  pract ice  continues. And from 1956 u n t i l  1962, 

admissions t o  public mental hospi ta ls  increased 4696, whereas 

the  general population increased only 11$.73 Furthennore most 

1 s t a t i s t i c s  on overcrowding indicate  t h a t  t h i s  trend has cont- 

inued in to  the 1970's and i t  i s  possibly pert inent t o  ascer ta in  

the reasons why expansion of community-based services has fa i l ed  

t o  stem the r i s i n g  r a t e  of admissions t o  public mental hospi ta ls .  
I First, the increasing a v a i l a b i l i t y  of l o c a l  mental heal th  

e f a c i l i t i e s  including pr ivate  prac t i t ioners  provides a volume 

of care which w a s  previously unobtainable i n  the community. Tn- 

evitably, these new resources serve a s  excellent case f inders  

of mental disorders which had been formally ignored o r  untreated. 

It, therefore, seems tha t  i f  you have two overcrowded mental heal th  

c l i n i c s  i n  a community and you build a t h i r d ,  you may well have 

three overcrowded mental heal th  c l in ic s .  The more severe disorders 

from t h i s  increasing caseload could well account f o r  the r i s e  

of admissions to  community inpa t ien t  psychiatr ic  services. 
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a portion of these severe cases, part icular ly patients whose 

symptoms have been recurrent.74 I n  the event the c o m i t y  

approach i s  fu l ly  implemented present trends indicate that  even 

a small proportion o f  d i f f i cu l t  o r  refractory pat ients  from the 

large caseload thus created would demand the f u l l  u t i l i za t ion  of 

many public mental hospitals. It i s  also evident tha t  unless 

primary prevention e f fo r t s  o r  the more pract ical  secondary 

prevention ac t iv i t i e s ,  a s  envisioned i n  the community concent, 

can be a t  l e a s t  pa r t i a l ly  successful, the mere addition of local  

evaluation and treatment f a c i l i t i e s  may only produce a corres- 

pondingly larger  caseload. Such an outcome i s  particularly 

l ike ly  when the community approach moves into the neglected 

but legitimate areas of mental health concern such a s  alcohol- 

ism, narcotic and other addictions, adolescent disorders, juvenile 

delinquency and sex offenders. 

Secondly Glass reports tha t  only a small minority of public 

mental hospital admissions have sought pr ior  help from com- 

munity mental health services, including private practi t ioners 

of psychiatry. A s  indicated i n  the description of the Chicago 

State Hospital, the majority of public mental health patients 

come from lower socio-economic groups, o r  have cultural  values 

which do not recognize o r  understand the need f o r  ~rofesrsional 

help i n  mental i l lness .  It i s  only when sym~toms o r  behavior 

cannot be tolerated in  the home o r  community tha t  such individuals 



' become involuntary admissions t o  m b l i c  mental hospitals. 

Understandably, increased community mental health services 

could l i t t l e  cur ta i l  admission to public mental hosbitals from 

t h i s  category. Indeed one gains the impression tha t  for  the 

most part ,  community f a c i l i t i e s  and public mental hospitals 

seem to operate a s  two separate systems, each serving mainly a 

dis t inct ive population i n  terms o f  severity of  symptoms, c l in ica l  

course and socio-economic s tatus.  

Thirdly, available s t a t i s t i c a l  data coplplicates any 

understanding o f  the relationship between the current community 

mental health ef for ts  and t o t a l  admission ra tes  t o  public community 

mental hospitals. I n  the l a s t  15 years public mental hospitals 

have more and more adopted l i be ra l  policies of discharge. As 

a consequence, increasing numbers of readmissions (very much i n  

evidence a t  Riverview) returns from convalescent leave and rehab- 

i l i t a t i o n  from other categories o f  l i n e  release, have markedly 

raised t o t a l  admission ra tes  t o  public mental hospitals. 

