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Introduction

During the last twenty years institutional psychiatry has undergone numerous and profound changes. From being the medical officers of custodial institutions, concerned with security, with preventing escapes, and protecting society from their charges, psychiatrists have become the medical members of therapeutic communities, attempting to help and understand those placed in their care and to build a way of life that will help them soon to emerge as whole people.

This has involved many changes of attitude, many excursions into fields never regarded as medical. Traditional ways have been discarded and new nostrums tried, many of which have worked remarkably well. Those of us who have lived through this period know that we are doing work very different from that prescribed when we started, or from that which our seniors were then doing.

For some time there has seemed to me to be a need to set out what modern institutional psychiatry, especially that form of milieu therapy represented by the therapeutic community, demands of and promises to the doctor. This book is particularly designed for my colleagues who are coming into psychiatric institutions for the first time in the present exciting period and is designed as a handbook for the young doctor trying to understand and modify the world in which his patients live.

I have called it ‘Administrative Therapy’ because it combines two activities often seen as antagonistic, namely psychotherapy – the positive treatment of patients by psychological means – and administration – the daily business of planning, conferring, sitting on committees, and dealing with regulations and paperwork. I define administrative therapy as the art of treating patients in a psychiatric institution by administrative means or as the art of fulfilling the true doctor’s role in a therapeutic community.

Something of this art was known to the great founders of institutional psychiatry such as Pinel, Tuke, Conolly, Browne, and Kirkbride. They had little doubt that the atmosphere of an institution could exert a beneficent influence on the patients in it and they called their work ‘Moral Management’. As the nineteenth century passed, however, their work was forgotten, and until recently doctors thought of treatment – therapy – as something that was done exclusively for individual patients, preferably in a consulting-room or a sideroom off the ward, and of administration as a dreary, necessary process to which elderly psychiatrists addressed themselves and which had little bearing on the outcome of the patient’s illness.

This view has been challenged and changed by the impact of the social sciences on the mental hospital and the development of milieu therapy.

The first chapter sketches the background and describes the observations of social scientists on it; the second mentions some of the experiments of the last twenty years; and the third outlines what seem to be principles underlying the organization of the therapeutic milieu.

In the fourth chapter the operations of administrative therapy are identified and explained; and in the fifth its application in three positions in the psychiatric hospital is set out. It is in these chapters that I present my main conclusions.

In the sixth chapter I examine certain characteristics helpful in administrative therapy and training that may be provided; and in the seventh I attempt further to define administrative therapy by discussing its relationship with other skills.

Finally, in Chapter Eight, the fact is discussed that little coherent theory exists as a base for practice, and points of development are indicated. As we get clearer theory and more validated results of administrative therapy, our practice will improve. In the meantime we have no choice. If we are to help our patients, we must change their drab world. To do this, we must practise administrative therapy. This book embodies what I have learnt about this important and hopeful development.



Chapter 1 The Mental Hospital and the Social Sciences
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The background of the work to be discussed in this book is the mental hospital world of the 1930s. In that world all today’s senior psychiatrists began their professional lives, into it came many of today’s senior nursing staff as hopeful youngsters, and into it, as puzzled schizophrenic adolescents, came those who are now the shuffling, grey-faced automata of the back wards.

Scattered all over Western Europe and the United States were great institutions, remote from the towns, of antiquated architecture, little visited and little known to the general public except as places of dread mystery, names with which to frighten wayward children, a burden on the taxes, and the focus of occasional scandals. In them were hundreds – or thousands – of patients, a small underpaid staff of attendants, and a few doctors. They were places where little changed; they had an established way of operating which had been worked out over decades. The patients came in certified and resistant, obviously insane and rejected by their families; some died, some recovered and went out, but many remained for the rest of their lives; most of them remained disorganized and ‘mad’ – either violent or lost in hallucinated apathy – though a number achieved a state of stable eccentricity and worked in the hospital departments. The small staff preserved order, prevented escapes, and saw that the patients were adequately fed and clothed; the hours were long, the pay low, and the work hard and occasionally dangerous; however, there were hospital houses, good sports facilities, a low retiring age, and a pension. Some staff were born on the estate, others came to work there, liked it, married another attendant, and settled; a complex web of intermarriages knit all the staff, nursing, maintenance, and clerical, together. The doctors examined the infrequent admissions, provided general medical care for patients and staff, and took responsibility for the running of the place. For them too, the pay was low and the work rather disheartening as there were no effective treatments and many patients remained chronically ill, but the pension was early and adequate, the rural setting and sports pleasant, and the doctor had a house and the perquisites of free vegetables and patients for domestic labour.

These hospitals were not always inefficient or unhappy places; the asylum cricket team was often famous, or the doctors’ shooting parties; many of the better patients were well adjusted to a life of contented servitude, working as orderlies, storemen, or domestic servants in a cosier world than that outside. Among the younger doctors, too, there were those of energy and endeavour who conducted researches – innumerable post-mortems, or biochemical assays – or who made massive therapeutic onslaughts on the inert mass of misery confronting them, removing tonsils wholesale, or liberally dispensing thyroid extract.

