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Preface

Ravs or mope are beginning to penetrate the heavy curtain of
despair that has long hung over our public hospitals for the
mentally ill. For decades these isolated institutions were viewed
primarily as places of custody that seemed to swallow up not only
increasing numbers of patients, but of staff who could do little
more than survive the deadening effects of the mental hospital’s
way of life.

In recent years converging medical and social developments
have begun 1o stir new interest in the care of psychiatric pa-
tients. Perhaps the greatest hope for improvement lies in the very
diversity of ideas, plans, experiments that are currently making
themselves felt. The growing success of somatic treatments in-
cluding chemotherapy, increased use of individual and group
psychotherapy in the treatment of schizophrenia, developing
assumption of responsibility by the nursing profession for the
prepatation and staffing of psychiatric hospitals with nurses and
aides—these are trends that have strengthened the belief that
early and intensive treatment of psychosis may not only be pos-
sible, but may keep the public hospital from continuing to be a
dumping ground for thousands of “chronic cases.”

Intensified studies and experimental work going on in psychi-
atric teaching and research institutes, in special research pro-
grams, in pharmaceutical laboratories, and in university depart-
ments of social science testify to new zeal in a renewed attack
upon the problem of mental illness. The growing realization that
greatly enlarged financial provision must be made for the training
and remuneration of persannel—not only psychiatric and nursing

personnel, but occupational and recreational therapists, social
workers, clinical and social psychologists, sociologists, and social
7
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8 REMOTIVATING THE MENTAL PATIENT

anthropologists—is perhaps the most significant indication that
change is taking place. .

Even the architecture and location of those huge public mcn‘tal
hospitals dotting the breadth of the United States are now being
subjected to critical scrutiny, as cognizance is taken of the fact
that the form and situation of buildings are determinants of
psychological as well as physical aspects of patient care. Possibly
much smaller hospitals, planned to incorporate more of the posi-
tive aspects of bome and community living, so thinking runs,
might become therapeutic instrumentalities in themselves. In the
location of mental hospitals consideration would be given to
proximity not only to professional schools and general hospitals
but to sources of recruitment of ancillary personnel, to the popu-
lation served, and to cities that can provide the hospital with
intellectual and recreational stimulation. Probably very different
kinds of institutions should be built for those patients needing

intensive psychiatric treatment and those, primarily elderly, who
have experienced severe cerebral damage.

Thinking that has envisaged potential changes of this order has
opened the door to the initiation of many small but encouraging
experiments. Day or night hospital units have begun to find a
pl‘ace for themselves as a service to patients who can get along
without complete hospitalization. A few “half-way houses” have
appeared as bridges between institutional and community living
fc°0r mr}zi":fs who may go to work during the day, but need the
dating & d?f\;gﬁ:ntt;];csii a::l a h?néehke envtronmcnt at night
long unknown to most stZte hgse r'ltoal. 9“‘{33‘“‘—“‘ deparimen,
come flourishing services desi ec}; lt li, . tslll) - Pl.aCES S
of persons from having to bin d ; C;P the tatituts pumber
permit discharge soonc%‘ Realizitirg:z © b mSt'ltutlon N
earlier and greater resl;onsibili f ;t many patients can take
than had formerly been assumeziy o :) er::!sclve.s and for c'wthe.rs
experiments with i poss le is ﬁndmg Gxpression m
N patient goverriment, group discussion units
increased foster-h B P, 4

cussio r-home placements, job retraining, and so on. Dis-

n groups for relatives, tried in a few instances, suggest their
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usefulness in preparing families to care more successfully for
discharged patients.

Such developments begin to make the mental hospital appear
potentially very unlike the isolated, locked-door and barred-
window kind of place where both patients and staff were shut
away from the world. The barriers between the institution and
life outside it are slowly becoming more permeable. And as this
happens, interest is created in taking a more careful look at what
is being accomplished in other countries that might yield helpful
guides.

Care of the mentally ill in Denmark, for example, had at-
tracted little attention until recently, Enthusiasm was roused,
however, when the national ministry for mental health an-
nounced that no new psychiatric hospital was to exceed 400 beds,
since ““it is being demonstrated that smaller hospitals present less
difficult problems of design, security, safety, segregation, classifi-
cation, administration and maintenance than do larger psychi-
atric hospitals, initially planned mainly for custodial care.””®

Already Denmark’s “large” hospitals (with a maximum of
800 t0 1,000 beds) are being or have been divided and are pro-
vided with a complete professional staff for women and another
for men patients. New hospitals are being built as rapidly as funds
become available in order to replace the larger hospitals with
smaller, more functional, and pleasant institutions that permit an
active work program with a minimum of “security.” The new

hospitals, moreover, are to be built in conjunction with, or ad-
jacent to, general hospitals. It is intended that they shall also be
more convenient to relatives, cultural advantages, and recruit-
ment of staff.

In addition, “special ward homes” are planned for chronic,
mainly senile, patients, who are essentially in need of nursing in a
homelike environment. The first of these homes has just been
completed in Copenhagen. Its provisions for the care of some 250
persons are, indeed, impressive. The ministry assumes that the

Ideas Underlying Danish Hospital Planning,”™ Afental

1 7 G., *
e A G Iy sl be Rotad that the Netherlands, Sweden, and

Hospitals, April, 1956, p. 1. :
Swifzerl:’m are nggvi.ng in directions similar to Denmark.
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attractive, uncrowded setting will foster better social adjustment
¢éven among mentally confused persons. .
But there is another aspect of psychiatric patient care in
Denmark that attracts the attention
as much as the ministry’s current

the opportunity to visit the public hospital in Vordinborg, for
example, is amazed at the lavishness of the ward staffing, the
individualization of care, and the degree to which buildings con-
structed a century ago have been made to appear warm and
friendly, if not functional, This is a hospital where the clinical
director and the director of nursing spend two hours together in
the morning visiting some 25 wards with a tota] of 450 to 500
women patients; where they discuss immediately afterward prob-
lems relating to the management of individya] patients, all of
whom they know personally, or broader problems of

and staffing; where the director of nursing or her a:
visits the wards for two hoy

urs in the late afternoon,
Why, the observer pon

ders,
willing to do psychiatric nursin,

of the American visitor quite
planning. Anyone who has had

ward living
ssistant again
are nurses in Denmark far more
wil g than in the United States? Why
Is it that 450 to 500 patients can have more than 200 nurses or
nursing students to care for them, whep many a mental hospital
of 2,000 beds in the United States is thankful to have recruited
even 502 Why do kitchen and laundry personne] like to take
batients for a walk after they haye finished the day’s work? To
\Yhat €xtent are answers to these questions determined by occupa-
tional and €conomic factors §

I n ors in Denmark, and to what extent bya
perception of the Importance and fruitfulness of the work done in

psychiatric hospitals? The casual visitor Certainly does not dis-
cover t'h.e answer, He believes, however, that he sees appreciable
recognition of the worth and dignity of the human being, even
though mentally jll; 3 yec also characterized tile era

Ognition that

of Moral Treatment in American mental hospitals, He wonders
h.ow such Fecognition can be reinstated ly empha-
sized as a cardinal Principle if our Institutj cruie
sonnel sufficient in Number, ability, a
. The extensive Program of foster-ho,
in Geel, Belgium, haq long been knoy
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to some psychiatrists in the United States. Here was a town that
had had a religious mission since the Middle Ages to care for the
disturbed of mind that flocked to it. Since no such motivation
existed in this country, physicians reasoned, it could not afford a
useful pattern for us. But current reexamination reveals that
certain components of its success in keeping 2,500 patients in
foster homes may rest not merely on the town’s sense of mission
or the need of many families to supplement their monthly in-
come, but on realistic provisions applicable to other countries
interested in developing similar programs. It is a tenet of faith at
Geel that a family can be found on second, third, or even fourth
trial, if not the first, in which the particular patient will feel
relative comfort and security. This very tenet precludes the hos-
pital from assuming that a patient’s initial failure is proof of his
inability to live outside institutional walls.

‘The fact that the town is divided into four districts, each with a
physician and two nurses, provides professional and psychological
support to families and patients alike. Every family knows that
the doctor or nurse will presently be making a regular call on it
and the patient, that help can be requested at any time, that an
ambulance is at hand to take a badly disturbed patient back to
the hospital immediately, Everyone is accustomed to those in~
formal visits when the superintendent of the hospital himself
unexpectedly calls, generally at the back door, for a few minutes
of pleasant conversation with, and a word of praise for, his
neighbors and their charge who is also his charge. Under circum-
stances such as these, families can feel more confidence in under~
taking and perseveringin the far from easy task of havingmentally
sick persons in their home.

Of particular interest to those who are attempting to inform
themselves about developments in other countries is a report,
Mental Iliness and Psychiatric Care in Israel, presented recently by
Dr. Armand Sunier, chief of the Mental Health Section of the
Municipal Medical and Health Center of Amsterdam.! The

1 i is mi rt, which was presented to the Ministry of
e T S P

tion Committee, may bt
Dominique, Paris,
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report, designed to assist Israel in long-term planning for the
needs of emotionally disturbed persons, emphasizes the impor-
tance of a wide variety of psychiatric community resources and
the place of the mental hospital within the constellation of such
resources. Dr. Sunier’s exposition synthesizes a philosophy that is
the outgrowth of considerable experience in the Netherlands. It
might also be regarded as a synthesis of recent progress in think-
ing in the United States.
The report had its origins in a request made to the American
Joint Distribution Committee by the Ministry of Health of Israel
for funds to provide 1,000 additional beds for the mentally il
The Committee replied that although the request had been re-
ceived Sympathetically, its medical advisers considered the avail-
i i ient 0 permit the

mental illness,

but also the manner in which
dealt with, Th,

such illnesses are
e advisers continued:;

Thus, cﬂ"cc.tive arrangements for the Prompt examination and
assessment of individyals with more or Jess acute episodes of mental
1l!ncss, the availability of form of care other than the mental hos-
pital, and es and social arrangements to

pieal a variety of socia) servie
acilitate ‘dlschz_arge, Supervision and Post-haspita] adjustment of
—all have a markeq

mentally ill patients

L influence upon the psychi-
Cquirement. At the same time, it seemed reason-

more by ) d based its case for needing many

Individyaj Case studies shoyy,
for admiss

a
ion 1o mental heons Pparent pressure
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readily available alternative types of care. Need existed, in his
opinion, for no more than 150 to 200 additional beds, and even
they should be made available in diagnostic and short-term care
centers in general hospitals.

He emphasized, however, the immedjate necessity for expand-
ing the use of nonhospital facilities. Envisaged was an increase of
provision for patients in agricultural working villages and the
development of hostels, boarding homes, day-care services, and
long-stay annexes to mental hospitals. Envisaged, further, was the
enlargement and strengthening of the three government mental
hygiene clinics, each of which would be expected to cover a
region of the country by motor transport. The staff of these
clinics would be expected to undertake prompt examination of
patients newly referred for care, and also the psychiatric and
social after~care of ambulatory patients. Employment, housing,
and other social services would be included in the program of
after-care.

Finally, Dr. Sunier pointed to the need for a central coordinat-
ing committee charged with long-range planning for the full
utilization of facilities and services, and with questions of long-
range professional development of psychiatrists, psychiatric
nurses, and psychiatric social workers.

Such are the ideas and current practices pertaining to the care
of the mentally ill in the United States and other countries that
are exerting an influence upon state departments of mc.ntal
health and planning agencies and upon the informed American
public generally. All are agreed that broad change and larga
positive accomplishment are possible and imperative. {\uenuon
is coming more and more to be directed to two major ques-
tions: how can the entire mental institution be converted in-
to a therapeutic center with diverse but coordinated forms of
therapy provided by many different groups (?f staff, and what
is the place of the hospital among various kinds of treatment
facilities? L

Numerous individual institutions, however, arc expericncing
difficulty in raising their sights to the level of secking answers to
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questions of such scope.

! They are the mental hospitals that
Dr. Sunier would prob:

ably characterize as “old-fashioned,”

How . .
Rus:‘;l tso obtain such. evxcjlcncc became 5 subject of interest to
e iagc: Foundauon in the early nineteen fifties Experi-
mprovement of Patient care ip ) itals, initi
: v ¢ hospi;
under I‘oundauon sponsoxship,’ as well aa:ga o mmatefi

Cvements. Neeq,
mental hospi eded were examples of

Htals in differeng Parts of the United

' (ermb!.“g Milton, g;
. a .RAdde.York,nndE hezlu‘cnm“n From Custod;,
'm;"d/ﬁ“ Patient Copy Mensat Hespugls. Rux‘slcll S:agec xI’-‘ oundatil’m’Ncw )I’orlﬁl
3 >



PREFACE 15

States had brought about change through practical methods that
could be readily initiated elsewhere. Hence, the Foundation
asked Dr. Otto von Mering, an anthropologist, who had already
spent two years in interviewing psychotic patients at the Boston
Psychopathic Hospital (now the Massachusetts Mental Health
Center) to visit mental hospitals across America and report on
cncouiraging developments in patient care. As he and Dr. Stanley
H. King, a social psychologist who collaborated in the writing of
the book, note in their introductory chapter, visits were primarily
confined to large state hospitals, since those institutions have
borne the major burden of long-term patients.

Encouraging undertakings were found in much greater num-
ber than could be reported in sufficient detail to furnish useful
guidelines. Those selected for portrayal are confined to patients

who were receiving almost no somatic treatments and po indi-

vidu'fﬂ or group psychotherapy- Thus, improvement in behavior
manifested by these patients could not be attributed t0 psychiatric

i.ntervcntion as traditionally defined. Before commenting on how
improvement had been induced, it should be noted pa.remheti—

?a}ly that some of the encouraging undertakings had becnt
initiated by ward staffs without the results even being known t0

the higher administrative echelons of the hospital. Over and
again a charge aide or attendant, because of his perceptiveness
and his desire to improve the patients’ lot, of only perhaps for his
own survival in an otherwise intolerable situation, had succeeded
in introducing on his ward some of the positive values of family
life and social interaction. And so it hap)
same institution where th
characterized as the Museum
very restrictive naturc, it is also possible to find the cheerful,
pleasant Family Ward where patients appear not apprcciab]y
different from 2 comparable social segment of the outside
community.
The success of the undertakings in improved patient carc
reported in this book rests entircly upon what has been term
—the considered use of the social and psy-
e extensive of

ts of ward living, and mor

““social remotivation”
chological componen
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better coordinated utilization of the resources of the hospital as a
hole and of the community beyond the hospital walls. an—
erally present in such undertakings are staff, and sometimes

volunteers, who refuse to accept the “Legend of Chronicity,”

believing that conditions can be improved and that patients will

refiect the improvement. Motivated by this belief, they exercise
much patience, kindly persuasion, and systematic prodding in
encouraging patients to maintain better personal appearance,
relearn habits of hygiene and social conformity, and move in the
direction of greater social competence. Morcover, they show
great ingenuity in Testructuring relationships between staff and
patients, and among the patients. Their goals are intensely prac-
tical and rarely extend beyond immediate and sharply defined
ends. The results that they frequently produce are of an order
that makes the ward unrecognizable to a visitor who has seen it
only six months or a year earlier.
Al too often, however, staff face the successful conclusion of an
undertaking to which they have made considerable emotional
commitment with the query, *What can we do now?” The task
has been accomplished. It was not initiated or viewed as one step
in a sequence of planned efforts to help the patient move to the
highest level of social competence of which he is capable. Many
ward staffs or those connected with various services can, to be
sure, assist patients to take further steps as they themselves be-
come more practiced in patient care and in planning for it.
\..Vhat is currently needed, therefore, is the development of a
phxlosop}xy of hospitalwide rehabilitation and a long-term plan
for putting that philosophy into operation. Graﬁfyinu:- as many of
the attempts at social remotivation have been, they have gen-
erally been directed to one level of adjustment and one type of
pauent. The test of the usefulness of the total social context of
hospital life as a factor in treatment will lie in a program that is
geared to patients on all Jevels of adjustment and that changes fts
emphasis as t.hc individual patient improves. The test, moreover.,
of the capacity of staff continuously to improve th" oo
and broaden their pesceptiveness will s'xm;i)) 1y ki N
program., arly lie in such a
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The initiation of institutionwide remotivation, as Dr. von
Mering and Dr. King note, requires the integration of treatment
facilities throughout the hospital. It also requires the close co-
operation of medical and nonmedical staff in formulating a tenta-
tive plan, testing that plan in practice, changing it as principles
evolve and experience deepens, and interpreting and reinterpret-
ing it until the staff of every ward or service can see themselves
fitting into a treatment chain. Only then will potential means be
at hand to help every patient maximize whatever social skill he
possesses.

Estuer Lucite Brown, PR.D.

May 1, 1957



] . Introduction

THe patLy cARE of great numbers of chronic and aging mental
patients, often under adverse conditions of housing and equip-
ment, is a persistent problem for the stafls of large public mental
hospitals. Their efforts to provide treatment, not to speak of
meeting the demands of ordinary living, often encounter frustra-
tion. Buildings are frequently old and overcrowded, qualified
personnel are scarce because of low salary scales, operating
budgets are inadequate, and the interest of legislative bodies
indifferent. Of equal importance is the behavior of the patients,
who frequently show a declining ability for acceptable social be~
havior. Improvement, if it occurs, is slow and tenuous. Thus, the
mental hospital personnel must often deal with a philosophy of
pessimism regarding any cure for those individuals who have
been committed to their care.
The focus of public and professional interest has been increas-
ingly brought to bear on these unique dilemmas, which are of
everyday concern to hospital administrators, staff psychiatrists,
nurses, and aides.{The purpose of this book, however, is not to
add to the picture of frustration, but rather to tell of some of the
courageous and promising attempts to resolve the situation that
are being made in large public mental hospitals in different parts
of the country. The presentation of discouraging and frustrating
material is not to be an end in itself but only a means of affording
a better appreciation of positive endeavors. We hope that this
report will give support for more hopeful attitudes toward the
mentally ill, and fill at least some of the gaps in our knowledge
about the treatment of the chronic mental patient. )
The background problem is of some magnitude. There are

approximately 750,000 patients in mental hospitals in the United

19




20 REMOTIVATING THE MENTAL PATIENT

States, occupying more than one out of every two hospital bct:lS
available. Ninety-seven per cent of these patients are cared for in
public institutions, such as state, county, city,'or Veterans Ad-
ministration hospitals, Available accommodations cannot keep
the result that there is widespread overcrowding. It has been
estimated that 74 per cent of all state mental institutions are
arein obsolete,detcriorated, andsometimescondemned buildings.!
The average length of stay of a mental patient in a state hos-
n calculated at eight years.
patients admitted to sta are discharged within a
e-year period. In addition, 27 per cent of all new admissions
have senile psychosis or cerebr:
€ status of most patients in large
mental hospitals is either chronic or aging, or both.
In spite of these serious ob
re admitted for the first time can be
discharged within a few months if active treatment is available.
Ne\.v types of physical ther. PY hold promise of enabling more
patients toreturn to the community and of making other patients
more amenable to care and
est in the social ang environmental
aspects of patient care, and
of the total socj

up with the annual increase of more than 15,000 patients, with
seriously overcrowded and that 40 per cent of all available beds
pital has bee Only 40 per cent of the
te institutions
fiv
al arteriosclerosis. What these data
sum up to is the fact that th,
stacles there are some encouraging
factors, Many patients who a
a
T z treatment in the hospital. In addi-
tion, there is increased intery
Until now,

! The data i
e Facty Abgus ap. 204 In the fol)

Howing paragrapy, have bee,
; How taken f;
1055, Se o Mental Tlnesp Rovn% Mental Foa, ’;;;&:J‘i‘é;!é’ﬁ:’ g
Chmnicl]mp;‘;l p?;;m' N- €, and N, A D, “Tailures in Psychiz(ry'gThé
2 FOr Sxample, geq g g erean Journal of P Dthiairy, vol. 113, 1950, o, 824-830,
SQhre Arima ang Wik folowing anticles, isted ju g in the Selected Bibliog.
%‘,’,h,,?,mia..: o ic'x:ik"/{‘:;;m‘c,,f.‘f,‘f?,‘{"’“ of Batic Needs in Treatmon 5
v, . v .3 , [ r
WVard Patienyy i Mexry, B E‘Pcrimcmai nn;mémol:itccnl:;;zh"l;tna:mcm of Back.

ic Ward"; Miller,
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This book will present further examples of such efforts, placing
them against the background of social processes in traditional
ward care, and analyzing them for common factors that can be
applied to other hospital settings.

The material is drawn from a fourteen-month national survey
of 20 state-operated hospitals, 3 Veterans Administration hos-
pitals, 4 joint university and state receiving and teaching institu-
tions, and g private sanitariums, The survey was made possible
by the interest of Russell Sage Foundation in ward patient care
in mental hospitals. In 1951 the Trustees of the Foundation made
provision for an extended study of ward patient care that would
be carried out in two phases and in two distinctly different ways.
The first phase was to be an experimental effort to improve
ward patient care in a selected teaching and research institute, a
representative state hospital, and a Veterans Administration
neuropsychiatric hospital. The second was to be a nationwide
survey of encouraging trends in ward patient care.

The first phase has been described in a previous report.!
Centering around Boston Psychopathic Hospital (now the Massa-
chusetts Mental Health Center) and utilizing two other hospitals
in the Boston area, an experimental program of ward manage-
ment was designed and carried out. The ward management
endeavors together with expanded occupational and recreational
activities resulted in significant improvement in patient care.