With l i be ra l  discharge policies have come the opening 

of locked wards. Increased discharges f o r  AWL have resulted and 

the return of most o f  these patients has further  inflated t o t a l  

admission rates .  It i s ,  therefore, evident tha t  t o t a l  admission 

ra tes  t o  public mental hospitals are mainly determined by the i r  

own policies of control and discharge. If such policies are  

conservative, a s  was practiced by the custodially oriented 
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public mental hospitals of the past ,  few pat ients  leave the 

hospital,  few can be readmitted and t o t a l  admission ra tes  are  

low. Conversely, with rapid discharge and open door policies,  

a s  currently i n  vogue, large numbers of former ~ a t i e n t s  a re  

rehospitalized and a r i s ing  t o t a l  admission r a t e  i s  inevitable, 

Under +bese circumstances, patients may be admitted and 

dischargd several times i n  one year, It i s  quite l ike ly  that  

r i s ing  admission ra tes  to  community hospitals a re  i n  part similar 

due t o  rapid discharge pol icies  and consequent high frequency 

of readmissions. Undoubtedly, t ransfer  o r  re fe r ra l  of chronic 

o r  refractory cases, previously hospitalized i n  community fac- 

i l i t i e s ,  contributes to  some extent to  the t o t a l  admission 

ra tes  of public mental hospitals. However, it seems that  f o r  

the most part  the marked r i s e  of t o t a l  admission ra tes  t o  public 

mental hospitals cannot be related positively o r  negatively to 

increased community based ac t iv i t i e s  .75 

Other Issues 

Another key element involved i n  the community mental 

health concept i s  the necessity sup~osedly to change the location 

of mental health f a c i l i t i e s .  It is charged tha t  nublic mental / 
hospitals, because they are usually bu i l t  i n  isolated areas, tend 

geographically and psychologically t o  i so la te  patients from 

the main stream of society. One can readily grasp and agree 
/' 

with the necessity and pract ica l i ty  of nroviding freely a c c ~  

essible local  mental health serrLces f o r  outpatients who l i v e  
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and work i n  the community yet it i s  d i f f i cu l t  t o  understand 

why inpatient f a c i l i t i e s  must also be located within the com- 

munity. There does not seem t o  exist  any comr>elling reason 

o r  evidence that  the geographical location of inpatient t reat-  

ment bears any significant relationship to  the outcome of 

treatment, And it can again be stated tha t  high ~ r e s t i g e  

private and teaching psychiatric services calmly ignore the 

issue o f  distance from the pat ient 's  residence. 

, It i s  clear  f rom a study of the Vancouver proposal and 

other mental health community plans, tha t  these many new div- 

erse procedures and projects have i n  common e i the r  prevention 

of hospitalization o r  expenditious release from the hospital 

o r  ef for ts  to preclude readmission t o  the hospital./fn ef fec t?)  

the common goal i s  the retention o f  the mentally ill i n  the 

community/ It i s  also evident tha t  a t  the present time the J" 
multitude of changes i n  mental health care consti tute what can 

be termed a revolution i n  social  psychiatry. The first social  

revolution took place many years ago when there 

began a move f o r  the hospitalization of mental ljatients (as 

indicated i n  the history of mental health care i n  the Vmcouver 

area).  A t  t h i s  time, approximately 100 years l a t e r ,  the second 

social  psychiatric revolution i s  underway having f o r  i t s  purpose 

the return of the mentally ill to  the community f o r  apparently 

similar humane reasons, i.e. to  circumvent the adverse ef fec ts  
8 



of prolonged institutional existence. 

There have been many abortive attempts to initiate this 

change in social psychiatry. However, the major obstacle always 

has been the inability to find a practical nrocedure or treat- 

ment which would improve or alter mentally ill persons so as 

to mitigate or resolve the concern and fears of the family and 

community. There have been periodic efforts to "emptyN the / 
public mental hospitals with electroshock, insulin coma and 1 

\ 
even lobotomy, but theae procedures fell far short of ~roducing~ 

the needed changes in symptoms. Finally, in the last decade, 
,/ 

with the introduction of the phenothiazine drugs and other 

psychotropic agents, a feasible method has been found which 1 ', 
could be mass employed and met the crucial test of markedly 

decreasing or otherwise altering overt manifestations of the 7 
seriously mentally ill so that they appear less odd, less biz- 1 

\ 

arre, less unpredictable and thus much less of a threat to the ,! 

community. The drug method is not without drawbacks, but it / 
is the best so far developed and has been sufficiently effectiv 

to initiate and maintain the momentum of a widespread movement 5 
L 

in mental health care. 