This was the background, some details of which we shall soon discuss. The last thirty years have seen it change surprisingly. As it changed, doctors – the old doctors long entrenched, the young doctors just entering – have been called on to learn a new kind of medical work. It is this new work that this book discusses.

There were of course many vigorous, enthusiastic psychiatrists in the 1920s and 1930s but their energy found its scope outside the mental hospital. They left to work in outpatient clinics, or in private practice, following the exciting new developments in psychotherapy, in psycho-analysis or the physical treatments, for it was here that the future seemed to lie. They worked with individual patients, in the traditional medical consulting-room setting; this had been somewhat modified by the psycho-analytic methods of Freud, but these had if anything concentrated even further on the dyadic, one-doctor-one-patient relationship, even formally excluding the relatives and family from contact with the doctor. It was true that some psychiatrists, especially those working in the developing child guidance clinics with their powerful lady social workers, paid attention to the family setting; but even then the constant emphasis, as it was in most branches of medicine of that day, was on the individual patient and what was in his mind.

In the mental hospitals this traditional medical model was also accepted. The doctor carried out a ‘mental examination’ of the newly admitted patient; he made a diagnosis; he prescribed treatment and the nurses and attendants carried it out. This was proper doctoring; it was true that he had to spend time doing all sorts of ‘administration’ – answering letters of relatives, completing legal documents, censoring letters, finding satisfactory reasons for refusing the incessant requests to leave hospital, investigating allegations of patients and staff – but these things were not treatment, not proper doctoring.

Towards the hundreds of ‘chronic patients’ the attitude was one of resignation. They were seen as suffering from incurable psychoses, mostly hereditary; there was little chance of their ever leaving hospital; the duty of the hospital and the doctor was to provide them with humane custody. ‘After all, it is their home – they’ll be here for the rest of their days – they can’t help themselves, poor things.’ Toward some of them, attachment, even friendship, could be developed; these were the quiet melancholies and paraphrenics who looked after the doctor’s children or cultivated his garden; a joking relationship was comfortable with some of the deluded who would report each morning on the state of their influencing machines; but with many – the ‘flexibilitas’ cases who stood statue-like in a puddle of their own urine for days, weeks, and years on end, the catatonics with their wild outbursts of dangerous violence, the ‘caution’ patients who were forever attempting bizarre self-mutilation, little contact was possible and the doctor could only attempt to limit the physical damage to the patient and to those about him. A certain amount of personal danger and of involvement in degradation and brutality were accepted as inevitable if regrettable aspects of mental hospital work.

The doctor in the mental hospital was in a dilemma. He found himself working in a place where many patients did not get better; he had to endorse many things – such as strait-jackets, padded cells, forced feeding – which he did not like and which conflicted with his picture of himself as a beneficent healer; yet he could see no other alternative. The repugnant ward rituals were deeply established and entrenched and any attempt by a young doctor to change them was effectively defeated by the senior nursing staff of the ward. Nearly every young doctor made an attempt to change things and found himself impotent. It was like beating his head against a brick wall; even the patients seemed to prefer the status quo. Most able and sensitive doctors either left the hospital and went into private practice, or accepted the situation and made the best of it by becoming superintendents and interesting themselves in buildings, farms, committee work, medical politics, or forensic psychiatry. Only the defeated stayed on the wards indefinitely and they retreated into formal medical activity. The doctors did not like their hospitals much but they knew nothing better. As far as the doctor could tell, things had always been this way; in the reminiscences of the most senior staff members or the oldest patient, stretching back at least fifty years into the youth of his grandfather, things had always been much the same. It was a strange special world which dealt in misery and degradation made tolerable by rural surroundings; his was a dreary but necessary and fairly honourable calling.

The first break into this static world came with the physical treatments – insulin coma therapy in the mid 1930s, convulsion therapy, first with cardiazol and then with electricity, in the early 1940s. These treatments made a tremendous change in the atmosphere of the hospitals. The doctors, the nurses, and the attendants could all feel they were really doing something; many patients made dramatic recoveries from years of withdrawal. A wind of enthusiasm – which at times rose to a tornado of furor therapeuticus – swept through the hospitals. These methods were, however, still individual therapy. The patients were assessed individually, chosen on the basis of their symptoms, and treated personally. The organization of the treatment unit, or the rehabilitation programme, was only a necessary administrative exercise. It was during the 1950s, and during the arguments over the significance of widespread application of tranquillizers, that explicit notice began to be taken of the milieu in which treatment was taking place. Gradually some psychiatrists began to suspect that this might be more important than the ‘treatment’ around which it was organized.