The second phase of the project, the nationwide survey, was
initiated by the senior author in the autumn of 1953. In selecting
the hospitals to be visited, 20 authorities in the field of mental
health were consulted. They were asked to draw up a list of
hospitals, keeping in mind two important criteria. First, each

e fents”:

D. H, * Rehabilitation of Clironic Open-Ward Neuropsychiatric Patients”;
Iv(illcx":n'l::z;hccla_m:y,a ":&‘n Approach to the Social Rehabilitation of Chronic Psychotic
Patients”’; Peters and Jenkans, “Improvement of Ckmr:(csst;hltzophrcéxxgcl;ﬁ;fg:
i i i R 2y on A Y
with Guided Problem-Solving, l\fogvagcd PY- ng}gcr. 3 Y Ix\lfcn(ul e

*“The M of a Type of Particip Ment;

Willner, “Preliminary Report of the d of Group Psy herapy on a

Chronic Ward in a Mental Hospital.” .
om Custodial

2 filton, Richard H. York, and Esther Lucile Brown, Fr
fo ncj:-;pc:‘uzf:ag;r? i:;l ;?mlalcllnrpitalx. Russell Sage Foundation, New York, 1956-
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- £
i iling conditions of
hospital was to be representative of the prevailing

patient care in one of four

5 he
T
United States, the East Coast, Deep South, lel‘;ch,ha d been
West Coast. Second, each hospital was to be one and promising
able to devise in some areas of treatment new onditions. Tn
methods of ward care despite generally adverse uthorities had
addition to wide personal experienc.e, the 2? ai dable in the
direct access to the relevant informatxor} t?lat is ava o Board,
files of the American Psychiatric Association InSpC(}I1 Veterans
the National Association for Mental Health, and tdein - total
Administration Central Office. Their efforts resulte cing those
list of 71 hospitals. From this a second list was made, u. > ¢ the
i N mentioned by at least three nged
authorities, The second list totaled 30 institutions. "rheyllrof “he
in size of patient Population from 100 to 1,000, with al
state hospitalg having more than 1,600 patients.‘ who
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emphasis on the comparative approach and the necessity for a
balanced outlook. Toward the end of the visitation period time
was spent on two to four wards in the admission and intensive
treatment building.

Finally, the administrative staff were again visited in order to
clear up any misconceptions and misapprehensions that might
have arisen concerning the functioning of the hospital as a whole
or some of its parts. It was made clear that the purpose of the
study was not to criticize efforts at patient care, nor to survey the
quality of care as such in state hospitals as a whole. Emphasis was
placed on the usefulness of inquiring into the nature of recurrent
ward situations that hospital personnel have to face and are
solving in one way or another in large institutions.

The general data-gathering approach was comparable to the
standard anthropological technique; that is, the investigator de-
pended on observation of activity, use of informants, and direct
interviews with persons, usually aides and nurses, who were im-
portant to an understanding of ward conditions. He asked what
went on, watched what went on, came back fo the same ward
situation at different times during the day and night, and listened
to staff and patients tell about their problems and ways of dealing
with different situations.!

In the observation of ward behavior, certain factors, or frames
of reference, were utilized in organizing the material. One of
these was based on the Social Activity Index of Kandler and
Hyde,? where patients are classified’into inactive, act{ve but not
“socializing,” and active and “‘socializing.” In addition to t}.ns,
the ward geography was kept in mind, the placement of chairs,
tables, and other equipment in relation to the doorf pantry,
walls, and windows. The association between social ac_nvxty and

ward geography was carefully noted, a facto.r that wxl'l assume
some importance in the description of certain ward situations

2 Banks, E. P., “Methodological Prablems in the Study of Psychiatric Wards,"”

Soctal 1. 34, 1956, pp. 277-280. .

”;GK::\Z;;V;{ai‘;;t I?is, ,afng Rggcrt W. Hyde, “Socialization Actmlry ll\nldu l‘c;rr :
Mental Hospital,” Nursing World, vol. 125, 1 950, PP- 345345, See also Monmato,
F ise R., “A Technigue for M i ns of Patients and Perso

in Mental Hospitals,” Nursing Research, vol. 4, 1955, PP- 74-75-
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later on in this book. The observer also was sensitive to the
various kinds of roles that were being filled by the patients,
such as “wall standers,” ““cigarette bummers,” and “the oracle.”
Again this will take on more meaning in the presentation of
material later on.

The observer was also concerned with another aspect of the
problem, the value that certain social organizations, such as the
organization of a particular ward, have for patients and staff.
What purposes do these social structures serve, what benefits do
they bestow, what is their effect on the management of ill people?
Such questions were constantly being raised in the observer’s
mind and constituted another frame of reference which he
brought to his observations.

In brief, the preceding paragraphs describe the way in which
the second phase of the Russell Sage Foundation project of ward
patient care in mental hospitals was conceived and carried out.
We turn now to the plan of the material to follow. At the outset
it was stated that we were concerned with the presentation of

encoura-gir.xg. efforts at ward patient care in large state hospitals
where limiting conditions are daily reatities. Not wishing to add
unduly to the familiar picture of frustrations and discouragement
in such institutions,

a word of explanation is in order about the
next chapter. Here we Present a descri;

different types of
and Family Wards, which
in almost any large mental

Moving,
| ne form or another
hospital.

at remotivation ma: b n
Arper perspective, Reade Vith the .
P s who are associ
of c?nrumc mental patients wij| e, o e care
familiar, We

Patie 1 find much here that is all too
materisd ot ore 2t In the succeeding chapters they will find
Bl © has a ring of authenticity as wel] ag ossible

Pplication 1o their Particular sj y

tuations. Chapters 5 through 8



INTRODUCTION 25

present a number of case histories of actual situations where
remotivation has been put into practice. We have selected cases
that iliustrate the process of social remotivation on many different
kinds of wards and with rather different techniques. The cases
come from many different hospitals across the country. Finally,
Chapter g will present the philosophy behind social remotivation,
and discuss ways in which the material from the case histories can
be generalized to other hospital situations.
We have adopted certain conventions relative to the presenta-
tion of our material which the reader should keep in mind in
succeeding chapters. In describing ward situations the term
“observer” will often be used. By this we specifically mean the
senior author, who did indeed fulfill that role. Whenever we refer
to “the Survey” or “the Survey visit,” we have in mind the
Russell Sage Foundation Survey. Throughout the descriptions of
remotivation programs and in the final discussion chapter we
have used the word ““aide” to designate the group of workers
variously called “attendants,” “aides,” and “psychiatric tech-
nicians.” To us, aide connotes more clearly than attendant or
technician the personal, helping function of staff members that is
essential to social remotivation. Finally, the names of hospitals
and of people have been changed. In addition to the specific case
histories included, there were many others that were equally
exciting and encouraging and which contributed to the writing of
this book. Also, there were numerous physicians, nurses, and aides
who were doing a superb job of remotivating patients, yet who
could not be mentioned because of space limitations. Therefore, it
seemed that the fairest way to give credit to the efforts of so many
workers would be to use fictitious names for places and people.
The reader will note that much is left unsaid concerning the
care of mental patients. The purely physical and medical aspects
are not discussed unless they bear on the planning for total ward
care and treatment, Our main focus is on the social miliey, on the
possibilities that exist within the social situation for an impr?yed
understanding of the patient and new outlooks for his rehabxl.ltm
tion. We do not wish to imply that the physical and medical
aspeets of care are not vitally important, including the develop-
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ment and proper use of the tranquilizing drugs. Rather, we would
hope to add another dimension to the situation so that the tradi-
tional procedures of care and treatment in mental hospitals may
be more effectively utilized. Our aim is also to bring staff mem-
bers of mental hospitals to a greater awareness of what they can
do together with the patient in releasing his latent forces toward
health. This hope would be fulfilled if they become better able to
judge and utilize the patient’s innate capacities and skills in
terms of what is possible rather than in terms of the here and now
of traditional ward life. Thus, they may not only see the prob-
lems that confront them in a different light but may also find the

courage nnd. willingness to adapt to their own hospitals features
of the situations presented here.



2 Social Milieu

and Patient Care

WE BEGAN the first chapter by pointing out some of the frustrat-
ing factors that often make the daily care of mental patients a
dlﬂi.cult problem. Many of them are common knowledge to pro-
fessional people who are specifically interested in the care of per-
sons with mental disease. In recent years many of the factors have
become common knowledge also for large numbers of the general
public. Today, the man in the street is more likely to be aware of
overcrowding, inadequate pudgets, and shortage of trained per-
sonnel in state mental hospitals than he was twenty Or €ven ten
years ago. There are other variables, however, which also con=
tribute to lack of progress in patient jmprovement and which may
not be recognized as such even by professional people. These
cannot always be measured 0T enumerated as early as numbers
on a budget sheet, or Jemonstrated as sharply as overage plumb-
ingina building. Nevertheless, they deserve emphasis and to this
effort we address ourselves in this chapter.

Keeping in mind our focus on the social milieu of the mental

hospital ward, the first important variable is 2 social classifica-

tion of patients, in this case construct
from his observations of staff and patients an
often spoke of various patients.

ed by the anthropologist
d learning how they

SSIFICATION OF PATIENTS

arge state mental hospitals
talks to nurses and
they go through

A SOCIAL CLA

The sophisticated visitor at most 1
gets many impressions as he observes ward life,
aides, and watches the behavior of paticnts as

27
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the day’s routine. If he has had Iittle cxperience with mental
hospitals but has some knowledge of abnormal psycho.logy, 1}6
will undoubtedly think of the patients in terms of diagnostic
types: the paranoid schizophrenic with his delusions of grandeur
and accompanying gestures that give a picture of the fantasy
within which he lives; the catatonic schizophrenic, withdrawn,
immobile, apparently beyond the reach of present reality; the
brain-damaged oldster with a history of syphilis who forgets

where his bed is, or confuses the aide with the doctor, and must
be helped like a child

his guilt and must

cheme of diagnostic classification
previous history, or etiology,
ary social living in the community, This is the
which our visitor would classify patients. How-
ever, this is not necessarily the only way in which the aides and
nurses, or even the psychiatrists at times, classify those com-
mitted to their care, The oddities of behavior that an individual

patient m; dling him, and his
ward routines are

and imply
or the possibility

information about
of return to ordin:
principal way in

“Drips and Drags™ and Others

. ’fhe pat;ent Population is, indeed, a fertile field for assessments
1n terms of socia] characteristics, ¢ on itz ¢ '

N € nurse put it: “There are
On every ward th :

: ¢ doers, the watchers of the doers, and watchers
of the watchers » Invariabl s individy,

oy saichers : al Pat.icnts in this threefold

assification receiye further descriptive attention. On the
More active treatment wards the visitor i told who is the Card
Player ang Puzzler, the Sleeper or Organizcr, the Doctor Chaser,
and the Shock Patient. Op the more disturbed wards the visitO;
is shown lh? Tringer, who unravels his gyn clothing,
is c_allcd the Collector, Such a person seems t&;
picking up fuzz, scraps of Paper, and string in

or the
occupy
the day



SOCIAL MILIEU AND PATIENT CARE 29

halls and dormitory. The visitor is also shown the Sitters and
Onlookers whose eyes move with the Helpers, Runners, and
Pacers. He also finds that there are many Talkers and Grunters
who expostulate with imaginary enemies and glare at their ward

mates.
Going farther, the visitor finds that many, or indeed most, of

the patients occupy more comprehensive social roles in the eyes

of the staff. For example, there is the Little Patient or the Wee
One, a patient of any age, though often young, who because of
physical appearance and behavior arouses the sympathy of both
staff and patients. He is looked after and treated with paternal-

istic indulgence. The visitor will see the Clown, whose bizarre
and whose response is

Pchavior may be the object of wisecracks,

“3g1‘atiaﬁng, self-deprecatory amusement which invites further
kidding. Then there is Sneaky Pete, the patient who commits
physical violence, whose role is based mainly on reputation
rather than continuous assaultive behavior The Pest annoys both
staff and patients with persistent and often irrelevant requests
and conversation. The Lookout, one of the few structural roles
recognized by the staff, sits near the dayroom door and keeps
track of the movements of stafl members, missing very little of
what goes on. The visitor will soon learn t0 identify the Drag,
who is judged by others t0 do less work than his mental or phys-
ical condition would permit, f the Good Worker. He
will also find that on many wards there is the {Vard Boss, who
issues orders to other patients, enforcing them if necessary with
threats of violence. Aides may tolerate him because
ness but be afraid of him because of his power.

These are but a few of the categories for a social classification
of individual patients. In addition, similar <ocial classification is
applied to whole wards, buildings, and even groups of buildings.
For example, there are units for idy and %iet patients, ft_){ un-
tidy and noisy patients, for those who act out or arc¢ h&xcxgl.
There are other wards fo ir and bedfast patients, for
those who ‘have fits and fall,” for the “disturbed hydro” and
lobotomy patients; and for the “drips and drags.” The stafl may
speak of the fact that their “most hopeless” paticnts live in



%0 REMOTIVATING THE MENTAL PATIENT
Giberia” or that those who are shadly deteriorated” live in the
«}imbo” building. Sections of the hospital are often kl:'lOWﬂ as t?lc
“hack wards” and staff members talk about their custodial
patients. . .
Such a social assessment and classification of the patient 18 a
natural development in most large mental hospitals. In part, this
is the Tesult of the need and striving for order that takes place
whenever a large body of people have to live and work together
for a long period. In part, it is attributable to the need for
utilizing the patient for ward housekeeping duties and for keeping
an eye on his actions with limited supervisory personnel. The
staff have to depend on the patient to help with the daily routine.
“Therefore, aspects of the patient’s behavior that bear on the man-
agement of patients or housekeeping necessities assume real im-
portance. The nature of the patient’s difficulties, of what he can
and cannot do, is often stated in terms of how much work he is
capable of or how much he facilitates or hinders the management
of other patients on the ward.

‘There are some clear implications of this social classification of
patients as far as treatment is concerned. For example, it is easy
for the patient’s work capacity as such rather than the thera-
peutic value of work and need for play to become all important.
With the necessity for emphasis on efficient operation and patient
management, the awareness of treatment principles and practice
can grow dim. In fact, when the patient’s illness is measured
wholly in terms of degrees of social deficit or conformity to
standards of ward conduct, the concept of “patient” can be lost.
The basic problem of knowing how the patient became ill, in
order to know how he can get well, can be changed to knowing
only what the patient is like now and how useful he can be to
make both watfl work and living with him as easy as possible.

1 s eatment classification has several hasic
co'nsl\\tuf:ms. Fust, there is‘ tel.ativc absence in most mental hos-
[‘);]tcﬂ tS r:i‘!::;i‘ltcz_lr (ll!' psychiatric act‘wi.ty spc.ciﬁcally designed for
quilizing drugs ha‘:'): E v im Ghronic patients, Even the tran-

proved inadequate to produce major or last-
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ing changes by their use alone. The second factor is the difficulty
that all people have in applying the social definition of the sick
role' to mental patients in general, and in particular to the
chronic cases. In contrast to the patient with a physical disease,
the mental patient often does not realize that he is sick, a state
of mind that becomes more prevalent the longer he is hospital-
ized. Furthermore, the mental patient often does not know what
part he is expected to play in the process of getting well and may
find it difficult to cooperate with the physician or nurse. Also, it is
often difficult for the physician to tell the patient in simple
Ianguage what he should do.

Efforts at the remotivation of chronic mental patients toward a
more realistic social adjustment must first face the social classifi-
cation of patients on wards as a reality factor. It is easy for such a
classification to become rigid, thus precluding the tentative and
exploring attitude toward the treatment of the long-term and
severely disturbed patients which is so necessary to any program
that seeks to release the latent social and creative forces in the

individual,
THE LEGEND OF CHRONICITY

If a sophisticated observer visits many hospitals and is willing
to spend the time in getting to know the psychiatrists, nurses, and
aides, he goes away with the impression that a distinct atun{dc
tends to pervade the thoughts and actions of the staff relative
to their charges. This we have chosen to call the Legend of
Chronicity,? and it is the second important variable which can-
tributes to Iack of progress in patient improvement.

The Legend of Chronicity has without question grown out of a
multitude of situational factors that are fairly typical of the
larger public mental institutions in the United Smtﬁf and have
been for many years past. Not the least of these factors is the large

escriptit ial definition of the sick role the reader is referred 1o
. EI‘:I t Ptﬁ?s‘lra:z};e-‘x)s?f:m The Free Press, Glencoc, 111, mﬁx. Sce especially
gi’:;?e’; X, Csoo;;al ‘Stracture and Dynamie Process: The Case of Modern Medical
Practice. w . ¢ Patint G Doele
con Mering, Otto, Lrgend and Mores of Patien re,’
"o.;?tal f;‘ﬁ:}fz’}mzm Duileting vol. 33, 0o, 3, 3656, pp. 1~15.
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number of long-term patients for which there are insufficient

skilled personnel and inadequate facilities for giving patients an

existence conducive 1o a reawakening of interest in the outside
world. There is also the disease process itself, which becomes
more intractable with longer duration, intractable in the sense
that it is less amenable to standard medical and psychological
treatment. Thus, it is a combination of having insufficient or im-
proper tools on the one hand, and on the other dealing with a
process that is most resistive to therapeutic approaches, some-
thing that occurs with much less frequency in physical medicine,
that accounts for the widespread acceptance of the Legend of
Chronicity as an explanation of why “things are the way they
are.”

The primary manifestation of the Legend is that the words
“acute” and “chronic™ come to be differentiated more sharply in
terms of the consequences in therapeutic action than is generally
the case in physical medicine. As a rule, when a mental patient is
designated as having an acute illness he is regarded as belonging
to a still treatable classification, irrespective of the specific diag-
nosis, and is therefore a worthwhile prospect for an individualized
treatment plan. When the mental patient is designated as having
a chronic illness, he is regarded by and large as belonging to an
unireatable classification, irrespective of the specific diagnosis
and 15 therefore not a good candidate for the individual thera-
peutic approach. The designation ““chronic” usually does not

carry such consequences for therapeutic action in physical illness.
For cxample, even in the case of incurable cancer, one thera-
Peuuc measure after another is tried, often to beroic proportions,
:;\ the !‘;ope that some benefit might accrue and the patient’s Iifé
T i e, el s s e
ill, while with the chroni et i m Wh? 5 phys fcdly
X h ¢nronic patient in a mental hospital it is easier
1o give up this approach because of the feeling that iori it i
hogcllcss proposition,. g aprioriitisa
n 1 3
o dg‘:':ff '::‘;h““m:‘;’zp;;a‘; ct(\;le shift from a judgment of acute to 2

" ompanied b bl
e i Yy a subtle and covert
ge in the expectations of staff relative to the patient’s future.
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The .c}}ange in expectation is largely unspoken, for it means an
admission of failure, an admission which is difficult to accept for
anyone connccted with medicine. However, implicit acceptance
of a change in expectations can be noted in the statements of staff
about individual patients when they express the hopelessness of
any active treatment, for they know the patient will not get well
. A secondary manifestation of the Legend of Chronicity occurs
in the perception of patients. The majority of long-term patients
easily become clinically unknown entities, from which it is Justa
step to unknown entities in terms of persons or personalities.
Remarks of staff members that some patients are “things that are
not quite human, not quite living,” indicate the distance traveled
toward the unknown. Another example of change in perception
Is evident in the idea that patients do not suffer, exemplified in
the statement of a nurse: “He’s so regressed that he simply
doesn’t care any more.” A different nurse phrased it this way:
“He’s reached a primitive form of adaptation, a kind of simple
equilibrium.” And one who was more sophisticated in the use of
language indicated that “any apparent observed change of
behavior is merely a case of pseudo-reversibility of chranic be-
havior.” The implication of the changed perception of the pa-
tient is that he is a person who is outside society, someone in the
process of social dying, a social reject.

One may justly view the Legend of Chronicity as a type of
defense mechanism adopted by the staff who are charged with the
care of the long-term mental patient. As a defense mechanism it
serves to reduce the sense of frustration that the staff can scarcely
avaid feeling when they consider their helplessness as far as active
and effective treatment is concerned. It defends the staff against
the personal responsibility for continued failure to help many
patients, and thereby reduces guilt. Rather than reacting to
frustration with. fight or redoubled efforts, those who accept the
Legend of Chronicity respand with flight or inaction.

The unfortunate by-product of the Legend is that it has con-
tributed to the increase in the numbers of Jong-term patients, for

(LTl hans i opctato s Bt ol il
has rcccivcr.{ the maximum benefit possible here.”
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it supports staff inaction and the acceptance of an equilibrium in

patient care, allowing patients to withdraw more completely and
securely into worlds of their own.

The Legend of Chronicity and a social dassification of patients
tend to sustain each other. The natural inclination to be inter-
ested in the minute-by-minute actions of patients as they affect
{he tasks that a charge aide or nurse must get donc on a ward is
enhanced by the implicit feeling that the chronic patient cannot
get well and that one must devise acceptable ways of dealing with
bim day after day. That these ways of dealing with him center
around the demands of ward maintenance and administration
rather than the needs of the patient should now come as no
surprise. What begins as an interest in human interaction can

easily become rigidified in a pattern designed for the day-to-day
occurrences of an interminable stay.

PATTERNS OF PATIENT CARE

The problem of patient care has been met in a number of
ways in practically all large mental hospitals. In the course of the
Russell Sage Foundation Sarvey the observer was struck not only
\')y the factors that lie behind the care of long-term patients, that
is, social classification and the Legend of Chronicity, but also by
the patterns of care that have developed. Although there were
variations within and between hospitals, there seemed to be three
main types, which we have called the Museum Ward, the Mov-
ing Ward, and the Family Ward. In the following sections we
present a composite sketch of each type, drawn from the observa-
tions of many wards, but representing the “‘ideal type” from
';\;ii\\sc\;nv.a;ahons can be seen in any large mental hospital. Each

s own wa 1
mental pationt ‘{htg }?;:;?t:ll? problems of the daily care of the
Museum Ward

sc::;tfng a careful examination of patient life on some repre-

sena ;s ¢ w a.rds, the visitor is told that he will have to wait a few
until an escort attendant is available before a visi

made to Ward P

A The guide explains that the Ppatients are unpre-
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dictable and that it is not wise to take chances. When at length
the attendant arrives, the door is unlocked, and the visiting party
enters the ward, the visitor may wonder why so many precau-
tions were necessary. The ward is relatively quiet, with most of the
patients in regulation overalls and scuffies, sitting on benches or
chairs, or on the floor in the dayroom. A few are pacing the hall
with measured tread, but their heads are down and they seem to
take no notice of the strangers. In one corner of the dayroom
there is some activity. A number of patients can be seen walking
firound, gesticulating, remonstrating with imaginary compan-
lons. The area in which their activity takes place appears to be
bounded by a few heavy benches set out from the wall as a kind
of fence. A sense of subdued orderliness pervades the scene, but
there is no welcoming sign from the inhabitants.

The visitor is escorted to the charge attendant’s desk, which he
notices is Jocated so that the attendant with a quick glance can
survey the dayroom and connecting hall. Seated at his desk,
reading a magazine, the attendant periodically views the scene
in front of him, then returns to his reading.