Once the profound significance of this revolutionary 

movement is grasped, the current ferment of activity in mental 

health becomes more understandable. All of the essential elements 

of the comprehensive mental health center including partial 

hospitalization such as day care and night care, emergency 1 
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semices ,  consultative service,  and preference f o r  l oca l  in- 

pa t ien t  treatment can be readi ly  understood a s  measures t o  

hold and t r e a t  mental disorders i n  the community. ? 
The conceptual framework and technological assumptions 

f o r  the community approach need not even be based on reason 

nor necessari ly supported by substant ia l  evidence. A aocial  

movement i s  based on strong and emotional need f o r  change; once 

launched, the movement redoubles i n  momentum and in tens i ty  with 

epch small success achieved as the desired goal becomes possible 

of attainment. 

The needs of the current social  psychiatry movement 

were born i n  a new and monolithic conception of mental i l l n e s s  

and a revulsion against  the s ins  of custodial in s t i tu t iona l i -  

zation. Once the dehumanized aspect of i n s t i t u t i o n a l  care \ 
were documented and exposed we s a w  i ron ica l ly  the convergence 

of two polar approaches t o  mental i l l n e s s  i n  resnonse t o  which 

many mental hospi ta l s  responded by being i n  the forefront  of 

the movement t o  re turn the mentally ill t o  the community. As a 
I 

r e su l t  locked wards were opened and 

established which made necessary the creation o f  a f te rcare  

programs i n  the cormmity t o  safeguard the gains made by 

hospital ization.  With the pa t ien ts  back i n  the community there  

arose the necessity f o r  supnorting programs such as day care, 

inpa t ien t  social  clubs, halfway houses, 

end sheltered w o r k ~ h o ~ e . 7 ~  It .thus appears tha t  i f  t'le c u r r e i t  



cunmunity apnroach had not been devised, a similar Drogram 

would have evolved, possibly by public mental hospitals,  i n  

t h e i r  i n t r i n s i c  need t o  reach out to  the community i n  order 

t o  provide af tercare  and precare services. 

The major problem i s  not differences i n  goals o r  objectives, 

although there are  some differ ing viewpoints on methodology. 

More important i s  the matter of jurisdictional disputes between 

the commun$ty agencies and public mental hosoitals brought fo r th  

by an a r t i f i c i a l l y  induced dichotomy based largely on unproven 

assumptions. It does seem c lear  tha t  large,  public f a c i l i t i e s  

cannot accept a future which only involves the care of chronic t 
l 

and intractable  pat ients  ( a  def in i te  implication of the Vancouver 

proposal). Even i f  such an impossible ro le  could be established, , i 

i t  would i ronica l ly  defeat the very goal which i s  sought by 
I' 
! 

the present social  psychiatry movement; f o r  it would create 

inadequate defea t i s t  ins t i tu t ions  t ha t  would become a dumping 
i 
i ground f o r  the inevitable fa i lu res  of community treatment. 

Thus, the o l d  custodial ins t i tu t ions  would return with a l l  t h e i r  

s ins  of dehumanized care. ,' 
1 
/' 



Chapter VI: 

CONCLUSION 

We have seen that within the l a s t  two decade8 a social 

movement i n  the mental health f ie ld  has occurred. It has 

develoged a common view of the nature of mental i l lness;  a theor~l 
/ 

of "total institutionsw which attacks the dehumanized and custo- 

d i a l  orientation of public mental hospitals; and an alternative 

mode of  treatment, the community mental health progmm. The 

material has offered an evaluatfon of the concept of mental 

i l lness ,  and a description and critique o f  the theory of ntota l  

institutionson We discussed and analyzed the proposed oommunity 

mental health plan f o r  Greater Vancouver. 

It i s  evident from the evaluation of the community mental 

health idea, that i f  the real i ty  o f  custodial inst i tut ional  

care i s  f inal ly t o  be eliminated further steps must be taken 

than those outlined i n  the Vancouver proposal. The reports 

of the psychiatric nurses ind%icate that many elements o f  dehuman- 

ization are s t i l l  i n  existence a t  Riverview. Yet the Vancouver 

Plan, i f  carried t o  fruition, may only magnify the moblem 

by becoming a dumping ground f o r  mental rejects,  It thus seema 

imperative that  the large public mental hospital m a t  be inte- 

grated more ful ly  into any community proposal i f  dehumanization 



and chronicity are t o  be ftitly deal t  with and not ignored, 

A first step could be a program f o r  the reduction of 

the hard-core group a t  Riverview and any other bublic mental 

ins t i tu t ion  which i s  t o  play a crucial  role  i n  community programs. 