This is seen strikingly in the story of insulin coma therapy. Introduced by Sakel in 1935, it was widely adopted as a form of treatment for patients suffering from schizophrenia. Many chronically ill patients, given up as hopeless, made dramatic recoveries; many acutely ill patients recovered far quicker than was expected. Because it was a dangerous and occasionally fatal treatment, a well-organized and highly trained staff team was necessary. Many hospitals set up an ‘insulin unit’; because this was often the most exciting and rewarding section of the hospital, it attracted the keen, eager, well-qualified young doctors, nurses, and attendants. They formed tightly knit teams, working together through crises and long dramas of life-saving so that they came to know and trust one another as colleagues and comrades. The patients were mostly young schizophrenics with changing symptomatology; though often very disturbed, they were accessible and emotionally open, so that warm relationships sprang up. To a visitor it was striking how different the relationships in a good insulin unit were from the rest of the hospital. The staff were on easy, confident terms with one another, with private jokes and a special jargon; the patients were spoken to warmly by their Christian names, spoon-fed, and encouraged; all played games together in the afternoon, patients, nurses, and even doctors. But little of this was mentioned in the publications, which still discussed varieties of insulin, dosages, potentiators, frequency and depth of comas, symptomatic prognosticators, and such individual, unemotional ‘objective’ considerations. This treatment continued in vogue for nearly twenty years, despite a few critical voices. Then Bourne9 voiced the growing challenge and Ackner, Harris and Oldham,1 in a classic study, showed that whatever the effective agent was, it was not the insulin. Attention then turned to the intensive group experiences provided in an insulin unit and the possibility of understanding and using them.


The dawning appreciation of the importance of social factors in treatment procedures come partly from the general expansion of interest in the social sciences which occurred in the post-war period and which began to penetrate the private world of the mental hospitals in the 1950s.

The social sciences are a comparatively modern growth. Though a few sociologists were writing in the nineteenth century, it was not until the 1920s and 1930s that social psychology and social anthropology emerged as distinct disciplines with a growing body of theory. The experiences of the Second World War made many thinking men acutely aware of social factors in human life, in labour relations, in army training, in prisoner-of-war camps, and many other fields. A number of popular books on anthropology, social psychology, and industrial sociology, especially the ‘human relations’ school, were widely read (see Reading List, p. 151). They looked at human institutions as a mesh of personal relationships modified by tradition forming a ‘culture’ that was most powerful in its effects on the individual. They carried the idea that the way in which people lived, the culture in which they were immersed, had important effects on how they behaved, and that many ways of behaving previously accepted as basic human characteristics were not seen in some cultures. They suggested that perhaps the way in which the mental hospital was organized had something to do with the behaviour of the people in it, and that it might be possible to look at mental hospital life and work in a new way. Gradually, studies have appeared which have taught the doctors a great deal about the life of their institutions and some of the effects that they had on the people in them.

Rowland,46, 47 in 1938, commented on state hospital life, its interactions and friendship patterns. Bateman and Dunham,5 in 1948, stated firmly that the ‘employee culture’ with its custodial pessimism was a factor working against patients’ discharge. The material from which these conclusions were drawn was not published until 1960 by Dunham and Weinberg;20 this is a careful factual description of the life of Columbus State Hospital, Ohio, in the immediate post-war period and is one of the most useful permanent records of the way of life of the custodial state hospital.

The studies which had the greatest impact, however, were those of Stanton and Schwartz.51 Stanton, a psychiatrist, and Schwartz, a social psychologist, worked together for three years at Chestnut Lodge Sanitarium, Maryland. This was a most exceptional institution – a small, private hospital devoted to the psycho-analytic treatment of psychotic patients; each patient had an hour’s psycho-analysis daily and since the fees were about $12,000 (£4,000 sterling) per year, most patients came from a privileged background. The studies, however, were illuminating to all who worked in psychiatric institutions.

Although they described some interesting findings, particularly the ‘triangular conflict’, their major contribution was their way of looking at the hospital as a total culture. They looked at all the people, the patients, the attendants, the nurses, and the doctors, as people living and working together, sharing certain assumptions, and reacting to one another. They gathered their material by sitting in staff meetings and discussions, by sitting on the wards for hours to note what happened, and by correlating and analysing their observations. They emphasized how events in one area affected others. They described how budgetary problems had forced the director to call for pressure on certain patients to pay their bills; how this had annoyed the senior doctors; how this had reverberated through the residents and the nurses and culminated in a series of violent episodes on the locked ward. In a series of ward observations they investigated how the staff responded to patients; the staff believed that they gave or should give attention to the patients that needed it most, that is, the withdrawn, mute, and helpless patients, and that they should discourage the attention-seeking patients. One study showed the reverse to be true; the importunate patient received the things she demanded, while the withdrawn patient discouraged the nurse by her negativism and received even less than before.

Their analysis of ‘triangular conflict’ started from a not uncommon mental hospital situation – a crisis of mounting hospital concern about a disturbed demanding patient and a staff member who had ‘become too involved’. All hospitals have these crises occasionally; they cause great concern and anxiety to all the staff, especially to nursing and medical administrators and teachers. The crisis often ends badly and sometimes tragically. The staff member involved, often one of the keenest or most sensitive of the doctors or nurses, is severely demoralized, and usually leaves the hospital and often the profession.

The traditional view of this situation had been in terms of individual psychology – the malignancy of the patient’s illness, the personality flaws of the doctor or nurse, the value of thorough training in preventing ‘unhealthy involvement’ in the emotional problems of patients.
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