The visitor pauses at the desk to look at the ward from this
vantage point. He notes that the patients are seated in a rough
kind of order, those closest to the desk in rocking chairs, the next
row in straight chairs, the last raw on benches. Beyond, a few
patients are sitting on the floor against the wall, or lie sprawled
in a corner. They seem to be asleep, although their eyes are open.
At one side of the rows a few patients sit around a table as if they
were deliberating in a conference, yet on closer inspection each
acts as though he were there alone. This is ward geography, the
ohserver realizes, a definite arrangement of the ward furniture
and patients according to a preconceived pattern.

He turns next to the human element, the faces of those arrayed
in front of him. They seem passive and withdrawn, hardly aware
of his presence. However, a closer look suggests that the visitor’s
every move is under scrutiny. A vigilant gaze is turned on the
ward scene while patients permit flies to crawl on their noses
without twitching a muscle. Although retracted into their own
private worlds the intrusion is noted, noted and combined with
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an apparent indication of resentment or even hostility. The blank
stare does not scem quite so blank as it did at first.

The visitor's attention moves back to the physical character-
istics of the ward again. The furniture is durable, mostly heavy
o2k, but hard and uncomfortable looking. There secem to be no
personalized comforts, such as rugs, or draperies at the windows;
no pictures on the walls, or mirrors, nothing to break the
monotony of drab, brown walls, dark furniture, and screcned
windows., The ward is clean though, the floors polished, and the
smell of pine oil strong in the nostrils; drab and uncomfortable
but clean.

Knowing the staff’s inclination to type patients according to
social characteristics and the roles they play, the observer is eager
to know what types there are on this ward. He can pick out
several readily. The Sitters, Standers, and Squatters are obvious.
So are the Pacers and the Hallucinators. He soon learns that
there are also Mutterers, patients who talk to themselves or to the
air, often inaudibly, and usually without making much sense.
There are Oracles or High Priests, patients whose behavior is
marked by obvious mannerisms or ritualistic acts, which set them
off from the other patients. For example, he sees one patient at
the back of the dayroom, shuffling bits of paper back and forth
between his hands and making a repetitive noise which becomes
Imfder in cycles. The attendant tells him that there are a few
Fringers, those who unravel their clothes thread by thread. There
are also many Sneaky Petes, hence the need for the escort at-
tendant when he came to visit. The patients who sit around the
table off to the side from the rows of chairs and benches are
known as the Board of Directors.

Gripers, no Readers, oo Tracei emr;szfng. 'Iglerc are'no.Clow:ns, no

thing that they coulZl use for thei inceed, there is litde if any-

eir wares). There are no Lover-

boys, patients who are reported to have attempted to relate to a
female patient or staff member in a

c sexual manner. There may
be an occasional Cigarette Bummer, .

A but there are no Teasers. The
patient who deliberately annoys ather patients cannot live here,
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room, called the Bullpen, where the more agitated, potcntiz'tlly
assaultive patients are kept, is often used as place of punish-
ment. If someone does not want to 8o to dinner, he may be told
that he will not get a chance to eat later. Seclusion is always
available, both as a punishment for patients who “get out of

hand” in the stafP’s opinion and as a protection for the catatonic
™ stupor to agitation. Hydro and

patient who begins to shift fro
“packs” also have a punishment value
for those who are agitated, or make
patients soon find out that it i best to behave and conform to the
regular pattern,

The typical daily pattern invo

lves no element of surprise.
Events can be anticipated well

in advance. For the most part the
patients sit and watch those few who move, Here the nurse’s

remark quoted earlier is very apt—“There are on every ward the
doers, the watchers of the doers, and the watchers of the watch-
ers.” Recreational facilities are

! because of the possible “exciting
effect” they may have on pati

e 1ent behavior, Occupational therapy
is absent except for the daily details of sweeping the ward and

pushing the polishing blocks over the floor after supper, which are

are known not to be troublesome and

kept busy doing something.”” Therefore, a good

share of the day is spent just sitting or walking up and down the
ward,

Patient-staff

physician lacks the inte
found in doctor-patient
both patients and ward s
alloping Rounds. At the a

. Lven the daily visit by the
ml.crcst that jg usually to be
ships. The visitor learng that
come to refer to the visit a5 G,

rpersonal

taff have
Ppointed
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time each day the physician appears at the entrance to the ward,
his presence signaled by the Lookout. Usually he is flanked by
attgndants or the supervising nurse, who will tell him which
patlcnt§ should be seen. Since the ward is so large, and there are
many similar wards for which the physician has responsibifity, it
Is impossible for him to know all the patients, or to see more than
i ffzw. Px"imarily, he deals with the little emergencies that arise,

dispensing a platitude with every paultice,” lingers briefly at the
charge attendant’s desk, signs the orders, and leaves.

‘If the visitor returns to the ward frequently he will find every-
thing in the same order cach time, the withdrawn, passive, yet
host.ile faces of the patients, the Wall Standers and Bench Warm-
ers in the same place, He gets a similar feeling after a visit to a
museum, of types, of exhibits in order, of unchanging and un-
varied pattern. Then he understands why the place of gestures
and faces, of order and silence has been called a Museum Ward.

The Moving Ward

_As our visitor walks on to the next ward he will be rather sur-
Pprised to find so few patients there. The ward looks almost de-
serted. A question to the attendant who is present reveals that
most of the patients are in various parts of the hospital, engaged
in different recreational and occupational activities. The ob-
server is told that he will have to come back to the ward at meal-
time or in the evening in order to find the full roster of patients
present. Even then, he could be disappointed, for some of the
patients may be attending & movie or a weekly dance.

Not only does the ward look different because there are so few
patients present, it also has a different ward geography. In onc
corner of the room there is a television set encircled by a group of
chairs. Another corner is occupied by a pool table. The ward
office is at the side and chairs of various kinds are scattered about
the room. The rigid order of ward geography found on the
Museum Ward is absent here, although there is order to the
geography focused around the radio or TV sets, the pool table,

and the magazine racks.



40 REMOTIVATING THE MENTAL PATIENT

A question about the patients who can be seen on the ward

brings the information that there are two kinds, the Goose Eggs

and the Ward Helpers. The former are patients who show no

sign of making a good enough adjustment for ward work or
accupational therapy. The latter are valuable adjuncts to the

Thousekeeping force and the care of other patients. Among the
Goose Eggs one can recognize familiar types, the Bench Warmers,
Sitters, and Standers, even a few Pacers. In addition, there is
something new, the TV Addict, who sits in front of the television
screen for hours, seemingly absorbed in everything that is shown.
In terms of the previous classification the visitor will probably
decide that most of these patients are Watchers of Doers.

The visitor notes that smoking is permitted, that the charge
attendant may be out on the porch, that no patients are in
restraint. The situation is so different in so many ways from the
Museum Ward that our visitor’s curiosity is aroused and he is
eager to find out more from the staff about this kind of ward
behavior, What are the reasons behind it? He learns that the
patients who are away from the ward are in hospital industry
or on a special “total push” program. Staff action is motivated
by the belief that the social regression of the chronic psychotic
patient can be arrested and overcome only by pushing him into
continuous social contact with other patients and hospital per-
sonnel. In addition, the aim is to bring him into continuous con-
tact \.vith the kinds of activities that are part of life autside the
hospital. '1.‘he staff agree that if left to his own devices the patient
would shrink fflrther from the world. It is assumed that only by
constantly urging him to participate in situations from which he
seeks to escape can he learn to handle these situations and im-
prove his soma.! adjustment. In the hope of counteracting regres-

sion, t}xe. plan is to have each patient daily face a specific schedule
°f activity; that is, work at some kind of regular job or spend a
given amount of time in occupational therapy. He i .
make social contacts through it s e supposed to
attendance at oot ugh participation in social events or
2 ional affairs such as dances, movies, or oth
gatherings. The program is a total push to : inerti, an
emphasis on mosemm b P to overcome inertia, an
s e term “Moving Ward.”
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‘Thc daily program for those on 2 Moving Ward is planned
with many of the needs of the patient in mind. A spot in the
laundry or kitchen or on the maintenance crew of the grounds is
ready-made for the physically able patient whose prognosis is
poor but who is a potentially quiet worker. As an alternate t0
COI‘l(Smnt hydrotherapy or restraint, or both, 2 “pick and shovel,”
or “gravel pit” program is available for the chronically disturbed,
young, muscular patient. For the quiet but chronic patient there
is the sorting, sewing, and mending room or 2 jobasa cafeteria
hel;.)er. To benefit the small aumber of clinically more promising
patients and those middle-aged and older patients who are not
strong enough for steady hospital work, 2 number of recreational
opportunities are available. These patients are granted library

privileges and may engage in some handicrafts, art work, or
too tired from their

gardening, as time permits. 1f they ar¢ not
day’s work, or activities, they can also Jook forward to attending
weekly dances or movies in the auditorium.

These activities take the patient off the ward for 2 good portion
of each day, conducted as they ar¢ in outside shops on the
h‘fSPital grounds. They give the patient opportunity for contact
W_“h many patients from other wards 25 well as a number of
different staff members. The hope is that the world of his social
contacts will therefore be increased, not only numerically but

psychologically.

The visitor learns that 2 typical day on ¢his ward begins with

7:30 breakfast, {ollowed by an hour devoted t0 ward cleaning and

rounds. Then from g:00 t0 TT .00 or 11:30 mOst of the patients

leave the ward to take part in hospital industry, occupational
held in differ-

therapy, or educational therapy, activities that aré
d, and 2 half-hour rest, all the

ent buildings. After lunch is served,
patients except those in the hospital industry program 80 to
sports activities for two hours. Those who were taking insulin
treatment during the morning are scheduled for occupational,
physical, and corrective therapy. From 3:30 until 5:30 all pa-
tients again have Jeisure time except for two days a week when
the library cart is on the floor. On threc cvenings of the week

1 programs arc scheduled, on threc

movies or special education
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there is time set aside for showers, and on Sunday night the ime

- . 4 R3]
1s devoted to recreation under the direction of “Special Services.

This, indeed, is 2 different day from that experienced by the
patients on the Museum Ward. .
The daily schedule follows a regular pattern, set up welll n
advance and posted in the ward office. In addition, there is a
cheet for cach patient so that the amount of time he spends at
occupational, recreational, corrcctive, educational, or physical
therapy can be noted. For those who are on total push treatment
their lives are run by the chart and they are constantly on the
move, lining up to go to meals, or 2 job, or the auditorium, or the
ball park. It is easy to see why Moving Ward is an exceedingly
apt name.
Here is a ward that is half empty during most of the day, that
has a great deal of equipment for recreation, that allows much
more freedom of movement and interaction to those who remain
on the ward. The question arises as to the need for control meas-
ures. The visitor is told that hydrotherapy and packs are always
available and used occasionally, as is seclusion. The frequency of
use, however, does not seem to be so great as on the Museum
Ward. The ward staff express the opinion that this is due in part
to the fact that many of the patients find an outlet for their
energies in the round of their daily activities. For those who re-
main on the ward supervision can come from Patient Helpers and
the staff can have more time to do things with them. The visitor
is told also that these patients may not be o sick as those whom
he has seen on other wards. Some of the staff, however, raise the
question \‘:'hc(hcr the fact that the patients appear less regressed
isa function of the degree of their iliness or a function of the
stimulation and push on this ward.

I’aLicn.t-smﬂ‘ interaction on this ward does take place. The only
tm\.:blc is that there is very little time for it in the groups of
patients who move all day long. Thus, although the possibility
exists, it never develops into real relationship. The situation is
‘::;::;‘}‘1"“&,‘ the GO?SC Eggs and Paﬁcn_t Helpers. On the ward
r the time, they have the opportunity for continuous sociat
interaction with the stafl. They are second-class citizens, how-
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ever, below those who are in hospital industry or on a total push
program; thus, they do not get so much attention as time might
permiit.

Af.tcr the order and conformity of the Museumm Ward, the
Moving Ward seems one of movement and permission. It is
dCC.ef_ltiVe though, and the visitor wonders if the daily schedule of
activity may not be as productive of conformity as the rules of the
Museum Ward. He will puzzle over this for some time.

The Family Ward

Our visitor’s reception on the next ward is different from any
he has had yet. The paticnts and staff greet him; he does not -
have to greet them. He senses that they act like different people
but he knows patients are as ill here as on the other wards. As he
develops a fecling for the patients and ward events, he may have
the impression that the activity is like that in a small rural com-
munity where life goes on unhurried. On closer observation he
notices a variety of interpersonal relationships that resemble those
In an old-fashioned household with many children, grandchil-
dren, and relatives. It is almost like a big family. Thereisa iiyllglq e
group of younger and older ward veterans who constitute a rela-
tively stable ward society, around which transient patients come
and go.

There is a deceptive normalcy to the behavior of patients on
this chronic ward. The visitor notes an informality and intimacy
among patients and personnel that he did not see on the other
wards. He also observes a differentiation of sacial roles that he did
not see 50 clearly on the Museum or Moving Wards.

The observer soon picks out the Ward Hero. Often he func-
tions as the Wise Man or Ward Diagnostician to the other pa-
tients. Usually a ward veteran, with many years of experience
with staff and patients behind him, he is well informed about the
differences in degree and type of illness of cach patient. Able to
see early signs of returning agitation in a withdrawn paticnt, he
reports to the attendant what he finds, Subsequently he may help
the attendant persuade this person to move to a less stimulating
part of the ward. When a new patient arrives, the Ward Hero is
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often the one who lends him emotional support by introducing
him to the various ward groups. From time to time he may even
check the patient’s progress in relation to various ward cliques to
see how he is getting along. .

When 2 disagreement between two patients threatens to end in
a quarrel or real brawl, the ‘Ward Hero will attempt t(.) f'orestall it.
Knowing the other patients well, he is very sensitive to the
“manicky” patient who is approaching recovery. Hc. knows at
this time the patient may want especially to express his need for
leadership and seek to organize the “boys with the sideway looks
and backward glances.” He also knows that this patient would
only stir things up with his methods and may help to steer him to
other tasks that will help to drain off his excess energy.

The Ward Hero feels that he is not just another patient., His~
knowledge of the ward and its occupants makes him a staff ally.
He has made illness his occupation and, thus, he can deny the
existence of his own illness or at least its dangers. His reward
is the role of Ward Hero.

The Ward Clown or Fool is as essential in this patient com-
munity as the Hero. He is ““a weak one,” often avoided by other
patients at meals and bedtime because of his bizarre manners.
Yet he has a repertoire of funny stories and he entertains patients
as he impersonates the; frailties or mannerisms of others, At such
times they can laugh at him, or when he is intentionally clumsy.
They need him because he provides comic relief; but they do not
Jaugh with him. He reminds them of what not to be, if they want

to be normal,

'I:hc visitor soon learns something about the perennial problem
patients of the ward. One of several such “villains” that may
come to h_is attention is the Con Man, He shams and ingratiates

himsell with the others. He mulcts the Clown who believes in him
but _hc cannoy abscond very far with the Clown’s cherished ball
of tinfoil before he is stopped by the attendant. He may try to
persuade an aged patient 1o give up his favorite rocking chair in
return for getting him up and helping him to the bathroom.

l?owcvcr, he often meets his Waterloo at the hands of his tradi-
tional adversary, the Shopkeeper,
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The Shopkeeper is the ward scoundrel who has found a means
to be systematically dishonest with his fellow patients. He is an
expert at e:xchanging pieces of string or paper for a cigarette,
tobacco, pipe cleaners, and other minor ward valuables. Un-

ashamed of thesc one-sided exchanges, he both intrigues and

repels the other patients with his devious and socially unaccepta-
ral concern to an

ble ways. He is often the object of serious MmO

elderly patient “who has religion in a bad way.” Known to all as

lh.e Preacher, he tries to expose the Shopkeeper while the latter

tries to unfrock him. They make a strange pair, indeed, but both

are tolerated and are even jmportant members of the ward.
Al_though many patients may 10 Jonger believe in God, they

are silent when the Preacher reads from his Bible and prays over

a patient before he goes to shock treatment. They are glad and
They may think

gratf:ful when he tries to reform the Shopkeeper-
of him as a character and even as a comic, but they do not ask

him to stop offering prayers.

There is little difficulty in recognizing these patients. Since all
conform to familiar social types, they are known t0 the ward by
colloquial terms. They lend the appearance of organization t0

what at a glance isonly 2 crowd of patients, but most importantly,
ilar to the world outside.

they help to create 2 world that is sim
Thus, most patients ar¢ prcvented from remaining complete
strangers to each other for long.

In the fashion of the large family, staff and patients alike may
refer to one patient as the Household Drudge. He is 2 devout
worker, who makes his ward his stronghold, and who can be
heard telling another patient, «My work is mY p]casure.” An-
other patient is known as the Gadabout or Errand Boy. He
seems to have 2 constant desire 10 visit with other patients and

an insatiable curiosity about happenings off the ward. Since he

usually has ground parole, he is ever hankering for errands that

give him an opportunity to practice his rcportorial bent.

here are several ward paticnts who are called the
puted decp emotions and

As a rule, U
Silent, Stubborn Ones. They have r¢
that it is best to Jeave them alonc

other patients and staff suggest 0
unless they come out of hiding. The ward family scems to expect
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them to seek each other's company, as if it granted

them the right
to dissent from its way of life. The visitor hears a nurse express

herself to the effect that they may be in mute rebellion ag

ainst
those who seek to make the ward into the image of the out-
side.

The ward family has a name for almost every pat:xent. .Therf: is
the Whiner and Complainer, who always tries to shirk his duﬂ(?s-
Another is referred to as the Informer or Tattletale. He carries
stories about other patients 1o the staff, and be sidles up to super-
visory personnel on their daily rounds to inform on the ward
staff. Frequently, he has a run-in with the Go-between, who
generally is well liked by both patients and staff. The lattcr’s. rf)le
is appreciated because he tries to settle differences of opinion
about necessary ward chores and the like, as well as interceding
on behalf of his fellow patients with the charge nurse or aide.

In addition to this description of the Family Ward in terms of
role classifications, the visitor will carry away impressions about
certain of the social processes that run through ward life. One of
these is the emphasis on cooperation. The Yimited living facilities
and comforts, the restricted space, have put a premium on co-
operation. By and large the patients know that what they can do
depends on what others do and plan to do. Also, the staff appear
to foster and maintain this attitude in a number of ways. For
example, they seem eager to preserve an equable division of labor
and of special functions according to the ability, interest, and age
of the patients. In such planning they are not averse to soliciting
the tacit support of the ward veterans, so that there is a good deal
of interdependence between patients and staff, Both have a sense

of belonging,.

Along with a spirit of cooperation and helpfulness there is also
rauch competition and contention. For the control of this be-
havior there are both subtle and overt forms of social sanction.
The patients know that they cannot order each other around as
t?xcy might sometimes wish. They realize that there would be re-
sistance from other patients to their attempts at aggression, also a
stern reproof and perhaps loss of privileges from the nurse or
charge aide. In addition, the patients punish the “sassy™ patient
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with silence or anger when he tries to pick on the Wee One and
whenever he flaunts the authority of the ward veterans, If some-
one docs not behave properly, disdain is shown in the faces and
voices of the others. There are unwritten rules for behavior that
both staff and patients understand and share in the enforce-
ment.

Not only are the spirit of cooperation and the social controls
analogous to those found in large family life, but so also is the
humor. Patients seem to enjoy the many occasions they have to
laugh at their elders behind their backs. The visiting doctors on
rounds are called the Travelers. A pri‘m, skinny, rule-conscious
supervisor is dubbed the Yardstick. Laughter peals when the
Clown mimics a bespectacled and squinting doctor, or 2 nurse
W%lo is generously endowed in certain physical assets but other-
wise inadequate.

Others engage in banter about their fate, commenting face-
tiously that the length of hospital stay is really only a matter of
luck or influence. There is blasphemous laughter about a pa-
tent’s lack of normal maleness. An old paretic patient, forever
wearing an inane smile, and a garb of swathed sheets because of
his incontinence, is derisively known as the Bloomer Girl. The
garrulous paranoid patient whose health is complicated by hyper-
tension is diagnosed as having high blood pressure of the lips.
A ward veteran regards his lack of results from maintenance
shock as his bad batting average. The ward cynic announces to

the visitor that death outplays anything that medicine can do.
Indeed, the smiles and laughter seem to make sport of illness and
death.

Such, in brief, is the Family Ward, a place of sharing, of
belongingness, of security from the outside world.

REFLECTIONS ON THREE PATTERNS OF WARD CARE

ave drawn of the

The pictlires we h
Family Wards have been merely sketches and, as we stated

earlier, they arc composites OF tideal types.” When scen in a
hospital setting, they usually exist as variations of our description.

Museurn, Moving, and
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However, practically every large hospital ha.s. one ot mf)redof
them, developed out of the need for cm.npron'use bctwccr.x inade-
quate facilities and an ovcrloadlof patients, 01: frc_>m serious ‘CA?;'
perimental endeavor or permissive concern with 1'11 people. Ve
feel it is important, therefore, at this juncture to point out certain
features of each pattern that are important in patient care.. .

In the first case, the Museum Ward, the care of the patient 13

management through the use of rigid rules. The emphasis is on
maintenance of the ward and on control functions of the staff.
The prevailing pattern is prevention and security, rules and an
enforced patient submission. In the Moving Ward care is really
controlled treatment through the manipulation of the patient, the
pushing into a schedule of activity. The prevailing pattern is
activity and decision by the staff, and an induced lack of patient
initiative. In the Family Ward care comes through ward roles
and responsibility training, with a pattern of discipline and
decision-making that is largely maintained by and for the pa-
tients themselves. The pattern is informality, hard work, and
service for both patients and staff.

Another feature of staff-patient relationships lies in the distine-
tion between ill and normal. The distinction is sharpest on the
Museum Ward and the social distance between staff and pa-
tients is great, exemplified in the remark of one physician that his
ward was filled with “woody, old vegetables.” The distance is due
partly to the fact that the Legend of Chronicity is accepted here
and the restoration of patients to health or a better hospital
adjustment is not usually expected. The distinction between ill
am-i normal is less sharp but still present on the Moving Ward.
It Is preserved because the staff do not have an adequate oppor-
tunity to form lasting relationships with the patients and because
they siil retain the exclusive power of decision. However, the
II;&%cncd social d:xssan?e results in part from the fact that the
no%:‘(fl‘s:’ig;:\n;mw is avoided because staff pretend that it does
The distinction ‘Ii‘crt:\o:::ln ?lx;t:x:zocml adJu?tme?t'ls :cmtlmpatcd.
Family Ward, for here the staff porma i n.nmmxzed - the

y adopt the attitude of being an

integral part of the ward patient universe. They are inclined to
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accept the patient for what he is niow, stressing the need for nor-
malcy even in illness. The Legend of Chronicity is not scen as a
problem because in the climate of the Family Ward chronic
deviant behavior is often viewed as eccentricity.