The largest  component of any hard-core group are  long term 

schizophrenic,disorders . Next larges t  are usually organic 

disorders, mainly secondary to  senile,  vascular and other 

degenerative diseases of the central  nervous system, A f ina l  

category i s  generally composed of adult  mental retardates, 

A t  present the accelerated admission and discharge ra tes  

of public mental hospitals involve perhaps l e s s  than a third 

of the patient population. The remainder are composed of this 

hard core group who pers is t  year a f t e r  year a s  a permanent 

majority o f  the patient census. Any ef for t  to significantly 

diminish the patient population of large public mental h o s ~ i t a l s  

(such as Riverview) must involve reduction i n  t h i s  category. 

- .  This, however, i s  a d i f f i cu l t  task f o r  these residents represent 

not only chronic severe mental disorders but residual cases 

who fai led to  improve under various previous treatment attemnts, 

Moreover, these patients are  further  complicated by marked 

dependency upon ins t i tu t ional  existence and seem to  have been 

forgotten o r  abandoned by t h e i r  families. 

A comprehensive community mental health r>rogram must, 

therefore, include among i t s  f a c i l i t i e s  special nrograms i n  



addition t o  the already active intensive care which may exist. 

Diagnostic and Treatment centres f o r  geriat ic  mental disorders 

could be created. Patients 65 years and older who are admitted 

t o  the public mental hospitals represent a  Rroup o f  comnlex 

socio-economic and ~ h y s i c a l  disease problem o f  aging. A thorough 

considerationdf the multiple causative factors i n  each case 
\ 

i s  necessary t o  provide appropriate treatment and determine 

proper disposition. The community team, suggested i n  the 

Vancouver pmposal, could work a s  an intregal part of the 

geriat ic  unit  t o  maintain a sustaining relationship w i t h   at- 

ient  families. 

The major function of the team, i n  t h i s  area, would be 

t o  obtain collateral information, participate i n  pre-release 

planning and v i s i t  homes and nursing homes o f  patients a f t e r  

discharge, Many ger ia t r ic  admissions can be considerably im- 

proved and discharged t o  the i r  homes provided a satisfactory 

relationship can be made with families from the time of adm- 

ission with an understanding that hospitalization does not 

represent the f inal  destination o f  the patient. Aged infirm 

patients who are found t o  mainly require nursing care which 

cannot be accomplished i n  the home could be placed i n  a suit- 

able nursing home i n  the community of the patients' residence .77 

A s  the special ger ia t r ic  service gains experience, a l l  

elderly patients f r o m  the hard core group could also be 

eased through th i s  unit. These hard core older patients usually 
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include a high proportion of chronio schizophrenic disorders 

who have grown old i n  the hospital.  Many might be found 

suitable fo r  nursing home placement and such placement could 

be expedited. Approximately 25-306 of the public mental hos- 

p i t a l  patients'  population i s  65 years o r  older. ??ith the 

preventidn of ge r ia t r i c  admission being added to  the chronic 
\ 

patient category, and the placing i n  nursing homes of infirm 

members of the hard core group, a gradual decrease of the 

ger ia t r i c  population of the public mental 'hospital could be 

expected. , 

Expansion of. intensive treatment services f o r  chronic 

mental disorders also seems necessary, part icular ly the non- 

ger ia t r i c  hard core schizophrenic patients. Most of these 

patients have achieved adjustment t o  ins t i tu t ional  l i f e ,  a re  

housed on open wards and carry out limited work assignments.78 

However, they are unable t o  adjust  outside the h o s ~ i t a l  because 

of marked dependency upon the ins t i tu t ion  and an absence of 

social  s k i l l s  due to prolonged isolat ion from the community. 

An intensive progran i s  required u t i l i z ing  some form of milieu 

therapy with emyhasis upon learning o r  relearning social  sk i l l s .  

It can be expected tha t  a t  l e a s t  some of these patients can 

be returned t o  the family and community, supnorted by ap- 

propriate aftercare ac t iv i t i e s ,  while others who have no suit-  

able home may be improved suff icient ly f o r  fos ter  home or  family 

care placement. 
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It also seems necessary to  integrate more fu l ly  the public 

mental hospital in to  ongoing community mental health nmgrams. 