The three ward types may also be considered from the point
of view of their effcct on the patient. Emotional isolation is the
result of the atmosphere of the Museum Ward. Unable to form
lasting social relationships with either the staff or the other pa-
tients, the individual is driven more and more within himself.
The world of fantasy is lived in, not just believed in. The result
is a sense of nonidentity, expressed by one of the more articulate
patients when he said, “I’'m nobody and going no place - . -

like the others here.”
A patient on the Moving Ward also has the problem of forming
- staff but it is not in the

lasting social contacts with ward mates O
context of forced withdrawal. Rather it is in the context of forced
movement. It results in more of an emotional confusion than
isolation. The danger to the patient results from the fact that he
has little or no choice in his activities and may be pushed into
certain activities before he is ready for thero. This situation of
emotional confusion was characterized by 2 patient on a Moving
Ward this way: “I'm something all right, always doing things,
but I can’t tell where 1 am going- Being busy at being happys

I guess.” )

The patient who is @ member of 2 Family Ward has a certain
freedom from total supervision and planning by the staff, plus
some stimulation from the social situation outside the hospital.
The positive effect is 2 supportive o0& enabling the patient to
work at his own speed in sorting out the complex prob%ems of his
retreat from the world. The potential negative effect is that the
individual will be s© dominated by the group that he may be
absorbed by the group and losc what little initiative h.c has for
making a better social adjustment beyond the ward sctting. Such
a situation can be seen in many of the ward vct'cmnsz"l:hc cﬂ:cct
has been summed Up in the statement of 2 patient: - I’m doing
my job here 0.K., but there’s too darn much family stuff for

»
me; gets on my nerves, s¢¢-
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Finally, there is a varying effect on staff members in cach of
the three ward situations. In the Museum Ward it is so easy for
the nurse or attendant to lose sight of the fact that the patients
are human beings, not just types or bits of movement in the ward
geography. The situation also provides the staff an outlet for
unspent aggressive urges, especially those that may arise from the
frustration of dealing with long-term mental illness. On a Mu-
seumn Ward it is difficult to channel aggression into productive
activity.

The staff of a Moving Ward may have a different attitude
toward their patients, believing that they can get well and need
to be pushed, but the danger lies in the ritual of motion. On the
one hand, so much time can be spent in keeping records and
being busy with the schedule that the individual can be over-

looked or forgotten. On the other hand, the schedule of activities
can become an end in itself, or a

substitute gratification for goal-
directed patterns of care.

Perhaps the greatest danger on the Family Ward is that of
inertia. Some patients will recover from a psychosis by them-
selves if given enough time and a syitable hospital atmosphere.
Others need steady direction and urging to bring them back to
reality and normal social contacts. By allowing the patients to
h'ave more freedom of choice in their activities the staff may lose
ties to the mentally ill, as
direct the patient’s goals

mmunity. It is easy to become
kind.

far as providing the extra drive to
beyond the confines of the ward co;
complacent in a situation of this

SQCIAL REMOTIVATION AS A PATTERN OF PATIENT CARE

Up to this point we have emphasized four factors which bear

on the care and treatment of long-term mentat Ppatients: (1) the
veryday Operating problems, those connected with

tients;

ioral characteristics or place i

> a Place in the ward sch,
diagnostic labels; (3) the Pprese egond of GonbY
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and its deadening cffect on active treatment programs; (4) the
variety in patterns of ward care that have developed, the Mu-
seum, Moving, and Family W ards, each with some strengths yet
many drawbacks in relation to patient improvement.

V}’e turn now to a different approach to the long-term mental
pa'uent, one we have characterized as social remotivation. Its
primary feature lies in a set of attitudes, toward the patient and
toward the treatment process. In terms of the patient, social
remotivation requires the acceptance of the patient as 2 worth-
while individual, capable of improvement, regardless of the de-
gree of observable deterioration. Furthermore, its aim is to have
the patient come t0 accept himself as well as help him to be
acceptable to others. Under the philosophy of social remotivation
the patient is granted certain rights, first, to as active treatment as
possible, the most beneficial program for his particular problems.

At the same time he is given the right of choice oceasionally, to be

alone if he wishes, yet be respected.

Social remotivation seeks to mobilize the entire ward routine
and program for therapeutic ends. Once the patient has been
accepted as worthwhile and as having potential for growth, the
daily activities of ward life can fake on Tew meaning. Rather
than deadening routing they can become worthwhile learning
experiences if they represent graded Jevels of achievement in the
needs of the ward as 2 community. Thus, the social milieu of the
ward is mobilized to pring out latent energies toward health,
reinforce them through 2 series of social réwards, looking toward
an improved hospital adjustment OF eventual return to the com-

munity. o )
To return to the four factors noted at the beginning of this
section, social remotivation as 2 pattern of care has to accept the

ting problems, at least for the present.

reality of everyday opera s h e
In fact, to us one of the mportant features 15 that in spite of
crowded conditions and inadequate numbers of physicians,

nurses, and aides, encouraging Pro ms ?f ward care can be
developed. The cases described in the fo]lo.wmg chapters occurred
in large state hospitals where administrative problems were ever

present.
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Social classification of patients can be useful ra.ther tlza‘n detri-
mental if placed in the proper perspective and \Vl':h pczsxt,wc endﬁ
in view. In colloquial language, social classification lsn't bad if
you know what to do with it. The action component of the

definition is therefore important. In certain ward situations, for
example,

the Museum Ward, social classification is used pri-
marily as a way of sorting patients in order to .kecp’the' ward
routine operating. In social remativation the classification is u.sed
to emphasize positive patient roles, or those aspects of patient
behavior that can contribute to improved skills in interpersonal
relations. It is never used to emphasize negative personality char-
acteristics, as in the case of Drips and Drags or Goose Eggs.

“Beyond the Legend of Chronicity,” a phrase used as the title

of the last chapter, indicates that social remotivation cannot ac-
cept the definition of chronic that emphasizes hopelessness or
minimal expectations for patient improvement. In fact, social
remotivation is the antithesis of the Legend of Chronicity.

Finally, remotivation draws from the Museum, Moving, and

Family Wards those features of each which can be used for the
benefit of the patient. For example, the rules and authority of the
Museum Ward may be most valuable in reducing anxiety of
some patients about the force of urges within themselves. Even as
the growing child becomes anxious without some setting of limits
by his parents, so the psychotic patient may be overwhelmed by a
completely permissive environment. Rules and order are used,
however, with the needs of particular patients constantly in mind,
to benefit ill people, rather than for the ends of control and
conformity alone.

The push and direction found on the Moving Ward are valu-
able assets to counteract the natural withdrawal tendencies of the
person who cannot face the prablems of the world. Without help
b): the staffl toward the reestablishment of worthwhile relations
‘(;:::""thm: many patients \)'Oult_i merely rigidify their with-
ﬁdc;\:c E?:Lc‘;ns Push and direction are used to build a con-

» 1ot only to make the person acceptable to others;

and caution must be exercised that movement does not become
an end in itself,
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On the Family Ward the emphasis on social structure, the
d_evclopment of varied roles, and the closeness of staff and pa-
tients can contribute much toward health. These features are
utilized in social remotivation, but with the constant reminder
that the hospital ward must not become a second home that pre-
cludes interest on taking up life again outside.

In Chapter g we shall return again to 2 discussion of the
process of social remotivation. In the intervening chapters de-
scriptive cases of the ways in which remotivation has been put
into practice on a variety of wards, and in many different hos-
pitals, will give the reader an opportunity 10 think about it in
practical rather than abstract terms.



3. The Habit Training Ward

WARD J-4 AT LYNWOOD STATE HOSPITAL, 2 closed wax:d for chronic
male patients, is clean and homelike. No offensive odors a.rc
present even though many of the patients are old ax‘ld quite
regressed. There are few restraints necessary and all patients are
fully clothed, including shoes. A small but steady flow of dis-
charges takes place from this ward to other wards where patients
show an improved ability for social adjustment. It bas not always
been as described here; in fact, until recently it was classified as
one of the hospital’s back wards. At the present time it presents
one side of a contrast so striking as to be almost unbelievable.

A few years ago this ward was not a pretty sight nor a pleasant
place to visit, Built to house 70 patients it had a population of 9o,
ranging in age from eighteen to eighty-nine years of age. Sixty
per cent of these patients had been in Lynwood State Hospital
for more than fifteen years, while only 10 per cent had been there
less than five years. The psychological condition of the patients
was one of severe deterioration, but of those whose diagnosis
could be identified 18 were mental defectives, 8 were paretics,
and 7 were cpileptics. Diagnostically speaking, they “ran from
one type of illness to the other.”

. The behavior of the ward in general was characterized by
u.l!crmittent bursts of excitement, necessitating the use of con-
tinuous restraint for 2 third of the patients. These 3o were nude,
tearing clothes off immediately if any were put on them. One
Ppatient had been existing with wrist restraints in a shower room
under a shower for more than a year because of incontinence, In
?:gnx:r:ist of the patients were incontinent in urinary excretion

me or another during the day or night, Nearly a third
were stool smearers.

5¢
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chD'urmg the day the patients could be found sitting on the same
airs, rockers, or benches, or lying in the same spot on the floor.

i
ighteen of them were mute except for grunts or infrequent

b - .
ursts of screaming. Eight were constant talkers of autistic mur-
with their fingers, ignoring the

murers. Numerous patients ate
SPC:iﬁn placed before them. Twenty of them had to be tray-fed,
and 10 even spoon-fed because they were sO regressed that they

showed no interest in food-

In addition, the physical condition of the patients was poor,

V\flth a prevalence of dependent edema of the legs, skin rashes,
ringworm, and halitosis. The incidence of the last named was
highest, with an extremely poor condition of mouth, gums, and
teeth due to poor oral hygiene. There was a steady flow of

patients to the medical and surgical wards because of these dis-

orders, as well as the regular occurrence of injuries.
. The ward itself was untidy, actually dirtys «[iterally swimming
in urine,” as some of the staff said. The walls were olive drab and

mouldy green, with nothing pright or colorful to break the
monotonous exp ly a back ward, smclly

anse. In short, it was trul
and depressing.

The impetus for 2 change in this situation came from a number
of sources. The ideca was initiated by the clinical directors Dr.
Bates, who had just returned from 2 survey of statc hospitals,
where he had secn the efforts of other people dirccted toward

ds. He felt that

improving the condition of some of their back war
the staff of his hospital. In addition

if they could do it, so cov

to this, Lynwood State Hospital had just begun an aide training
program under the direction of Miss Lang, R.N. Onc of the
important tasks in that kind of program was 10 lc:lch.lhc habit
training of patients. For this, onc needed demonstration \\’:.\rds
where various schemes could be tried and where student aides

could gain experience. urc was present, thercfore, 0
select a ward in the hospital for improvcm:m in habit training, of

its innovation where none cxisted- . )
sed to lead 1O the sclection of Ward J-4. Onc

Other factors hely . ¢
of these has already beent mentioned, the steady run of patients
to the medical and surgical service because of poor physical care
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on the ward and frequency of accidents. This was a drain (t:n
valuable hospital space and time. The other reason could ;
found in the laundry. Here an informal study had been conducte
concerning the laundry load in pounds per patient. 'It was no
surprise to find that this was much higher on the untidy wards,
especially on J-4.

Accordingly,

in March of 1951 plans were drawn and activities
begun for remo

tivation on this ward. As a way of illustrating the

W men are, they get the
t and would rather die than 1ift a finger to help
straighten things out,
Anyway, we did not know how many people we would need for
the job. The noisy and violent patie;
time of the

they would
were apt to
them alope,

All this made the d
since we Wwanted a fe,
hospital people feel
much opposition w,
likely to behaye be

on at all, you know, and then
If you tried to talk to them they
astingly. So most attendants left

be still for quite a spell,
spit and cusg you everl.

ecision to start anything real hard, especially
male charge aide; and you know how many
about having a female on the male side. After
€ got it through—told everybody that men are
tter with women even if they are real sick,

sychiatric aide class, Mrs.

charge aide for J-4. This

Proved to he 5 happy choice, for much of the subsequent change
on her firm friendly manner and her tireless enthu-

her mission, Happily married and the mother of two
grown daughtexs, she brought stability and patience tg a situation
that she kney would change byt slowly,
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cxli:gin(closigrovc'started the psychiatric aide class with some
Dopresd e 11;1 taking care of mental patients. During the Great
O on both she and per husband had gone t0 work at Lyn-
M Cn order to keep their home and family together. Even after
o . bOSgrove .c0uld return to his trade, his wife stayed on until

ey b oth decided that their growing family needed Mirs. Cos-
iroves attx?ntion. Later she accepted a job with the student

ealt}} service of a medical school in the city, the short hours
permitting her to be at home when her daughters returned from

school.
1:Nht:n both children had married, Mr. and Mrs, Cosgrove took
a belated honeymoon t0 the West Coast, then on their returt felt

they could now do what they both wanted most, work at Lyn-
¢ type of work they liked,

wood again. This would give them th

as well as enable them t0 have more time together. Both enrolled
m the first psychiatric aide class. Although Mrs. Cosgrove con-
sidered herself a good attendant, she realized after @ few sessions

h'OW little she really knew about caring for th
tient. And now, she never out how much she

Jearned from the course i ach to different
al care of the mentally ill-

types of patients, tolerance, and gener:

It is perhaps worth noting that both Mr. and Mrs. Cosgrove

have always been active in church and school affairs as well as

community social activities- When their children were young,
or all the children in the ncigh-

their backyard was 2 Plang““d
borhood. They never seemed 100 busy to take time for play or the

supervision of games. Noswadays they like 10 hunt and fish, to
square dance, and to take part in various kinds of community
work.

We have dig'ressed to some extent herc because the pcrsormlity
of the charge aide had so MU 10 do with the eventual suceess of
habit training, a fact which we apparent as the
story of cfforts on J-4 unfo w to a fuller
exposition of that story- L

In its physic:\l structurc ward J-4 1S i

sisting of

hospital wards across the countrys con :
and shower room opening ofl

with Jdormitorics,

tires of telling ab!

ke many other mental
a central corridor

Jining rooT



56 REMOTIVATING THE MENTAL PATIENT

on the ward and frequency of accidents. This was a drain on
valuable hospital space and time, The other reason could be
found in the laundry. Here an informal study had been conducted
concerning the laundry load in pounds per patient. It was no

surprise to find that this was much higher on the untidy wards,
especially on J-4.

Accordingly, in March of ¢ 951 plans were drawn and activities
begun for remotivation on this ward. As a way of illustrating the
feeling of the staff at the beginning, some selections from a recon-

structed interview with Miss Lane and some of the aides may be
interesting,

When we started this work we were naturally concerned about

whether any good could come out of working with such patients. We
had heard of people trying it with women patients in some hospitals
and getting someplace. But you know how men are, they get the
boarding house habit and

would rather die than ift a finger to help
straighten things out,

Anyway, we did not know how many people we would need for
the job. The noisy and violent patients and the soilers took up all the
time of the regular personnel, The other patients were simply there
and forgotten; there was no time for contact with them by staff,
'.I'hEy Just sat around the walls, lay on the floor in the same place day
in and day out. Once i a while they'd take a mind to bite another
Patient or an attendant, for no reason at all, you know, and then
they would be still for quite a spell. If you tried to talk to them they
were apt to spit and cuss you evcrlastingly. So most attendants left
them alone

Al

ince

this made the decision to start anythin,
> We wanted female charge aide; and you know how many
hospital people feel aboyt ha

ving a female on the male side. After
much opposition we BOt it through—told everybody that men are
likely to behave better with women even if they are real sick.

One of the first 8raduates of the psychiatric aide class, Mrs,
Cosgmve, Was selected as the new charge aide for J-4. This

a happy choice, for much of the subsequent change
d.cpcndcd on her firm, friendly manner and her tireless enthu-
siasm for hey Mmission, Happi i

grown daughtex’s, she brought stabil;
that she kneyy would change byt g]

g real hard, especially
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Mr . . .
s. Cosgrove started the psychiatric aide class with some

experi . .
perience in taking care of mental patients. During the Great

Bcpfie?sion both she and her husband had gone to work at Lyn-
ood in order to keep their home and family together- Even after

M i
r. Cosgrove could return to his trade, his wife stayed on until

they both decided that their growing family needed Mrs. Cos-

2, .

im\l’fhs atte:ntxon. Later she accepted 2 job with the student
eaith service of a medical school in the city; the short hours
permitting her to be at home when her daughters returned from

school.
When both children had married, Mr. and Mrs. Cosgrove took

a belated honeymoon to the West Coast, then on their return felt
they could now do what they both wanted most, work at Lyn-
wood again. This would give them the type of work they liked,
Both enrolled

as well as enable them t0 have more time together.
b Mis. Cosgrove €on”

m the first psychiatric aide class. Althoug

sidered herself a good attendant, - od after a few sessions

h‘OW little she really knew about caring for the mentally ill pa-

tient. And now, she never tires of telling about how muc she

learned from the course in terms of the approach to different
f the mentally ill.

types of patients, tolerance, and general care O
It is perhaps wor h M. and Mrs. Cosgrove

th noting that bot
have always been ac hool affairs as well as

and sC
community social activities. ir children \.vcrc )'Ol:lng,
their backyard was a playgroun or all the children in the neigh-
borhood. They never seemed 100 busy to take time for play of the
supervision of games- Nowadays they like to hunt and fish, t0
square dance, and to take part in varjous kinds of community
work.

We have digressed 10
of the charge aide had 50 muc
habit training, 2 fact ¥ i
story of efforts o7 J-4 unfolds- We can wrm no
(‘—‘(posi'tion of that story. i 4 is like many other mental
In I physical structer® war {o’tisisting of a central corridor

hospi ; s the country» N
ospital wards acros o "and shower room opening off

with dormitorics, dining 0™

re because the personality
to do with the eventual success of

/i1l become apparent as the
w to a fuller

some extent he
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from i .
and ol;.d 1225;3:;&;1 dlagr;lm can be seen in.Figurc 1. Benches
e solasio. H s are found al?ng each side of the hall and
and chairs § . cre'thc benches line the windows, with rockers
heavy ta bslm rows filling up the rest of the space along with three
e Ues. It should be noted that there is only one toilet,
oom hat.:,b two seats a.nd a washbowl. In addition, the shower
e some large circular wash basins. The Kitchen facilities
people tonlilc(;i ;:; i{an;r}; are r(z;ther primitive for the number of
utilied at meals. , but arc a equate. A cafeteria style service 15
llt is important to keep this physical description in mind, for it
PT;YEd a prominent role in the problems that had to be faced.
h ere were only two toilet seats for go patients, 8o of whom were
ncontinent at some time during 2 twenty-four hour period. Any
program of habit training relative to excretory functions would
need to take this into consideration, 2 formidable task in itself, to
say .BOthing of keeping clothes on, encouraging better cating
habits, and keeping patients clean.
In spite of the many obstacles facing ber 2 habit training
the day that Mrs.

routine in each of thes¢ areas was start
f the ward. The routine had as its objec-

Cosgrove took charge ©
in all the things that went 0

tives to keep cach patient involved in @
ise the paticnts 10 a higher and

make up his daily Jiving, to @
more pleasant Jevel of hving and to hope for an occasional
nts. The schedule

restoration of atl f the younger patic!
two hours, daily brushing of teeth,

included toilet training every

washing of face and hands, combing of hair, dressing and wearing
clothes and shoes using re lar table silverwar!
jobs, and taking part in recreation- It was I\.hs..Cosgmvc‘s.rc-
sponsibility to plan the program and supervise its nccoxftphsh-
ment with the aides hift, as well as on the other shifts. of

necessity, the routin¢ had to be fixed and unvarying. The staff
 solid routine provided something

realized that for these patients !
to cling to in the same way that children need to know that there
’ s set aside for different events durin® the day. As
some tim¢ for the procedure to shale

are certain tm e «
would be expect it took sO¥
rcsém form. For the first few months, Mrs. Cot-

down into jts p
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{:::?O‘s-d '1}‘1116 gcner§1 diagram can be seen in Figure 1. Benches
o the sol cavy chairs are found along each side of the hall and
and chai :Sr.lum. Here.thc benches line the windows, with rockers
heavy tablm rows filling up the rest of the space along with three
containi es. It should be noted that there is only onc toilet,

ing two seats and a washbowl. In addition, the shower

room has some large circular wash basins. The Kitchen facilities
for the number of

in the form of a pantry are rather primitive
PEPPle to be served, but are adequate. A cafeteria style service is
utilized at meals.
It is important to
played a prominent role in the problems
There were only two toilet seats for 90 patients, 8o of whom were
incontinent at some time during 2 pwenty-four hour period. Any
program of habit training relative 10 excretory functions would
need to take this into consideration, 2 formidable task in itself, to
say nothing of keeping clothes o, encouraging better cating
habits, and keeping patients clean.
In spite of the many obstacles facing hers 2 habit training
routine in each of thes¢ areas was started the day that Mrs.
Cosgrove took charge of t tine had as its objec-

he ward. 1h¢ rou
tives to keep each patient snvolved in all the things that went 10
make up his daily living, he patients 10 2 higher and
more pleasant level of living and to hope for an occasional
restoration of at least some of the younger patients. The schedule
included toilet training every two hours daily br.ushing of teeth,
washing of face @ i and wearing

nd hands, combing of haif d
clothes and shocs, using 1€ cerware, doing ward

gular table silverwar
jobs, and taking PA¥ i

sponsibili lan the ProsTs T
mpcm wliltlltxydtlz ;ﬁdcs on I\Sr shift, 25 well as on the o_!hcr 'slufu. of
necessity, the routine ba to be 1§'cd :mfl unvarying. The sx‘a{r
realized that for these paticnts solid routine provided somcething
to cling to, in the s ¢ children need to hnow that there
are ccrm'u; simes set '(chcm events during the day As
would be cwcpcctcd. it took some time for the procedure 10 shale

s f Tor the first few monthe, M Cor-

down into its present ormm.

keep this physical description in mind, for it
that had to be faced.
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grove and the aides did little else but get patients to do something
or stop doing things. They coaxed, they tried being ster'n, they
mentioned unheard-of privileges. They tried to get patients to
initiate things,

such as pushing a broom, or putting on clothes, or
using better table manners. They ate with the pa.tients and
brought in extra patient help from other wards to assx'st the'm:

The problems involved in establishing the habit training
routine were not all the fault of the patients. The staff had some
problems of their own, fears that they might lose control over the
situation and some patients might escape or injure other pa-
tients, fears that the program might not work out.

After three or four months there was a feeling that the patients
were better, at least both staff and patients seemed to have more
confidence in each other. Learning to know each other better
meant that mistrust was giving way to understanding. Patients
told the staff that they were kinder people and staff began to
think that now they could start reducing restraints.

Progress was slow, but after about nine months patients began
to help each other, mostly because they wanted to please the
aides and Mrs. Cosgrove. Finally, this seemed to turn into a
genuine thoughtfulness for each other. They still talked like sick
people, stilted and rambling, but at least they talked more; and
they tended to listen to those who spoke to them, and not just to
fantasy voices. This all meant that the work that had to be done
on the ward hecame mare lnteresting o the patients and Mrs.

Cosgrove could begin assigning jobs in accordance with patients’
capabilities.

REMOTIVATING THE MENTAL PATIENT

Things had come a long way by the end of a year. It was not
necessary all the time to tell patients what ta do; often they
would come to ask what needed to be done, or even start a job
on their own initiative. The staff made a point of not asking
anyane to do a job just for the sake of doing something, for they
thought that such was just busy work and not therapeutically
bhelpful. Slowly the patients came to realize that there was o good
reason for doing everything. The result of this work interest by
the patients was more leisure time for everyone, because the
chores got done faster. That meant that the staff then had time
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l}‘leally to think about ways that they could brighten the ward
ours with entertainment and occupational therapy.

In order not to get ahead of our story, we should describe in
more detail various aspects of the habit training routine. Perhaps
the most crucial and at the same time the most interesting part

of this was toilet training. We have indicated the need for some-

thing to be done as well as the real obstacles that would have to
ngenious solution.

be overcome, yet Mrs. Cosgrove devised an i

All patients had toilet drill every two hours. At that time they
assembled in the solarium and sat down on the chairs or benches
that were placed there in rows (see ward diagram in Figure 1).
Thf.:n in order, one by one, the patients moved to the toilet, of
thcu: own accord or aided by an attendant or patient helper.
Dl.lrmg the process Mrs. Cosgrove would take a position in the
middle of the solarium, just inside the entrance from the hallway-
Looking at the position of the patients and watching her work,
one almost had the feeling that it was similar to the conductor of
an orchestra. At first, the patients went through the drill as much
out of curiosity as anything, because it was a break in the
monotonous routine to which they were sO accustomed. However
it was not easy and took nearly an hour and a half to complete
the routine, using three student aides and the charge aide. By the
time the ward was visited in connection with this study, some two
years after habit training began, the procedure required only
about forty-five minutcs "and incontinence 07 the ward was no
longer a problem. Also, it could be handled by one aide with the
assistance of patient helpers-

‘When the habit training a third of the paticnts
had to relearn t0 wear clothes an hal.f to wear shoes.
Clothing was being torn UP and destroyed 52 fast in various ways

around. The change to

that there was 1ot always enough to go arou
adual on¢ for the nude patients. At first, they

clothes was 2 EF ¢
wore strong hospital pants that were like BVD’s, and no under-
pants, sO that they could go to the toilet fasters \without having to
fuss \:'ith belts. After six months or 50 of this they werc able to

duate to Il plar overalls. .
gr;;t:hould bcg;mtcd that onc¢ Ars. Cosgrove had the dressing
routinc csnb]ishcd 1o the point where most oF all of the patients
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Factors to be considered in the rating of patients can be seen in
Chart 1. Mrs. Cosgrove posted this in the ward office so that all
shifts could become familiar with it and learn how to assess the
potential value of different patients. She hoped that this would
encourage staff on other shifts to select patients for special atten-

tion and retraining, once they began to show progress in bladder
and bowel control.

‘When the ward was visited in 1
had an A rating, 6 with B rating,
mately 40 with D rating. The rest

954 there were 7 patients who
5 with C rating, and approxi-
of the ward members were the
unemployed. When the program was initiated, most of the
patients would have been classified in the last category.

CHART 1. CLASSIFICATION

OF PATIENTS FOR WARD EMPLOY-
ABILITY ON WARD J-4

Overall criterion
A Patient will do job regularly

once he is taught the routine

Rating Evaluation points

I. Patient can work with attention
2. A tidy dresser

3. Cleans self

4- A regular eater

5. Walks with other patients of his own will
6.

. Knows other patients by name
7- Can handle brooms, ctc., appropriately
B Paticm~ has to b:. watched 1. May pot get along well with other pa-
on the job, at lcast in the be- tients; resents being interrupted in his
ginning of assigned work: 3 usu~ work
'altyman.aga to complete the o, Usually taciturn and not interested in
Job on his own other patients
3. Generally has tidy habits but needs
c Patient has to be watched at oecasional reminding
all times while working onan 1. Speaks only when spoken to, or chatters
assigned task; or Tequires the 1o an imaginary Pperson
;:on;l::cus example ofanat. o, Easily distracted
o:the: wnrl.mlx)g beside him 3. Handles toals clumsily or cannot handle
ame jol them at all without guidance
4. May be untid,
D

Paticnts whe may be
oceasiona] workcx:' “wh:u l::
mood hits them”; and thoge
who, though still disturbeq
are able ang willing 10 do one
task well in the company of
other Patients or alone, such
23 mOpping flon,

T, i -
shing Block, ey’ P 1108 pol

y about personal hygicne
and clothing,” but otherwise is habit
trained
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Arranged in order of presumed skill and interpersonal com-
petence was a scries of ward jobs to which individual patients

were assigned. This is shown in Chart 2. The list of patients
aSS_Igncd to each category was also posted so that those on other
Shlfts could keep track of the work order. This avoided the pos-
sibility of giving patients assignments out of turn. It also pre-
vented certain patients, such as a Con Man, taking advantage of

FOR WARD J-4

CHART 2. JOB CLASSIFICATION SHEET
Number of

patients working

Job description and grouping

Group 1
Toilet drill assistants
Tooth-brushing routine assistant
Morning care assistants
Assistant face washer
Assistant hair combers
Assistant for keeping the patient line straight
Assistant patient bathers

Total .

ERt

la‘»-u..

Group 2
Clothesroom men
Pantry men
Dining-room men

‘Total

ul.:-u.,

Group 3
Laundry man (preparation of clothes)
Laundry men (washing
Cleancrs for toilet and shower roomt
Cleaner for hydrotherapy room
South dorm bed makers ‘and floor mMOpPPETs
North dorm bed makers and floot moppars

Total

R

Solarium ben
Hall cleaner

Side rooms and front Toom* bed maker
nd front room* fLoor l:lﬂl;pﬂ’
th dorm 3 (Monday enly)
S'ool:'(!‘x d?)rm scrubbers (\\'fdntsd-ly only)

N
o

‘3\““---“\,

|
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an aide’s ignorance and palming off his job on another patient,
especially one who might not be ready yet for the responsibility.

The daily activity schedule of Ward J-4 began at 6:50 in the

morning. The time from then until eight o’clock was given over
to brushing of teeth, face washing, hair combing, and breakfast.
There were two sittings of 45 patients each at breakfast, two
patients being spoon-fed and two on a special diet tray. These
four patients were cared for by other patients. Toilet drill took
place at eight o’clock. At 8:45 there was a twenty-minute walk for
all patients except those on working details or apprentice details,
the latter commencing their jobs at this time. The walk, in the
solarium or outdoors when the weather was pleasant, often was
led by one of the patients. The next period of activity, from g:05
to 10:00, was scheduled for occupational and recreational ther-
apy. Nearly half the patients were considered able to enter into
this program, which was supervised by Mrs. Cosgrove and a
St“.dﬁflt aide. It consisted of work with wood and clay, picture
painting, and work on a rug frame. The object was twofold: to
make things that would improve the appearance of the ward and
that ?ould be given to visitors. Patients not participating in this
activity might be engaged in 2 special ward project, or could read
books or magazines, listen to music, or watch TV,

At the time of visit many of the trusted ward patient workers
This was headed by Mr.
erous patient at the beginning of

Thmaster painter” putting his
orgot 1 €re Was a good chance, the
225::;1‘]_‘:;.mld, that he might soon Jjoin the hospital painters

The television set had been presented

appreciation of all that

to the ward by visitors in
Mrs. Cosgrov
06510, and a better wa;

- C e had done to bring happi-
y of living for, the patients, Mrs. Cosgrove
both & h:oduced recorfled -music during recreation hours,
oth for bac!xgmund and list finding that popular music,
!} out most of the patients,
2gain at ten o’clock, by which time the
been scrubbed ang Ppatients had been given their
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mec.hcations. This was followed by lunch at 10:45 for most of the
patients, the patient helpers and part of the ward attendants
eating at 11:30.

Another toilet drill was scheduled for 12:15, followed by an
hour and a quarter of various patient activities. The extent of
variety possible here would depend on the number of personnel
available on the ward, but frequently 2 recreational therapist
would come with a punching bag, beanbags, and the like, which
the patients enjoyed a great deal. At the end of this period, 215
there was another toilet drill, then sweep-up time and prepara-

tions for the evening shift.

:I'he rest of the afternoon and th
toilet drill at two-hour intervals, activities in between, dinner,
af!d Visitors in the evening (twice 2 week). Showers or baths were
given three times 2 week, except in the case of the few remaining
untidy patients who had a shower every day.

In addition to the occupational roles assigned to the patients,
certain of them were given added responsibilities, and conse-
quently added status, in becoming physical symptorm and patient
behavior spotters. This assignment was made to those paticnts
who were classified in Group 1 jobs (see Chart 2), nine in number
at the time of visit. Under the heading physical symptorms, they

were trained to watch for early skin conditions, weight loss,
swollen legs, poor eating habits, and poor condition of the mouth,
gums, or teeth. Under the heading patient behavior, lhc?' were
taught to make 2 rating of app¢ he basis of the tidiness

and hands,

nrﬂncc ont
of hair and beard, cleantiness of face, ﬁngcn:nmls,
acket and sh jon to trouscr but-

cleanliness of trousers, J oes, attentior
tons, and finally, early signs of disturbcfl behavior.
Such training was egun adually, with concentration first on
the accurate observa ical symptoms. Later they were
asked to go farther and in effect become the {»mr}dnrd setters 0{
ward behavior and appeara? the prlncxp'lc of’l ‘.h\i-swf
caring for the sick, :d(h;n -irl?!xir}ion 112!
gave a sensc of identity an pu . . y E i ],1 d
helped to reduce the number © caces going 1o the 1 ical an
surgical wards, on¢ of the carly problems on J-4-

e evening were devoted to
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Rewards for good work were partly inherent in the situation,
namely, heightened status and the approval of Mrs. Cosgrove.
Other rewards were added as well, including estra time off the
ward, special recreational opportunities, and the prospect of
transfer to a ward that was closer to eventual discharge.

In describing the changes that Mrs. Cosgrove was able to bring
about, we must mention the various ways she contributed to
establishing 2 more homelike atmosphere. For example, the cur-
tains at the windows and flowers in window boxes in the dining
room, innovations which she initiated, made the surroundings
more pleasant. Both the curtains and fowers were destroyed
several times by patients, which was enough to discourage any-
body. Each time, however, they were replaced, until the patients
finally came to accept them as part of their environment. After a

year and a half Mrs. Cosgrove added a canary bird and two love
birds to the dining room, which is also used as a visiting room.

The. birds and flowers are cared for by Mr., Kane, a schizo-
phrenic patient with marked depressive behavior. Noting his
frcque.m crying episodes and realizing bow difficult it was to
establish good rapport with him, Mrs. Cosgrove tried to find out
what.kind of work would interest him. By chance conversation
she dxsct?vcred that he had considerable knowledge of flowers and

asked him to take charge of the window boxes. Gradually he
became_kft?p.er f’f the birds as well. Finally, he was able to assume
Zejgoxzzig;easﬁ;x t::fe k;f,(:;erfli;l ’ghe f:rying.sPeIIs have disappeared

0 s him smiling as he cares for the

birds or finds a new flower blooming.

boﬁﬁ\‘:‘:ﬁ::g:::eﬁ:;:d \:asthin the form of a 'large bulletin

Items of interest t(r)) the p:tienes legir(:(f)(::: solznu‘m res were

5 , and pictures were

S::f(;‘e:tﬂf]'em by means of scotch tape. These were supplied by the

. irst but this responsibility was gradually taken over by

e ?;!;e;&ts, those who were able to help, alternating weekly in
. Now it isi

G W even relatives and visitors have begun to bring in

hnl:im‘\)z cof the results of the remotivation procedures on Ward J-4
N apparent in our description of the habit training
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;};(z’a;yt:nd .othcr activities. Two years after the program started
prove hadedtlme tl}e ward was visited in this Survey, Mrs. Cos-
B ients, B eco‘ratwe, homelike, and clean living quarters for her
B e - I x;jlctlcally alll of the patients were going through the
boen ;Vlt out the assistance of ward personnel; restraints had
e r(:_-l uced almost. to zero. The need for hydrotherapy had
thepém 1 frqm approxxmately 4,000 hours 2 month to 1,000. From
. eginning of the second year of training about 35 patients

ere tr.ansfcrred to other wards for further rehabilitation- With
i;[l enviable record of this kind, it is not surprising t© learn that
Mrs. Cosgrove received the Psychiatric Aide Achievement Award
in 1g52. Furthermore, Ward J-4 has been designated the habit
he whole male section of the hospital, and 2

training clinic for t
a for student aides.

special training are

COMMENTS AND CONCLUSIONS

«hread and butter” of remotivation, for
in changing apathy and discouragement
The back wards in any mental hospital,
n the beginning, 2r¢ unpleasant and
£ the futility of therapeutic
for the Legend of
rst step in

. Habit training is the
it is the basic ingredient
by the staff to optimism.
Di: which J-4 was typical i
dismal places, constant reminders O
measures, and constant reinforcing agents
Chronicity. Successful habit training is, therefore, the fi
reversing the pattern of discoumgemcnt.

A number of factors were important to the remotivation pro-
gram on J-4, either contributing 0 the success of habit training
or to further reawakening of dormant patient skills and interests.
For example, the rules and © found on 2 f\fmcum
Ward were essential R .+ training routinc. The
level of patient adjust that it was necessary to
impose a regular an i cture on ward events. The
crucial difference between J-4 and the typica
however, was it the expect?
and her stafl i
this frame ©
treatment rat

5. Mrs. Cocgrove
en could be helped; in
f reference order became aids to
her than €n®
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Development of occupational roles, a form of social classifica-
tion, was another factor which should be noted. The status of
Patient Helper, Clothesroom Man, and Symptom S.potter areall
examples of the positive use of a social cla§sxﬁcatxon. Further-
mare, the occupational roles were organized into graded levels of
achievement, with rewards and prestige accruing to each level.
The job classification rating, from A to D, offered vis}ble evidence
to the patients of therapentic progress, not to mention the bene-
ficial influence it had on staff attitudes. Mr. Orr, the former
master painter, or Mr. Kane, who loved the birds, were examples
of definite improvement.

A further point was the fact that the staff found out that pa-
tients got better by doing many different things. They told the
observer that some got better by “sorting clothes, others by serv-
ing food, still others by scrubbing the shower and toilet. Then
there were those who improved when they felt they had a stake in
redoing the walls of the ward, or painting pictures, or making
hooked rugs.” In commenting on this observation, Miss Lane and
Mrs. Cosgrove said, “All these activities are useful, we think, but
there’s got to be a purpose in all you do, and you have to do and
be with patients and think with them, not just do things for them
or leave them alone. Also, the patients have to see results, just
like anybody else.”

Our final comment is that the habit training program on J-4
utilized the existing resources of the hospital. It did not require
the expenditure of extra funds, or the addition of new equipment.
Within the realities of the everyday ward situation, using the
furniture already there, getting along with limited toilet facilities,
a successful program of social remotivation was put into operation.
The crucial factor was the imagination and initiative of Mrs.

Cosgrove, and the willing support given by her staff. The ingredi-
ents of imagination and initiative, factors in Mrs. Cosgrove’s
personality, had been sharpened and directed by the psychiatric
aide class at Lynwood State Hospital, From beginning to end, the
pvografx} on Ward J-4 was a result of the Jjudicious rearrangement
and uu}lzation of staff and equipment, sparked by the belief that
something could be done to help the chronic mental patient.



4. The House of Miracles

THE cHRONIC PATIENT who is also assaultive and abusive toward
Ot-hﬂr patients or the staff is always a problem in mental hos-
p_ltals. Constant supervision of him means that aides have less
time to spend with other patients, time that might be profitable
in starting these patients on the road to Tecovery- The use of
various types of restraint, of hydrotherapy, and of wet packs has
helped to control the difficult patient but it is not possible to
keep him always in restraint or packs. Again, these procedures
use an inordinate amount of personnel effort for a few patients.
With the advent of psychosurgery in the late 19308, 2 partial
solution for this problem appeared to be at hand. Although
Iobotomy was used on relatively few patients, and many were not
helped by the operation, 2 considerable percentage of patients
with severe obsessional states, agitated depressions, Of SEVere
chronic schizophrenia improved sufficiently after surgery for dis-
charge or at least showed improved hospital adjustment. It was
noted, however, that this improvement did not come about im-
mediately after the operation. Retraining in such basic habits as
feeding and elimination as well as social relations was necessary-
Without such efforts the care of the lobotomized patient could
well increase over that in his preoperativc state. Retraining, how-
ever, requires time and people, precious commodities in any state
hospital. It is no wonder, then, that lobotomy wards, or neuro-
surgical wards as they might be more correctly calleds have often
fallon short of their intended function; €© the frustration of the
staff and the detriment of the patient. . i
The Survey, however, found a number of heartening efforts int
the direction of remotivating lobotomy patients: The observer
noted that one kind of procedure appeared t0 work well in on¢
71
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hospital, a different procedure to be characteristic of anosh;::;
hospital. Together they added up to a total program that mig

be utilized in any institution that had the ‘resourccfulncs.s t(:hp;ut
it into practice. We are thereforc. presenting our story mf ce
stages, as a composite picture, beginning with a program o basic
retraining in a large western hospital. Then we move ca‘\st to con-
sider a plan of “side-room treatment” for .those patients who
appear to be least affected by retraining. Finally, we return to

the West, to a small hospital that developed 2 helpful program
of group discussions with relatives.

A LOBOTOMY RETRAINING WARD

One of the key hospitals in a large state system is the setting fer
the first aspect of lobotomy patient remotivation. Because of its
large size, there were many chronic patients on its wards who
were likely candidates for lobotomy; in addition, patients were
transferred there from other hospitals for psychological evalua-
tion and possible surgery. Care of the lobotomized patient, con-
sequently, was an ever-present problem.

The impact of remotivation is most striking when considered
against the background of the “old ward,” the place where the
neurosurgical patients were housed prior to the retraining
project. The patients, all women, had been seriously ill, without
even temporary remission, for about two years, and most had
been patients for about five to seven years. The picture of the
wards from which they had come was quite uniform, the patients

continually confined to the ward, and thought too disturbed to be
taken to the hospital dances. Even occupational therapy was not
available. Occasionally one of them would try to sew, but other
patients would interfere and nothing much resulted. Most of the
movement on the ward was due to dependable and docile pa-
tient workers, the “occasional mood worker,” and the “fringe
workers.” The patients who were noisy and disturbed tended to
absorb most of the energy of the attendants. Others squatted
around the walls, or lay scattered on the floor, often in the same
place from one day to the next. From time to time one patient
would attack another, or an attendant, for no apparent reason,
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and ick i
enco\?: qlgckly revert to inertness again. If approached and
aged to do something, many would become obscene and

, ONE reason for v h onfac
nasty staff reluctance to h
ave muc direct contal t

Staff Feelings About the old Ward
SCFI;S:;X::irgO; r::fzu'dsdsimiiixlr to the “typical” ward just de-
thought psychosur; erred to the loboiomy ward if the physicia®
was gery might be 'valuablc. The lobotomy ward
n0t. popular with the staff; in fact, there was difficulty in
fCrSuadl.ng nurses and aides to work there. A number of reasons
la{ behind this reluctance, not the least of which was that
(}’1 otomy was regarded as the end of the road, the 1ast resort. To
‘. at extent the lobotomy patient reprcsented a failure of medi-
cine, and few people like to be associated with failure. Further,
the patients were usually transferred t0 the ward two O three
weeks before the operation, lobotomized, i
ward for a period of 2
returned to the ward or hospit
short period for contact with an individual patient precluded
fmy‘hing more than physical care or concern for her psycholog-
ical needs of the moment- be essentially surgical
nursing, not psychiatric nursi es and aides absorbed
and magnified these feelings, em on to the others,
creating considerable dissatisfaction.
A New Retraining Ward
Realizing the dissatisfactio ¢ of the necessity
for a program of retraining in addition t© the surgerys the hospital
established a special ncurosurgical \ward in July; 1951 where such
be carried out- vas the resto-
i level of func-

a program might bl
ration of atients as POsS! e to 2
asmany P +tal. The secondary aim
Ie the rest of

tioning so that they € A

was a compromise and a pract\cal objectives 19 enable s
the patients t0 reach 2 ™ isfactory level of hospital adjust-
ment in terms of being useful members of 2 ward and relatively

happy with their lot.
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The ward was located in a one-story building and had bed
space for 6o patients. The division of the ward was not unusual,
consisting of two 30-bed dormitories, 2 dining room, a dayroom
that could accommodate all the patients at one time, a clothes-
room, a pantry and ironing room, and two side rooms. A long
wide corridor opened into the dormitories, the dayroom, and an
enclosed patio-type yard. The furnishing of the ward was un-
usual, for the furniture was new and comfortable. There were
varicolored easy chairs, covered in plastic, mirrors on the wall,
and many unscreened windows (those that faced the enclosed
yard). Finally, the walls were freshly painted in pastel colors.