N e c e s S a ~  f a c i l i t i e s  and personnel of the public mental hospital 

could be administratively organized into the omgram. They could 

also provide additional elements of the commnity program, such J 
a s  the in~a; ient  f a c i l i t y  for  brief o r  prolonged treatment. 

Separate wards o r  buildings could be s e t  up t o  receive admis- 

sions only from part icular  geogra~hic areas which can be s e t  

aside with the professional personnel of such autonomous uni ts  

working direct ly with t he i r  counterparts i n  the comrmr;nity. 

Rivervlew 

The Registered Psyohiatric ETurses Association of Brit ish 

Columbia.has suggested a fur ther  positive role  which an inst i tu-  

t ion  l i k e  Riverview could play i n  a community ~ r o ~ r a m . ~ ~  They 

claim that  there w i l l  always be a f a i r  number of long-term and 

permanent mentally ill, mentally retarded and psychogerlatric 

patients i n  the Vancouver area who w i l l  require care i n  a 

protected environment. They s t a t e  that  the r e a l i t i e s  of the 

s i tuat ion a re  such tha t  the general hospitals and. extended care 

hospitals i n  the Vancouver v ic in i ty  w i l l  never be able t o  pm9lde 

the number of beds necessary. Essondale has two part icular  

assets  which they see a s  being crucial  t o  a c o m i t y  program: 

spacious and magnificant grounds with plenty of m o m  fo r  i t 8  
/ 
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which no general 
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good basis fo r  social  recreational f a c i l i t i e s  

hospital has o r  regional nsychiatric centre 

w i l l  ever have. 

They envision tha t  Essondale, the Education Centre and 

the nurses'yesidences, could become part  of an excellent fac- 
\ 

i l i t y  f o r  providing the mental health care needs of the long- 

term patient. The Education Centre could possibly be conducive 

t o  u t i l i za t ion  as  small apartments o r  sleeping rooms for  some 

of the capable, ambulatory patients.  l?urthermore, a l l  of Esson- 

dale could be turned in to  a community. The grounds could house 

some f a c i l i t i e s  such as  small s tores  (so patients could obtain 

t he i r  clothes from the s tore rather  than have it issued on 

the wards), theatre,  barbershop, ha i r  dresser, bus depot, @s 

s ta t ion  (staff and hospital vehicles, but providing em~loyment 
r' 

f o r  pat ients) ,  motel coffee shop, dry cleaner, produce market, 

doctors1 and dent is ts1  off ices  and anything else feasible that 

comes to the imagination. 

Staff - 
Possibly the very f ac t  tha t  an integrated arrangement could 

be developed would ensure a high quality s ta f f .  Historically 

only a minority of personnel were motivates to  accept mil-time 

salaried public positions rather  than engage i n  more lucrative 

private practice. And many oomuxunity mental health programs 
* A  



which ignored the public mental ins t i tu t ion  only guaranteed the 

l o s s  of ski l led personnel to  more favored community health 

centers. These circumstances insure a return t o  the previous 

custodial role f o r  public inst i tut ions.  R u t  i f  integrated fac- 

i l i t i e s  caul? become a r e a l i t y  the prestige and salary fac to r  

would be equalized and quality could be maintained. 

Final Word 

The theoretical  and practical  foundation of the community 

mental health model have been described and analyzed. 

has been suggested tha t  while there are  l imitations i n  i t s  

approach, the community proposal i s  technically feasible and 
\ 

represents a significant advance i n  the prevention and treat-  

ment of mental i l l ne s s  especially i f  it joins with a large 

public mental ins t i tu t ion  i n  developing new programs. What 

must be avoided a t  a l l  costs i s  a community program which i s  
I 

only a substi tute fo r  lack of funding, s t a f f  and f a c i l i t i e s ,  

f o r  such a program can only compound the,problems i n  the 
i 

mental health f i e l d  i n  the long run. 
I 

J 
Economic c r i t e r i a  should not be the sole standards to  be 

applied to the allocation of resources. We must ensure tha t  

warmth and humanity do not go out of the hospital a s  planning 

comes in.  If this could be borne i n  mind and carried into 

practice by a l l  concerned with the Mental Health Service, the 

outlook f o r  the sick c i t izen  would, indeed, be bright. 
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