The staffing pattern for the ward was increased, so that the
morning shift consisted of the supervisor, usually a nurse, three
to four aides, two aide trainees, and one student nurse. The after-
noon shift was usually in charge of the chief aide, with two or
three aides and two aide trainees. The night shift consisted of two
aides. It must be admitted at the outset that had the ward not
been designated an aide training area the project would probably
not have been possible.

Initiating the program presented difficulties. The head nurse
and chief aide were pleased to be offered a position of responsi-
bility in the venture but had never worked on a neurosurgical
ward. Therefore, they accepted with some reluctance. Matters
were not helped by the resentment of the veteran staff who had
come fram the previous lobotomy ward segime. These people
gave the patients good physical care but often ignored or ridi-
culed the suggestions of the head nurse or chief aide for in-
corporating ideas of psychiatric nursing into neurosurgical
nursing,

In spite of this stress a schedule was quickly established for the
dax].y activities of the patients on the ward. This was varied from
patient to patient in keeping with the nature of the population,
some }-;.cing oldtimers, others newly admitted patients, some most
promising in adjustment, others much less so. The schedule
emphasized retraining in basic areas like sphincter and bladder
control, eating habits and table manners, in the use of hands and
body in various skills, and in other areas like recreation, social
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responsibility, and music. The gencral daily schedule is repro-

duced below:

545 a.m,
6:30 a.m.
7:00 a.m.
to
8:15 am.

8:15 a.m.

9:00 a.m.
9:15 a.m.

10:00 a.M.

11:30 a.m.
12:00 p.1m.
12:30 p.m-

1:00 p.1M.

2:00 p.I.

Patients awakened and dressed, specialed to bathroom.

Tooth brush drill.

\Vm:d cleaning: floor polishing, dusting, tidying rooms,
sorting laundry, taking care of trash. As patients im-
prove they should be allowed to help with other work
on the ward and in the cafeteria.

Breakfast. Patients’ eating habits and table manners

should be watched and instructions given accordingly.

Toilet drill.
Occupational therapy. Patients capable of adapting
themselves to any form of occupation aré taken to the
herapy shop daily, except Saturday and
Sunday. Here they can SeWs crochet, embroider, weave,
color with crayons or paint, work with clay and
Tasks are selected in keeping with the
t. Patients

ility of the individual patien

occupational t

progress and abili
who are not able to leave the ward but can do some
it in the

form of occupational therapy 80 t0 2 side room 10

ward where they are supervise
Recreation- Those patients not €2
1l in the yard, or aré

cupationa\ therapy Play volley bal
taken for walks on the i .
taken outside, out of the ward and yard

-ble. Also, patients who are

atmosphere, W ene’ en x
able to do cccupational therapy often participate in the
T inization of activities

recreation in ©

Toilet drill and prcparaﬁon for lunch.

Lunch.

Toilet drill: . o .

Occupational therapy OF choice of individual patient

tivities.

g er the noon specialing for toilet drill the

i d for vari-

Recreatioll

¢ or stroll in the yard until prepare

us activities: ¢ examplé on Tuesday there are
on ‘Wednesday the rhythm band, games

movies 0F ¢ .
activities which are SupCrVIScd by a music
hop. On

or marching 2¢ ‘

m at the occupauonal therapy §
taken for long waiks, play
d onthe ward with music, sewings

reading:
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445 pm. Wash and prepare for supper.
55 pm. Supper.
5:45 p.m. Toilet drill. . ol
6:30 p.m. Recreation, consisting of reading, games, and music,

of which are held outside when the weather permits.
8:15 pan. Preparation for bed.
g:co p.m. Lights out.

During the night the patients who had been operated on
recently were taken to the toilet every two or three hours, until

they stopped bedwetting; then, as often as necessary according
to their individual needs,

**Paint and Powder” and Other Normal Activities

Patients were allowed to go to bed an hour later on Saturday
night and get up an hour later on Sunday morning. The hope
was that to a certain extent this would make life on the ward
seem like life outside the hospital. This was met in other ways as
well. On special occasions the nurses or aides would take selected
patients to the circus or county fair, or relatives were encouraged
to take patients on picnics or home for the weekend. The
emphasis was on the utilization of any activities which were
associated with normal living.

One interesting example of this emphasis was in the use of
cosmetics. The ward staff felt that lipstick and powder were as
important to the female patients as shaving was to the men, and
began to bring in cosmetics for the patients. The head nurse on
the ward was rather uohappy about this, for it was an expense to
the staff which she felt they should not have to bear. Each ward
received three dollars a month for incidentals for patient care but

this could not be used for cosmetics since it was already budgeted
for other purposes. Discussion with the superintendent of nursing
service and eventually with the medical superintendent brought
the decision that these articles could be purchased through
the pharmacy. Thus, the application of powder and lipstick be-
came a daily aspect of patient care. But now that the faces
looked well cared for, the staff did not like the white stockinette
caps that the postoperative patients wore. The answer to this was
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}:qlorful sc.arfs, which were supplied by the staff, relatives, or
orlténds;lB;:ght cotton wash dresses and colored tennis shoes were
rdere through the housckee ing department t
picture of good grooming. ping P o complete the
. One major difficulty remained. Although all the patients now
l:)okcd presc‘ntable, a few of them could not be taken off the ward
def:ausc of incontinence. In spite of the regular toilet-training
rill there were still problems. For these patients, men’s cotton
uite absorbent were secured. Now the head

shorts that were q
nurse was satisfied that her patients were as presentable as those
cal nursing; it

from other wards. This was more than neurosurgi
was psychiatric nursing that all understood and in which they
could see the results of their efforts. As a2 result, the whole ward
population could be taken on \walks and picnics, just like patients

from other psychiatric wards.

Art, Rhythm, and Religion

Paintings and other results of the occupational therapy work
on the ward were taped to the walls, but every time they were
replaced the tape pulled the paint off. This ruined the walls and
brought a decree from the medical director that nothing could be
taped to any painte! vards. Everyone wanted the

work displayed but had to be content \with the decision that
projects could be taped only t© the lower half of the corridor
walls, which were¢ tile. Thi seemed at best 2 poor substitute, for
the projects would not be in the area where the patients spent
most of their ti i be an improvement
rather than 2 detriment, for now everyone who visited the ward

passed the wor ; and could comment on it.
These artistic endeavors Were extended by painting murals on
ial holidays like Christmas and Easter. Dis-
ients strengthened their

tients a feeling of pride, and

d walls in the ¥

increased the kind of soct
remotivation toward

bility-
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Other aspects of life outside the hospital were not neglected.
One of these was religion. The second Monday and Tuesday of
every month was scheduled for a visit by a Jewish rabbi. Every
Wednesday a Bible class was conducted for Protestant patients
and on Saturday evening confessions were held for Roman
Catholics. Mass for Catholics was at 8:30 Sunday morning, fol-
lowed by a Christian Science service twice a month at 1:00 p.m.
and a Protestant service at 2:45. Patients who were able and were
interested could join the choir, which practiced every Friday
afternoon and sang at the Sunday services.

A few months after the retraining project was begun a physical
therapist organized a percussion or rhythm band, in which both
the patients and staff soon became active participants. It proved
to be noteworthy because it was one activity that could engage
the interest of all the patients on the ward, even those whase
lobotomy was quite recent. Again, this was an activity that united
both staff and patients in spirit as well as in active participation.

Part of one day each week, Saturday morning, was set aside for
letter writing. In this, the aides helped and encouraged the pa-

li?nts to reestablish a vital link with other people, and especially
with the outside world.

The “Family Room'* Experience

The feature social occasion every week was afternoon tea, an
event _which must be seen in the wider context of an interesting
technique in remotivation, which we have called the “family
room” experience.

One :)f thc‘s‘xdc rooms on the ward had been designed for use as
2 nurse’s station and was equipped with a 220 volt electrical line,
hot ax:ld cold water outlets, and a drain which could be connected
to a sink. It was not too difficult to make the room into a kitchen,
tTh;n to adf:l some small tables, captain’s chairs, and a couchi
fzul\xx's the stfic room became a family room, much like the old-

.l?t}ed kitchen around which at one time most of the social
att';yl:ues of the house revolved.
s ?fc women who hzfd. improved sufficiently in their social

vere allowed the privileges of the family room and given the
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;zif:‘?:;‘:;l;‘}’ :f lpfcpiclll‘ing' z.aftcmoon tea and aIso‘ the refresh-
cvening mogiccli\r":}?ih parties or for social gathem}gs after an
s o 5},(; /i ; e ta;sxstance' of the nurses or aides the pa-
volved in f ppIng or the supphes', then divided the tasks in-

i ood preparation and serving. Some were responsible
f?r baking cookies and making fancy sandwiches, others for set-
ting the . tables, some for arranging flowers which had been
brow?’ht in by the aides, and still others for “cleaning up” and
washing the dishes, The ward staff were careful to make sure that
tllxesc tasks rotated among the patients and that the washing of
d.(shﬁs did not always fall to the same women. Actually, the expe-
rience of preparing afternoon tea provided the opportunity for
te.achmg valuable social skills, especially those related to the
division of labor and the necessity of cooperation. Rotating the
tasks gave each patient the chance to practice gradually the
varied aspects of ordinary social living.

In time, the family room came ta be utilized for other activities

connected with food. Baking of cookies for afterncon tea had
proved so successful that those patients who were able were
encouraged to try their hand at baking pies and cakes, Baking
contests were held, and at the time of the Survey visit some of the
women proudly displayed to the observer the ribbons they had
won for prize cakes. Some even felt it their duty' to relieve the
simplicity of hospital diet with their cooking and share their
special apple pie with all the other patients on the ward, For
them, the ultimate reward came through requests of other pa-
tients and staff for their recipes.

There were potential dangers in the operation of the family
room, dangers of which fortunately the staff were aware from the
beginning. Jealousy and complaints about two classes of citizens
on the ward could disrupt harmonious relations among patients
and possibly retard the remotivational process. However, it was
made clear at all times that the privilege of being a ‘““hostess” in
the family room was open to all members of the ward, the only
requirement being an improvement in personal habits and in the
ability to make good social relationships with other patients. The
fact was underscored when the women saw particular paticnts
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improve and immediately be accepted in the “hostess” status.
Potential social stress and frustration was thus channeled into
constructive ends, as seen in the remarks of the ward physician:
«“You can’t have effort without some frustration and anger, the
only problem is whether the energy is used in a constructive
manner. Frustration is not bad for anyone; it only becomes so
when it is associated with a feeling of helplessness or futility. We
try to channel the patient’s emotional energies by helping her,
often despite herself.”

Not only was the privilege of the family room held out as a
reward for improved social behavior, but those who enjoyed its
membership were not allowed to exploit their position in a
socially destructive sense. Indeed, the staff impressed them with
the fact that with added privilege goes added responsibility.
"Those women who were more advanced in social relations were
led to understand that they had an obligation to assist those less
advanced, and to help them in simple tasks that were a part of
preparing for teatime or other social events. Furthermore, the
staff made it clear that participation in the family room activities
was not automatic or irrevocable, that responsibilities must be
met regularly if privilege was to be continued.

Those activities in the family room that revolved around the
preparation, serving, and consuming of food became the most
successful of all ward activities in helping the disturbed and non-
werbal patients again to pick wp slowly the skilt of conversation
and social interaction. Since the food activities were usually in
connection with an important occasion on the ward, there was an
opportunity to linger and chat with ward friends, staff, and
guests. The consuming of food was no longer merely a biological
necessity but became a time of relaxation and conversation, a ful-
gl‘:;?:&;?;;ymgtlii; valuefs It’lha.t our culture has long. asso-
to all patients o g.thc . :;.36 :o t1 ; meortat.ucc %f these ‘actIVIEICS
habits of the disturbed patit’.nt.:l oular et ‘angc.s o T
bbin A k ents at regular mcaltxfnes, no Jonger

gr;itching at‘}‘l gulping, or sitting mute and refusing, but slowly
et e o o o e s proges
y back to normal social relations.
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Evalvation: Changes in Patients and Staff

As vacancies due to transfers and discharges occurred during
the next few years, newly lobotomized patients were admitted to
the ward for remotivation and reintegration. When they im-
proved sufficiently, they were transferred to open wards, or even
directly to the community. The turnover was not rapid and there
were discouraging failures but it was noted that once the program
was in full swing, marked improvement could be scen in patients
newly admitted. Successes were not so spectacular with those
whose operations had taken place a year or more prior to their
transfer to the retraining ward.

Partial evidence for the success of remotivation is found in the
record of hydrotherapy and wet-pack treatments. When the
schedule was first established, definite times were set aside each
day for “hydro” and packs, a third of the patients needing this
kind of treatment. As the program continued this need diminished.
However, patients were transferred to the ward from time to time
who did not belong there because of overcrowding on other
wards. Furthermore, some of the most regressed patients required
“hydro” or packs after even a year of continued effort. But the
total number dwindled from the third that had existed at the
beginning to a handful after the first year.

In trying to evaluate the effects of a retraining program one
needs to look not only at the status of the patients but to learn
something also about the feelings of the staff. The reader will
remember that the old lobotomy ward was unpopular and the
cause of numerous requests for staff transfers. On it there was a
feeling of frustration and failure. This changed rather strikingly
on the new ward as the retraining program became established;
in fact, a common expression was that *“It’s a miracle what has
happened to this place and to the patients.” It seemed appro-
priate to us that the feeling on the part of the staff should be
reflected in our chapter title; hence, “The House of Miracles.”

THE '""SIDE-ROOM TREATMENT"'
Even miracles have a way of paling under certain circum-
stances. As we indicated above, there was a hard core of re-
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gressed patients that made little or no progress with the retraining
program. They were a constant reminder that the effort had not
been completely successful. Actually, the hospital had gone about
as far as it could in working with the lobotomy patient; it had
made a substantial emotional investment as well as one of per-
sonnel and time in the new retraining ward. The staff accom-
plished a great deal but were not able under the circumstances to
take the next step, that is, to find a way of helping the regressed
patient who seemed to resist all their efforts. Events in 2 hospital
far to the east provided the material for this next step in our
description of remotivation of lobotomy patients. In essence, the
program we are about to describe represents an expansion and
growth of an activity which was present in a more informal way
in the first hospital.? This reflects no discredit on the first institu-
tion, for its contribution in general retraining is noteworthy;

rather, the following account shows another facet of what is
needed to make a total program.

“Intensive Social Reintegration Program™

The title of this section is the complete name of what was
popularly called “‘side-room treatment.”’? It was a remotivation
program tailored for a selected group of socially isolated
lobotomy patients whose reaction to the general ward program
was only sporadic or mechanical in nature. The plan was to
b.ring together 10 to 12 patients, one nurse, and one aide in such
circumstances that they could develop a close and enduring rela-
tionship for a period of not less than nine months. The hope was
that through this personal and intensive association some of the
most intractable lobotomy patients might come to achieve a bet-
ter hospital adjustment. It also provided an excellent opportunity
u&\lﬂ:;h:?;illy schedule, presented on page 75, the reader will note that under the

5 a.m, paticats who were not able to Jeave the ward but could d
some {orm of occupational thera; i rer .
: Bl byp:n ol | Py, went 1o 2 side room on the ward where they
This particular project bs very simi
Scotland, The rt:\drg'ﬂi)l1 referred l::mﬂu o]

carried out at a hospitat in Glasgow,
“Patient 2ad Nunwe” Lesser,

Cameron, J. H., R. D, Laing, and A, M i
, wol. 28, 1933, pp. 13841335 18 o <Ctic,
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to train nurses and aides on an inservice basis in interpersonal and
occupational therapy skills.

The place selected for the special treatment program was one
of the larger side rooms of the ward, off the main corridor. It was
bright and well furnished and had a many-windowed view of the
well-kept but busy hospital grounds. Also it contained maga-
zines, knitting material, rags for making hooked rugs, reeds for
. baskets, and drawing, painting, and clay materials.

Treatment began at g:30 in the morning, five days a week,
continued to 11:30, began again at 1:30 p.m. and lasted until
4:30. Thus, the patients spent five of their waking hours in this
fashion. The nurse and aide who carried the responsibility for the
program shared general ward duties until g:30, then later in the
day wrote up their daily report between 4:30 and 5:00 p.m. In
addition, they had weekly discussions with the medical staff and
nursing education department. Fortunately, it was an honor to be
selected for the task; otherwise, the heavy schedule might have
made some reluctant to consider a position of this kind.

For the first few months the side-room staff expended most of
their efforts on getting patients ta do things, or preventing them
from doing things, more often the latter. In their regressed state
they clung to their meager possessions, simple things that they
brought with them from the ward, or their positions in the room.
Guarding their chairs was an intense preoccupation. Sometimes
the anxiety and weariness of being in contact with these social
isolates for such a length of time showed in the nurses’ faces, or in
their actions in sedating some of the patients who were overactive

and thought of the side room merely as an extension of the ward.

As the months rolled by the patients and staff got to know each
other better and to do things together. Actually, the first sign of
improvement dated from the time that both the nurse and aide
and the patients began to think that the other had changed. T!lc
improvement was first abservable in the patients’ personal habits
and general appearance, then in improved relations with cach
other, Soon the patients began to do special little tasks of their
own. Many of the types of activity that were conducted hcrc. were
like those going on in the rest of the ward, but the occupational,
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recreational, and physical therapists who visited the ward pro-
vided a source of professional advice that enabled the st'aff to
adapt activities to simple levels. Much of the work was in the
form of arts and crafts, making simple presents for friends or
relatives, knick-knacks for the ward, cavers for the seats of chairs,
pulls for the blinds, mats for the tables. The patients worked as a
group, or at least this was so as time went on, and the staff were
careful to initiate activities that had a purpose or goal; the
articles were decorative but also useful. The room came to be
regarded as something special, something apart from the ward
routine, a place where you did things with people who felt the
same way as you did. To sum up, the emphasis was twofold, to
form close personal relationships among patients and between pa-
tients and staff, and to guide the patients into activities that were
useful and self-satisfying.

From time to time the patients in the side room would join the

rest of the ward at teatime; gradually as their esprit de corps
increased they began to have their own teas and invited other
patients from the ward to be their guests. This extension of the
self to others occurred somewhere between the sixth and eighth
months of the project and was the major sign that objectives were
being fulfilled. The raom began to take on the appearance of a
sewing circle; that is, the patients came to be truly interested in
each other and helped each other in many small ways. The staff
now found the atmosphere there so comfortable that they ceased
to make notes about it in their daily reports.

Since the end of the minimum treatment period in the side
room had been reached, the clinical director felt that past efforts
were well worth the evident gains. Therefore, it was decided to
continue the program for an additional three months with the
hope of consolidating the gains. Plans for the next three months
were twolold; to use more complex activities like cooking or off-
ward recreation, and 1o start the process of weaning the patients
away from the close security of the side-room group. The staff
were ever mindful of the damaging effect of sudden changes on

thesc women who only recently had been in so regressed a
state.
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The patients were overjoyed when they were permitted finally
to use the simple cooking facilities that had been set up for the
rest of the patients in the other side room. Further evidence of
these passed-over patients becoming useful members of the hos-
pital community came during the ninth and tenth months when
some of them offered to help with ward chores, which they had
consistently refused to do until this time.

Toward the end of the eleventh or twelfth month the patients
were no longer social isolates and had begun to participate in
some of the off-ward activities with other patients. Obscene,
irrelevant, and stilted speech was largely replaced by more
appropriate language. As verbal communication improved and
the staff did not have to rely so heavily on the interpretation of
gestures, interpersonal relations became warmer and more
normal. It was evident that mutual barriers had been removed
and that these patients could perform a variety of tasks formerly
unimaginable.

It would be incorrect to imply that the project always ran
smoothly and without problems. The reader can undoubtedly
anticipate many of the things that were bound to happen. One
of these problems was jealousy, a feeling by the patients in the
side room that they were “special,” and a feeling of envy on the
part of the rest of the ward inhabitants. The answer to this was
slow in coming, and only became obvious when it was learned
that the side-room patients could become good general ward
helpers; for example, they could, if willing, help in making beds.
Furthermore, since the supplies and money for the side-room
program were not handled separately from the general ward
funds, the head nurse felt a certain amount of both administra-
tive and emotional investment in the project. Eventually, ward
staff members came to point with pride to their ward as the one
that was selected for this special therapeutic effort and inservice
training. R

The staff probably learned as much as did the patients. As
important as anything was the ability to anticipate fc.lt' needs of
the patients, to be willing to take a chance on the ability of the
patient to plan for himself. This came to replace the former con-
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recreational, and physical therapists who visited the ward pro-
vided 2 source of professional advice that enabled the st.aﬂ' to
adapt activities to simple levels. Much of the work wa's in the
form of arts and crafts, making simple presents for frlcndslor
relatives, knick-knacks for the ward, covers for the seats of chairs,
pulls for the blinds, mats for the tables. The patients worked as a
group, or at least this was so as time went on, and the staff were
careful to initiate activities that had a purpose or goal; the
articles were decorative but also useful. The room came to be
regarded as something special, something apart from the ward
routine, a place where you did things with people who felt the
same way as you did. To sum up, the emphasis was twofold, to
form close personal relationships among patients and between pa-
tients and staff, and to guide the patients into activities that were
useful and self-satisfying.
From time to time the patients in the side room would join the
rest of the ward at teatime; gradually as their esprit de corps
increased they began to have their own teas and invited other
patients from the ward to be their guests, This extension of the
self to others occurred somewhere between the sixth and eighth
months of the project and was the major sign that objectives were
being fulfilled. The room began to take on the appearance of a
sewing circle; that is, the patients came to be truly interested in
each other and helped each other in many small ways. The staff
now found the atmosphere there so comfortable that they ceased
to make nates about it in their daily reports.

Since the end of the minimum treatment period in the side
room had been reached, the clinical director felt that past efforts
were well worth the evident gains. Therefore, it was decided to
continue the program for an additional three months with the
hope of consolidating the gains. Plans for the next three months
were twofold; to use more complex activities like cooking or off-
ward recreation, and 0 start the process of weaning the patients
away from the close security of the side-room group. The staff
were ever mindful of the damaging effect of sudden changes on
these women who only recently had been in so regressed a
state.
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The patients were overjoyed when they were permitted finally
to use the simple cooking facilities that had been set up for the
rest of the patients in the other side room. Further evidence of
these passed-over patients becoming useful members of the hos-
pital community came during the ninth and tenth months when
some of them offered to help with ward chares, which they had
consistently refused to do until this time.

Toward the end of the eleventh or twelfth month the patients
were no longer social isolates and had begun to participate in
some of the off-ward activites with other patients. Obscene,
irrelevant, and stilted speech was largely replaced by more
appropriate language. As verbal communication improved and
the staff did not have to rely so heavily on the interpretation of
gestures, interpersonal relations became warmer and more
normal. It was evident that mutual barriers had been removed
and that these patients could perform a variety of tasks formerly
unimaginable.

It would be incorrect to imply that the project always ran
smoothly and without problems. The reader can undoubtedly
anticipate many of the things that were bound to happen. One
of these problems was jealousy, a feeling by the patients in the
side room that they were “special,” and a feeling of envy on the
part of the rest of the ward inhabitants. The answer to this was
slow in coming, and only became obvious when it was learned
that the side-room patients could become good general ward
helpers; for example, they could, if willing, help in making beds.
Furthermore, since the supplies and money for the side-room
program werc not handled separately from the general ward
funds, the head nurse felt a certain amount of both administra-
tive and emotional investment in the project. Eventually, ward
staff members came to point with pride to their ward as the one
that was selected for this special therapeutic effort and inservice
training. .

The staff probably learned as much as did the patients. As
important as anything was the ability to anticipatc felt needs of
the patients, to be willing to take 2 chance on the ability of the
patient to plan for himself. This came to replace the former con-
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cern with prohibition of unwanted or asocial fictivities. Direct
intervention was slowly replaced by greater reliance on the pa-
fient and his own foresightful planning in terms of his perception
of ward reality.

One of the older aides expressed her feelings about it as follows:

1 never thought I could get to like these patients, but I do like to
be with them now. They look up to me and try hard when they know
you like them, Tt doesn’t matter what they try to do, it seems to me;
they want your understanding and to know that you care more. Of

course, you don’t make them do difficult things at first, just go along
with them easylike.

‘When the year was over a new special treatment group with
two new staff trainees was formed. The results at the end of eight
months with this new group were such that the administration
decided the length of the program could be shortened to nine
months, especially since the rest of the ward staff had become
more skilled in the meantime and could absorb the new group of
room-retrained patients without too much trouble.

A RELATIVES®' ORIENTATION PROGRAM

If patients are to be remotivated for eventual discharge, the
hospital cannot neglect preparing the relatives to receive them.
This is an essential part of preparation of the environment, of
equal importance with finding jobs and living quarters, and
making financial arrangements. The remotivation program in
the large state hospital with which .we opened this chapter
stressed work with the relatives of lobotomy patients as an im-
portant function in its retraining activities. The efforts of that
hospital, however, were not developed to so high a degree as
those of another western institution visited in the course of the
Survey. We turn, then, to the latter institution for a description of

the third aspect of remotivation for lobatomy patients, work with
the relatives.

Relatives Feel Anxious and Inadequate

It was the common experience of nurses and aides on the
lobotomy ward that relatives had many questions about the
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progress of patients. Many seemed genuinely interested in any
improvement which might be brought about, but when it was
suggested that they take the patient out for a few hours ar home
for overnight they were quite apprehensive. They had learned
from previous occasions during the patient’s hospitalization that
they could not handle her when on visit. They were even more
hesitant about assuming the responsibility of taking the patient
home for an extended visit or on trial discharge. In addition to
thelr fear of the patient the obvious personality changes, such as
lack of initiative, motor and mental retardation, bedwetting,
irresponsibility, lack of organization, and lack of interest were
overwhelming. And, finally, the amount of supervision and in-
struction that the patient required after surgery created appre-
hension and feelings of inadequacy in the relatives, especially in
regard to the duration of the need for this type of care.

Not only were these important factors in the postoperative
adjustment of the patient, so was the time consumed in answering
individual questions by the relatives and by giving support and
assurance. The retraining program made heavy demands on
staff time in itself; additional time for individual relatives was a
definite strain.

Thus it was that in July of 1952 the head nurse and the
assistant charge aide on the lobotomy ward proposed that one
hour a week be scheduled for meeting with relatives. Initially,
they planned to tell the relatives about the nursing problems they
encountered on the ward and how they handled them, and to
answer questions about the behavior of individual patients. They
hoped that this would encourage relatives to take patients home
for short visits and give them the courage to attempt more perma-
nent arrangements. When this latter stage was reached, the group
meeting could provide support and information for the problems
encountered in the home.

Potential trouble lurked in a proposal of this kind. Both the
medical staff and social workers might have good reason to feel
threatened, the former because of the fear that the nurses might
become overinvolved in emotional problems, the latter because
work with relatives was their traditional domain. Besides, there
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was no hospital tradition of nurses doing group work, with eithe.r
relatives or patients, which could be cited to strengthen their
position. Awareness of these dangers had two effects on the nurse
and aide who wished to start the meetings. In a positive direction,
they were inclined to stress primarily the physical and nursing
aspects of the care of the post-lobotomy patient. This meant
concentration on patients’ immediate problems. In a more nega-
tive way, they were hypersensitive to medical supervision of the
meetings. They wanted to lead the meetings themselves, feeling
they had the ability to do so, but were afraid that where it was not
customary for nurses 1o lead groups they might lose the initiative
to the medical staff. The qualms of both the nurses and the chief
of service at this point in the development of the program were
understandable. After some initial suspicion and heightened feel-
ings, during which the continuous liaison by the nurse supervisor
between the ward staff and chief of service did much to allay
anxiety, confidence in the abitity of the nurses was gained. Their
hypersensitiveness turned to security and the relative orientation
program settled into an accepted hospital practice.

Relatives Come to Meetings

Each new group member was given information on the pa-
tient’s postoperative behavior, with emphasis on specific manage-
ment problems which the staff had encountered. At this time the
relatives could be belped to recognize that the patient’s behavior
should show definite changes after surgery, and the aims of the
hospital for the patient could be clarified. As time approached for
trial visit or discharge of the patient, attention was focused on the
activities which might interest him when living at home, such as
housework, gardening, movies, sightsecing tours, shopping,
walking, and the like.

Participation by the rclatives increased considerably once the
patient left the hospital, for now they had everyday problems
with which to deal. Presentation of these problems provided
much material for the group to discuss, but the relatives also
bcgan to fulfill another group function at this point—support and
assistance to other members of the group. The problems they had
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to present varied greatly, depending on the home situation and
the difficulties in the patient’s illness. Questions like the following
were often heard: How do you get the patient up in the morning;
how do you get her to bathe herself; how to get her into bed; how
long to have her rest during the day; how to get her activated;
how to develop interest in her appearance; how to get her ta eat
properly; how much to talk to the patient about her illness and
surgery; what activities can she take part in; how to cope with
the patient’s hostility, tactlessness, and foolish and irresponsible
behavior; and how to get her to socialize on a more acceptable
level? Questions of this kind could not be asked apart from feel-
ings about the behavior of the patient. Responses which the
relative had made to various actions of the patient were brought
out and discussed. Frequently other relatives had suggestions to
make but they were most helpful to the questioning relative when
they described how they had encountered similar difficulties.
This often proved to be fully as reassuring as the support of the
hospital staff.

In most patient-relative situations a critical point was reached
when the patient began to assume more responsibility for her
behavior and the relatives to decrease their supervision. One
result was an expression of resentment by the patient that the
relatives went to the hospital, while the patient herself was not
being seen. In some cases it even resulted in a refusal by the
patient to respond further to supervision by the relative. A hope-
ful sign, this critical point was met by the nurses’ scheduling time
for the patient when they could give ideas and suggestions for
activities directly to her as a responsible adult. What might have
been a slump or leveling off in the patient’s progression toward
better social adjustment was thereby often turned into positive
effort in the achievement of responsibility.

Consequences of Relatives’ Orientation

‘When the observer visited the hospital in 1954, the orientation
program had been in operation for two years. In that period the
relatives of 24 patients had been members of the group, the
length of time they attended varying from onc to ten months,
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depending on the condition of the patient and the needs of the
relative. OF the 24 patient-relative situations, 18 lobotomy pa-
tients had been able 1o remain at home and make a satisfactory
sacial adjustment. Eight of these were working and contributing
to the economic needs of the family, while the other ten were
helping with the housework under a minimum of supervision.
The conclusion drawn by the nurses and rest of the hospital
staff is that when relatives can be reached and assisted they are
more willing to approach the problem of home care for the
patient. Furthermore, by the use of group meetings a greater
number of relatives can be reached, with the result that a greater

number of patients can be retrained for useful membership in
society.

A CASE STUDY
Many of the points which have been made in this chapter are
brought out in the following case presentation. The situation
leading to lobotomy, difficulties following operation, results of
retraining on the ward, vicissitudes at home when discharged, all
these are evident in the case of Mrs. Doran, as she will be
designated.
She was a forty-two-year-old white woman with a college edu-
cation and some experience as a saleswoman and as a piano
teacher. During her childhood she was a passive, submissive
individual who never went out on dates or had much social life.
Following graduation from high school she demanded to go away
to college, where she met and later married a music teacher. She
hz}d one child, a boy, by this marriage. After thirteen years she
divorced her hushand, only to remarry him a short time later,
Within six months she was mentally ill and was hospitalized in
1944, At this time she expressed paranoid ideas about people
reading her mind, poisoning her, and 5o on. For the next eight
years she was in and out of the hospital, receiving during this
pcno_d four courses of electric shack treatment and a course of 56
insulin comas. Improvement was at the best transient and in

July, 1932, she was again admitted to the hospit i
ain g al fo :
and possible lobotomy. pi or evaluation
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On admission, Mrs. Doran appeared to be a neat, well-
groomed woman with flattened affect, withdrawn, and showing
reduced motor activity. She spent her time sitting, staring into
space or out the window. She showed some ritial mannerisms
in eating and walking and expressed the feeling that every-
thing going on in her environment was done deliberately to an-
noy her. Only with urging would she participate in any ward
activities, and then with a bored and tolerant expression on her
face.

Two months later Mrs. Doran underwent lobotomy. At first,
she was extremely slow in all her activites, requiring spoon-
feeding for the first week, and supervision in other activities such
as dressing, elimination, and the general ward routine. She was
started immediately on the retraining program, being urged to
feed herself and to tend to her own toilet needs. Soon she was
eating by herself and in about ten days she would go to the toilet
without being reminded. However, she would sit on the toilet for
long periods, so that it became necessary on many occasions to
force her to get up. She was urged to join the many ward activi~
ties, like the rhythm band and the occupational therapy classes,
and to come to the weekly afternoon tea. The staff prodded her
to make more decisions on her own. There was gradual improve~
ment in the acceptance of responsibility and the carrying out of
decisions, but supervision was still necessary.

She was sarcastic and insolent in her behavior, would keep her
eyes closed, and dance about the haliway laughing in an inap-
propriate manner when not participating in organized or super-
vised activities.

Five weeks following lobotomy, the staff decided that the pa-
tient had improved sufficiently for a trial home visit. Inasmuch as
her husband had by now divorced her a second time, the mother
was the only available relative with whom she could live. It was
the consensus that this arrangement should be tried in spite of the
known hostility between the two. Apprehensive to the point of

being overwhelmed by what she would do with Mrs. Doran at
home, the mother was invited to join the relatives’ orientation

group.
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Mrs. Doran’s mother was relieved at this suggestion and eager
to join the group. She first met with the others when.sh::; began
1aking her daughter out on an accasional pass. At t}'ns time the
general problems encountered with all postoperative patients
were reviewed with her, also problems encountered with Mrs.
Doran in particular and modes of handiing them were discussed.
The nurses told her of the patient’s slowness in dressing, her
reluctance to get off the toilet, and especially her facetiousness
and sarcasm.

Mrs. Doran was then discharged to her mother’s supervision,
with the group meetings to be continued every week. There were
many problems. The daughter would not get up in the morning,
would not take a bath, or if she did, would refuse to get out of the
tub. She refused to dress properly and resisted being activated in
any manner. Bodily assistance was often necessary, to which she
retaliated with assaultiveness, so that on many occasions it be-
came necessary to call for outside help.

Hostility toward her mother reached the point at the end of
two months that Mrs. Doran would refuse to do anything that
her mother suggested, would not talk to her except to criticize or
nag, and refused to call her *mother.” It is hardly surprising
that the mother became anxious and upset, trying to push her
daughter harder and harder but getting fewer results. At this
point it was suggested that the nurses see the patient in order that

suggestions for behavior would come from a third person, thereby
lessening the tension between the two women. Mrs. Doran came
to the hospital for a half-hour conference each week just before
the group meeting. She was most appreciative of the interest and
responded readily to suggestions made by the nurses. Each week
under the nurses’ supervision she prepared a written schedule of
activities, which helped to motivate her and get her back into
social activities. The following week she would report on the
results, and the reasons she did not accomplish certain things
were discussed. Her mother was kept informed of these events but
asked not to become involved in pushing the patient, but rather

to be available as ?ccdcd. This procedure was continued for

several months, during which Mrs. Doran learned greater inde-
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pendence but relied Iess and less on her written schedules. The
prevailing attitude on the part of the hospital was that she was
capable of being self-sufficient and expected to be so.

The overt hostility toward her mother gradually diminished,
and six montbhs after surgery it was decided that they could be on
their own to a greater extent, They moved to a small town which
both of them liked but they kept in touch with the hospital staff
by mail and visits every two or three months. Mrs. Doran taok
the initiative in caring for her own appearance, volunteered to
serve on the civil defense air watch, took up work in her spare
time as a Gray Lady, and attended classes for self-improvement.
She again found employment as a saleswoman and helped her
mother with housekeeping, preparation of meals, and shopping.
Her mother now feels relaxed with her and a mutually acceptable
relationship has been established.

COMMENTS AND CONCILUSIONS

The Museum Ward is a far cry from the situations which we
have described here but it would not be difficult for the post-
lobotomy patient to fit into the pattern of a Museum Ward., The
degree of regression, of unpredictable assaultiveness, of verbal
sarcasm and hate which characterized the “old lobotomy ward”
in the first hospital is sufficient to make many hospital personnel
feel that only repressive measures will bring control. In the early
stages of postoperative behavior, transfer to a Museum Ward
might well appear to be a reasonable solution. .

Furthermore, the retraining program could have turned into a
Moving Ward situation. Although many of the patients were not
able to Jeave the ward, the pressure of activity could have be-
come an end in itself, the schedule of events a rigid taskmaster.

That neither of these events occurred in our situations was due
to many factors, but here we would like to emphasi?e only a fc‘.v.
In the first place, the staff were willing to make an investment in
the patients as people. On the ward the staff and patients played,
planned, and worked as a unit. The patients felt that their cﬂ’o’rts
were wanted, that their contribution helped the \\'holc'ward. Yet
the work as a unit did not preclude the setting of individual goals
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Ms. Doran’s mother was relieved at this suggestion and eager
to join the group. She first met with the others when.sh§ began
taking her daughter out on an occasional pass. At t%us time the
general problems encountered with all postoperative patients
were reviewed with her, also problems encountered with Mrs.
Doran in particular and modes of handling them were discussed.
The nurses told her of the patient’s slowness in dressing, her
reluctance to get off the toilet, and especially her facetiousness
and sarcasm.

Mirs. Doran was then discharged to her mother’s supervision,
with the group meetings to be continued every week. There were
many problems. The daughter would not get up in the morning,
would not take 2 bath, or if she did, would refuse to get out of the
tub. She refused to dress properly and resisted being activated in
any manner. Bodily assistance was often necessary, to which she
retaliated with assaultiveness, so that on many occasions it be-
came necessary to call for outside help.

Hostility toward her mother reached the point at the end of
two months that Mrs. Doran would refuse to do anything that
her mother suggested, would not talk to her except to criticize or
nag, and refused to call her “mother.” It is hardly surprising
that the mother became anxious and upset, trying to push her
daughter harder and harder but getting fewer results. At this
point it was suggested that the nurses see the patient in order that
suggestions for behavior would come from a third person, thereby

lessening the tension between the two women. Mrs. Doran came
ta the hospital for a half-hour conference each week just before
the group meeting. She was most appreciative of the interest and
responded readily to suggestions made by the nurses. Each week
under the nurses' supervision she prepared a written schedule of
activities, which helped to motivate her and get her back into
social activitics. The following week she would report on the
rcsul(s,_ and the reasons she did not accomplish certain things
were discussed. Her mother was kept informed of these events but
asked not to become involved in pushing the patient, but rather
to be available as needed. This procedure was continued for
several months, during which Mrs. Doran learned greater inde-



THE HOUSE OF MIRACLES 93

pendence but relied less and less on her written schedules. The
prevailing attitude on the part of the hospital was that she was
capable of being self-sufficient and expected to be so.

The overt hostility toward her mother gradually diminished,

and six months after surgery it was decided that they could be on

their own to a greater extent. They moved to a small town which

both of them liked but they kept in touch with the hospital staff
by mail and visits every two OF three months, Mrs. Doran took
the initiative in caring for her own appearance, volunteered to
serve on the civil defense air watch, took up work in her spare
time as a Gray Lady, and attended classes for self-improvement.
She again found employment as 2 saleswoman and helped her
mother with housekeeping, preparation of meals, and shopping.
Her mother now feels relaxed with her and a mutually acceptable

relationship has been established.
COMMENTS AND CONCLUSIONS

The Museum Ward is a far cry from the situations which we
have described here but it would not be difficult for the post-
lobotomy patient to fit into the pattern ofa Ml'xseum Ward., The
degree of regression, of unpredictable assaultiventess, of verbal
sarcasm and hate which characterized the “old Iobotomy ward”
in the first hospital is sufficient to make many hospital personnel
feel that only repressive measures will bring control. In the early
stages of postoperative behavior, transfer to 2 Museum Ward
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Mrs. Doran’s mother was relieved at this suggestion and eager
to join the group. She first met with the others when'sht? began
taking her daughter out on an occasional pass. At tlus tum? the
general problems encountered with all postoperative patients
were reviewed with her, also problems encountered with Mrs.
Doran in particular and modes of handling them were discussed.
The nurses told her of the patient’s slowness in dressing, her
reluctance to get off the toilet, and especially her facetiousness
and sarcasm.

Mrs. Doran was then discharged to her mother’s supervision,
with the group meetings to be continued every week. There were
many problems. The daughter would not get up in the morning,
would not take 2 bath, or if she did, would refuse to get out of the
tub. She refused to dress properly and resisted being activated in
any manner. Bodily assistance was often necessary, to which she
retaliated with assaultiveness, so that on many occasions it be-
came necessary to call for outside help.

Hostility toward her mother reached the point at the end of
two months that Mrs. Doran would refuse to do anything that
‘her mother suggested, would not talk to her except to criticize or
nag, and refused to call her “mother.” It is hardly surprising
that the mother became anxious and upset, trying to push her
daughter harder and harder but getting fewer results. At this

point it was suggested that the nurses sce the patient in order that
suggestions for behavior would come from a third person, thereby
lessening the tension between the two women. Mrs. Doran came
to the hospital for a half-hour conference each week just before
the group meeting. She was most appreciative of the interest and
responded readily to suggestions made by the nurses. Each week
under the nurses’ supervision she prepared a written schedule of
activities, which helped to motivate her and get her back into
social activities. The following week she would report on the

results, and the reasons she did not accomplish certain things

were discussed. Her mother was keptinformed of these events but

Z‘L;k:)dc "10‘1‘:;: E{:O:cnxc!:;il(;'cd Til:]ispusmng the patient, but rather

several monthe l‘lurin -h: o procedure was conunucfl for

, g which Mrs. Doran learned greater inde-
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pendence but relied less and less on her written schedules. The
prevailing attitude on the part of the hospital was that she was
capable of being self-sufficient and expected to be so.

The overt hostility toward her mother gradually diminished,
and six months after surgery it was decided that they could be on
their own to a greater extent. They moved to a small town which
both of them liked but they kept in touch with the hospital staff
by mail and visits every two or three months. Mrs. Doran took
the initiative in caring for her own appearance, volunteered to
serve on the civil defense air watch, took up work in her spare
time as a Gray Lady, and attended classes for self-improvement.
She again found employment as a saleswoman and helped her
mother with housekeeping, preparation of meals, and shopping.
Her mother now feels relaxed with her and a mutually acceptable

relationship has been established.

COMMENTS AND CONCLUSIONS

The Museum Ward is a far cry from the situations which we
have described here but it would not be difficult for the post-
lobotomy patient to fit into the pattern of a Museum Ward, The
degree of regression, of unpredictable assaultiveness, of verbal
sarcasm and hate which characterized the “old lobotomy ward”
in the first hospital is sufficient to make many hospital personnel
feel that only repressive measures will bring control. In the early
stages of postoperative behavior, transfer to a Museum Ward
might well appear to be a reasonable solution.

Furthermore, the retraining program could have turned into a
Moving Ward situation. Although many of the patients were not
able to leave the ward, the pressure of activity could have be-
come an end in itself, the schedule of events 2 rigid taskmaster.

That neither of these events occurred in our situations was due
to many factors, but here we would like to cmphas{zc only a I'e\'\'.
In the first place, the staff were willing to make an investment in
the patients as people. On the ward the staff and paticnts played,
planned, and worked as a unit. The patients felt that their cﬂ'o’rts
were wanted, that their contribution helped the \.vho.lc. ward. Yet
the work as a unit did not preclude the sctting of individual goals
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for each patient, assigning activities that were in keeping with the
level of adjustment, pushing gently but not shoving. The indi-
vidual was not lost in the group effort but felt singled out and,
therefore, important.

In time the staff in all three of the situations came to realize
that the means or activities were not so important as the inter-
personal relationships between nurse or aide and patient. The
best examples of this are the “family roo

m” experience and the
““side-room treatment”

where the activities were identical with
those on the rest of the ward, yet the social relations were much
closer and more intense. We could do no better here than repeat
part of a statement of one of the aides in this program: “It
doesn’t matter what they try to do, it seems to me; they want
your understanding and to know that you care more.”

The place of food in the remotivation of mental patients, as
shown in the “family room” experience, is most significant. Too

often hospital personnel have not understood, or have neglected,
the symbolic importanc

y ¢ of food in daily life. Many of our early
emotional relationships have a close association with eating, and
late'r experiences frequently reinforce the connection between
eatmg. and strength of ties to other people. In this framework,
food signifies companionship, security, and closeness to those we
love. All activities concerned with food, including preparation as
well as actual consumption, therefore provide an opportunity to
rea\.vaken and reinforce feelingsof: security and mutual dependence.
. Finally, it was apparent in the remotivation of lobotomy pa-
tients that one improv

1 cment created a situation that called for
further Improvements,

ain power to keep
b d strengthened as it
aff interest and courage.
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With the spreading use of tranquilizing drugs, psychosurgery is
becoming much less frequent asa treatment of choice. That does
not mean that the material presented in this chapter loses in
value. The remotivation techniques described, especially the
“family room” experience and the “side-room treatment,” have
applicability far beyond a lobotomy ward. There are still many

patients who are assaultive and abusive, and there are many who

respond poorly to the tranquilizers. Furthermore, there is grow-
tive,

ing evidence that if the use of drugs is to be maximally effec

it must be accompanied by psychological and social reintegra-

tion. In this light, activities on the House of Miracles are most
relevant to problems in all state hospitals.



5. A Family of Elders

THERE 15 A HARD CORE OF PATIENTS in mental hospitals who have
resided there for years, some as long as forty years, some even
longer. These patients by and large are now into old age, the
normal problems of aging complicated by the long history of
mental disturbance and the effects of continuous hospital exist-
ence. To this hard core of old folk must be added those over sixty
who are being admitted to the mental hospital for the first time,
a group whose numbers are steadily increasing. Therefore, it
seemns likely that among other things state hospitals must plan in

the future on a greater number of wards for the care of old-age
Ppatients and must adapt their treatment techniques to the special
problems of this population,

Treatment of the older patient, especially remotivation treat-
ment, has its difficulties. In addition to the effects of deterioration
in the ¢

entral nervous system must be added the attitudes toward
old age on the Part of hospital personnel, attitudes that so easily
reinforce the Legend of Chronicj

d in a society that em
E:) regard the retirement years as relatively useless, a time for

being put out to pasture.” Young families often resent taking
grandparents into their home, feeling that they will be in the way
or .lhm they do not share the modern ideas in regard to rearing
old age as a general cultural fact will
be reflected in the devaluation of aging mental patients, a frame
of reference which has a natural affinity for the Legend of

96
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Chronicity. The treatment of the senile patient may therefore be
one of the most unrewarding jobs in the hospital.

In spite of these difficulties the Survey found some impressive
examples of ward situations where the fears and anxieties of old
age were being allayed and the patients encouraged to reestablish
worthwhile social relationships. The situation which we are about
to describe was not the only one that came to the observer’s
attention, and, indeed, there have been other reports about
successful geriatric wards.! However, this particular example
seemed to illustrate rather well the principles of remotivation
that we are emphasizing in this book.

THE WARD

The following account concerns a men’s ward in a large state
hospital in the Midwest where all but five of the 110 patients
were over sixty-five years of age, and the oldest was ninety-five.
Almost the full scope of diagnostic categories could be seen,
although the proportions of each were rather different from the
ward situations described in other chapters. Schizophrenia con-
stituted about 8 per cent of the total, mainly “washed out” pa-
tients who had been in the hospital for many years. The largest
group by far, some 40 per cent, was made up of patients with
paranoid behavior, suffering from delusions and auditory hallu-
cinations, a cantankerous lot and readily incited to anger. A
quarter of the patients were depressed, disoriented as to time and
place, but having a relatively good prognosis. Many of them
were still hospitalized because there was no place for them in the
community or they could not get along with relatives. Five or
6 per cent were classified as manic, were well preserved 1:n
appearance, and could get along with an occasional electric
shack treatment to contral their mischievous aggression and
fright. Dementia characterized a similar number of the men, the
“happy wanderers,” as they were called, who would wander
restlessly, accompany other patients on refuse and paper Cf)l]cct-
ing details, and “get in the hair” of the stronger paranoid pa-
* Linden, M. E,, “The Miracle in Building #53," Cumrnts January, 1954 (Penn-
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tients. Most of those with senile dementia were incontinent, some
could appreciate the call of nature but not the proper place for
it, using a shoe or tub or anything that was handy. Many were
“strippers,” taking their clothes off at every opportunity in much
the same fashion as a two-year old child. There were also a few
patients with epilepsy who showed little deterioration and got
along well on dilantin, some who were mentally defective but
were good workers, and an occasional one who was paretic.
Physical disabilities were in keeping with the expectations for
this age group, showing such things as edema of the legs and
restriction of joint movement, A few of them had difficulty with
their balance and would fall unexpectedly, although these falls
were not =0 frequent as they would have been on a ward with

stairs. A few patients were bedfast or ch:

air-ridden, some got
around in wheel-

chairs or tottered, but three-quarters of them
were completely ambulatory. There was some indication that the
number of ambulatory patients depended on hospital policy, for
afew years ago, previous to the remotivation program, almost all
th'e Patients were bed- or chair-ridden, or on the verge of it. T'wo-
thirds of the patients had normal sight and hearing for their age,
the rest had loss that ranged from mild to severe. Only a few
were blind or very deaf.

. Or{e of the main problems on a senile ward is incontinence but
in this particular case some of the features of the remotivation
progratfl had reduced it to a minor irritation., One patient had
both urinary and fecal incontinence without warning; one showed
only occasional ““errors” if there was sufficient staff anticipation;
two had fecal incontinence alone; and four were “bedwetters.”
Ano.ther aspect of the description of the Ppatient population is a
bcha\_noral one, the activities of which the men were capable and
t};e kinds ?f conduct they showed. Many were able to take care
Z ball their needs, including the ability to shave themselves.
sm;{;;:se};er cent required somc-help in general tidying up, a
- dreiinctznta}itlt needed attention from the staff in washing
A thir oy ﬂi Wwhile only 10 per cent required total attention.
anent:s were In good contact and most of the total

Eroup were cooperative and nontroublesome. Of the rest, some
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were noisy, a fair number could be expected to show occasional
aggression, some wandered and disturbed other patients, but
only a very few resisted the ministrations of the nurses or aides.
The troublesome patients were usually controlled by the coopera-
tive ones, so that a kind of communal discipline existed.

Ward Environment and Geography
Most mental hospital wards are alike in their physical layout,
having dormitories, dayroom, dining room, and side rooms;
accordingly, one looks for exceptions in the physical environment
in other aspects of the living space. Arrangement of the furniture,
decorations, additions to the recreational and occupational
equipment can make considerable difference in the atmosphere
when compared to the traditional ward situation. These features
were distinguishing characteristics of the ward under discussion
when it was visited in the summer of 1954.
Furniture on the ward reflected a compromise between hope

and financial reality; that is, there were functional easy chairs
and tables in addition to the wooden rockers and benches. On the
wall were Currier and Ives prints, railway posters, and calendar
pictures of hunting and fishing scenes. These had been glued to
the wall, then varnished, which meant that they could be washed
easily but there was no danger of their falling and breaking. At
one time there were flower vases attached to the wall, placed just
out of reach of the patients. The success of this idea had led to
the use of flower boxes on individual window sills, and wide-
spread fear that the flowers would be picked, hoarded, and eaten
was not substantiated to any noticeable degree. After that, metal
vases were used for the mantels and tables without mishap. There
were mirrors in numerous places, the corridors, dayroom, and
dormitories. Said one of the aides, “Mirrors help keep patients
tidy and even the shortest patients can look at themselves because
we have all sizes. Of course, they’re more important for women,

but men need them too.”

For the more alert patients who used books and writing mate-
rials, there were cabinet-type lockers in the hailway. When space
permitted, there were bedside tables for the personal possessions
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of patients, because it was found that.somcf of thcr‘n could assume
the responsibility of caring for their toilet articles, and thus
needed less supervision. .

The surroundings scemed very fitting for the chronic elderly
patient. The dining room, for example, was the personal pride of
all the patients; it was painted in cheerful colors and had attrac-
tive wall hangings, a whatnot in the corner, and pretty checked
tablecloths. It was a cheerful place for cating as well as a pleasant
room to entertain visitors.

Pride in the ward in general was fostered by allowing the more
able patients to have certain privileges in planning and decorat-
ing their own work area. The Clothesroom Man, who was re-
sponsible for the orderly appearance of that room, was allowed
to paint “his” furniture and keep the place as he liked it. The
Linen-Room Man was good at repairing and painting, so that in

addition to his linen-room duties he was encouraged to fix up his
area according to a plan he worked out.

Pride was fostered in another way, too; by encouraging the
patients to wear their own clothing and to be neat. The relation
between good grooming and self-respect was emphasized; conse-
quently, when visitors came to the ward a patient would often
call attention to a new tie or some other special article of clothing
he happened to be wearing. The obvious pleasure of the visitor or

relative at this turn of events only served to boost morale a bit
higher.

To conclude this section of orientation for the reader concern-
ing the patients and the ward environment, a word should be
said about geography, in the terms outlined in the first two chap-
ters. Tt will be recalled that arrangement of furniture often coin-
cides with informal divisions of the patients by certain social or
behavioral characteristics. In this ward the dayroom area ap-
peared to be divided according to the loss of time sense. Patients
who 1were least in contact with reality and interested mainly in
mealtime, could be found sitting close to the wall by the dining-
room entrance. Their chairs were turned away from people
toward t:hc windows, Patients who were more alert, more attuned
to the time schedule of ward events, could be found in chairs
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facing the ward office and entrance to the hallway, or gathered
around the long tables in the solarium. Figuratively speaking,
these two groups were worlds apart and illustrated some of the
difficulties in remotivation that changes in ward environment
alone could not overcome, This provides an appropriate place,
.thcn, for us to turn to the details of the remotivation program in
its various aspects.

THE REMOTIVATION PROGRAM

Success with the retraining program on the habit training
ward, which was described in Chapter 3, depended in no small
measure on the personality and interest of the charge aide, Mrs.
Cosgrove. Similarly, the remotivation on the ward for aged
patients depended a great deal on the warm human interest
shown by the charge aide, Mrs. Harlan. A brief sketch of her
background js pertinent here because of certain similarities it
shows with that of Mrs. Cosgrove, as well as the relevance of her
background to her skills with patients.

Mrs. Harlan is now in her fifties, a Baptist minister’s daughter,
a former school teacher, and a pianist with a number of years of
study in music. She has taught country grade school and also
been a teacher of piano. Married in her early twenties, she spent
some sixteen years as a farmer’s wife before both she and her
husband decided to work at the state hospital as attendants.
While living on the farm she was active in church work and
Women'’s Club activities as well as indulging in her chief hobby,
horticulture. This she has developed to the extent that she col-
lects bulbs and plants from all parts of the United States, and
work in her flower garden is a means of relaxation after a busy

and difficult day. After working in the hospital for a number of
years she attended the hospital’s class for psychiatric aides, and
two years later she received the Psychiatric Aide Achievement
Award of the year. Shortly after her graduation from the
psychiatric aide class she was put in charge of onc of the old age
wards, a place which we have called the Family of Elders.
When the ward was visited in 1954 as part of the Survey, the
remotivation of the aging patients was well established. Success
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of the program was due to a number of factors, not the least of
which was the ability of the charge aide, Mrs. Harlan, to give
personal attention to her hundred-odd patients., to treat them as
individuals in need of carc. She knew every patient by name, and
knew something about his problems and his assets, and spc used
this knowledge in her work. Whenever a newcomer arrived on
the ward she made sure that he was introduced to a number of
the other patients, that he knew where to hang his coat and hat,
where he conld find the daily papers and other reading material,
and that he had cigarettes or pipe tobacco. Her greeting was
always the same: “We’re happy to have you join our big
family.”

Her emphasis on individual attention to patients appeared in
another way, in helping the patient who was upset over some
happening during the day, or over a letter from home, or some
slight that he may have received from another patient. These
incidents were as important to her as the disturbance of an
agitated patient who may do physical injury to himself or others.
When one of her patients was upset, her procedure was to take
him by the arm, walk around the ward with him; or if she had an
errand to do, take the patient along with her. For those who were
too infirm to walk she would take time to talk and to listen,
especially to listen, for she realized how important it was to the
aged men in her care to have someone they could depend on
and who would listen to their troubles.

Mrs, Harlan’s personalized care extended into other activities
as well. Knowing the importance of personal appearance to her
patients on special occasions, she would be careful to see that
tl.le.ir clothes were in shape and their hair trimmed at these
times. It is interesting that the barber shop, in an adjoining
building, had proportionately more patients from her ward than
from any other ward. She enjoyed dressing her patients in their
Sunday best and sending them off to church. When a patient was
ready for discharge she would wash his shirts, press his trousers,
and pack his belongings, even though such service was not re.

quired of her. “Just like my old mather used to do,” one of the
patients said,
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Perhaps this personal interest in each patient is the reason they
all called her “Mom,” even though many of them were old
cnough to be her father, and some could even pass for her grand-~
father. Remembering the worth of each person apparently helped
her avoid becoming hardened to the suffering that she saw each
day.
There are other qualities, closely related to that of personal
interest, that contributed to Mrs. Harlan's ability to build an
emotional atmosphere like that in 2 family. One of these is that
she was a good observer, aware of subtle changes in behavior
that indicate improvement, of the necessity for some change in a
patient’s routine to reduce anxiety. Often she would get in touch
with the social service department when a particular patient
showed signs of sufficient rapport to be placed in a boarding
situation outside the hospital, or even return home. It is fmpor-
tant to note in this connection that, although she was always
eager to see her patients get well, she was saddened by their
departure and the ending of a pleasant friendship.

Then there was the ability to draw patients into any activity
that might be taking place on the ward. This did not always come
easily and she would often have to spend considerable time in
order to develop the interest of a patient in some job. Perhaps the
most important part of drawing out patients was her persistence,
for she refused to give up on the arousing of interest until the
patient was taking part in activities with the rest of the men.

Mrs. Harlan’s skill as a pianist stood her in good stead when
the patients as a group became upset or disturbed, especially
when there was a thunderstorm or high wind. Events of this kind
are always disturbing to mental patients, making them {'eax:[ul
and restless, but in the Family of Elders music and group singing
proved to be calming agents. Of course, the piano playing was
important at other times as well, for parties and for general sz.rd
recreation, bringing the patients out of withdrawal and fostering

the feeling of membership in a kin group. .

These remarks sound much like a testimonial, and indeed they
are in many ways. However, our observation has been that the
remotivation of patients depends on the personal qualities of
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those who care for patients, not the Jeast of which is the ability
to regard each patient as important and useful. Mrs. Harlan
exhibited this to 2 unique degree and in her relations with staff
and visitors this comment was often made: “The remarkable

thing about Mrs. Harlan is her ability to establish rapport with
anyone she deals with.”

Family Activities

There were celebrations on every legal holiday and a party for
cach patient on his birthday, which is no mean task when one
remembers that the ward had a population of more than 100
and that there are at least a half-dozen major holidays during the
year, Extra work was entailed but the obvious enjoyment shown
by both patients and visitors made it worthwhile. Bingo was also
an excuse for an occasional party for those patients who had the
intelligence and were in sufficient contact with reality to play
the game.

Once a week the hospital band came to the ward, an event
eagerly awaited by everyone. Some brought out their own instru-
ments to play along with the band, others sang and tapped their
feet, many just listened. It was a surprise, but a pleasant one, to
see a mentally and physically handicapped man shaking his
rattle or simple toy instrument in time to the music, and to see
his facial expression change from blankness to enjoyment.

The homelike atmosphere on the ward, the big family that
Mrs. Harlan described to newcomers, was further enhanced by
the fact that the regular and occasional ward help (some 40 of
the patfems) ate “home style” in the dining room. Food was
served in big dishes and on platters from which each patient
h‘elped himself, and passed on to his neighbor. The other pa-
tients had tray service at the table, but could look forward to the
day when they were sufficiently improved to join the <“boarding
house gang.”” Only the incontinent patients ate in a corner of the

room under supervision. On Sundays and holidays, or at the
bxrthda'y parties, the bright checked tablecloths weré used.

Mavies came to the ward every other week and four times a
year there was a party and record hop on the ward to which
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v{omen patients from other wards were invited. In addition,
glght or ten of the patients regularly went to the general haspital
ances in the auditorium, which were held each week.

Work Is Also Necessary

Prac‘txcally all large state hospitals depend on patient help for

a cer.tam amount of the housekeeping activities on the wards. The
Family of Elders was no exception, but it went one important
step farther and made the men feel that the work they did was an
important contribution toward the well-being of everyone on the
}vard. Patient work then came to have therapeutic value in itself,
in addition to its importance for the regular maintenance of the
ward.
Of the 110 patients, 20 or 25 could be regarded as regular ward
help. Mrs. Harlan was heard to remark concerning regular ward
helpers: “If conditions were favorable and people were more
understanding of old people, about 10 patients would be just as
satisfactory workers as those found outside; they are privileged
patients.”

In addition, another 25 of the men were classified as occasional
ward help. Again, in the words of Mrs. Harlan: “They will do
errands for me and small jobs. My philosophy is that six senile
men can do the job of one healthy man, so I don’t need any
outside help to run the place.”

From the regular and occasional ward workers roles were
assigned that are reminiscent of those described on the habit
training ward. There were Patient Bathers, Bed Makers, Patient
Dressers, and Feeders. One was designated the Solarium Mopper,
another the Pantry Man. Much of the success of the “home style”
arrangement at mealtime was due to the willingness of the
Pantry Man to wash the extra dishes that resulted, the platters,
serving bowls, and side dishes. The Table Washer was very proud
of his simple task; the Clothesroom Man, to whom we referred
earlier, gloried in his place of work, not only because he could fix
it up as he chose but also because it made a real contribution

to ward morale.
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women patients from other wards were invited. In addition,
cight or ten of the patients regularly went to the general hospital
dances in the auditorium, which were held each week.

Work Is Also Necessary

Practically all large state hospitals depend on patient help for

a certain amount of the housckeeping activities on the wards. The
Family of Elders was no exception, but it went one important
step farther and made the men feel that the work they did was an

. important contribution toward the well-being of everyone on the
ward, Patient work then came to have therapeutic value in itself,
in addition to its importance for the regular maintenance of the

ward.

Of the 110 patients, 20 0T 25 could be regarded as regular ward
help. Mrs. Harlan was heard to remark concerning regular ward
helpers: “If conditions were favorable and people were more
understanding of old people, about 10 patients would be just as
satisfactory workers as those found outside; they are privileged
patients.”

In addition, another 25 of the men were classified as occasional
ward help. Again, in the words of Mrs. Harlan: «They will do
errands for me and small jobs. My philosophy is that six senile
men can do the job of one healthy mam, so I don’t need any
outside help to run the place.”

From the regular and occasional ward workers roles were
assigned that are reminiscent of those described on the habit

ers, Bed Makers, Patient

training ward. There weré Patient Bath .
Dressers, and Feeders. One was designated the Solarium Moppers

another the Pantry Man. Much of the success of the «home style”
arrangement at mealtime was due to the willingness of the
Pantry Man to wash the extra dishes that resulted, the plattcrsd,
serving bowls, and side dishes. “The Table Washer was ‘:c?-;;mud
of his simple task; the Clothesroom Man, to whom ;‘\c T;r;

carlier, gloried in his place of work, rfot only because he Cx.); fix
it up as he chose but also because it made 2 real contribution

to ward morale.
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The second case concerned a seventy-year-old senile man who
had 'becn hospitalized for a year prior to his transfer to the
F. _armly of Elders. From a behavioral point of view he was a
difficult patient. He had delusions and hallucinations, was con-
fused and disoriented, noisy and restless. He refused to walk but
could be induced to sit in a wheel-chair,

?hordy after his transfer he was sitting next to a ffty-year-old
ePdeptic patient one day when the latter pitched forward from
‘hls chair in a seizure. The older man showed considerable interest
in his neighbor’s misfortune, and on being asked to help, got out
of his wheel-chair and kept other patients away. The two be-
came friends and the older man began to walk again and showed
less difficulty with his speech. He took it upon himself to assist the
epileptic to the toilet at regular times. Also, he began to show an
interest in helping a mentally retarded boy who had been tempo-~
rarily transferred to the ward because of overcrowding in other

parts of the hospital.

Projects and Planning

Remotivation programs can be hampered by the fact that the
staff who are most interested in the effort and instrumental in its
success are concentrated in the morning shift, It was a happy fact
that in the Family of Elders the charge aide who was responsible
for the afternoon and evening shift was not only able but also
imbued with the point of view of remotivation. Like Mrs.
Harlan, she was interested in the patients as individuals and saw
work or projects as means to better adjustment rather than as
ways of keeping the patients busy or out of trouble. Furthermore,
she had an advantage in being on the p.m. shift, for less time was
needed to perform the service or housckeeping chores, and more
time could be spent on recreational projects. Some of these seem
worth describing. i

The “tire-doll project’” utilized old inner tubes which were
supplied to the hospital by a local tire store. These thc‘: patients
cut up and fashioned into baby dolls, which then were distributed

to crippled children.
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There was also a scrapbook project, in which patients cut pic-
tures and cartoons out of magazines and pasted them into books.
Many of the results were far from professional, but when sent to
the local children’s home or children’s hospital they provided
hours of enjoyment, not to mention the satisfaction the old men
gained in helping others. .

In both these activities the emphasis was on group work, doing
the project together around a long table. The charge aide com-
mented that “it takes a while to get them started, especially if

they have been sitting around much of the time, but they will
take part if you are patient and know that time means something
different to them from what it does to a young person.”

arried farther when the men were

especially the planning
important results. For

THE VISITORS:

rofa Family Wy,
make too greay

CLus
The main dange;

that patients vy rd atmosphere lies in the fact

an emotional investment in the
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ward to the exclusion of thoughts about the world outside. The
stafl may thus have difficulty in notivating patients toward an
glfcrcst in taking up life again in the normal community- The

tire doll project” and the making of scrapbooks for children in
other hospitals were conscious steps toward counteracting 2 with-
drawal into ward life. Another way of fostering contact with the
world outside was through an active program of visiting on the
ward by relatives and friends. In this respect Mrs. Harlan was
singularly successful, for the number of visitors tripled after she

became charge aide in the Family of Elders.

Increase in visiting did not come about by chanct, rather it
was a planned effort t0 reach the community, to give new hope to
relatives when they went back home, and to prepare the way for
acceptance of the patient when he was discharged. Mrs. Harlan
felt that it was important that the relatives have 2 clear picture
of the patients’ needs as well as knowledge of how those in the
community can work with the hospital in meeting these needs

more adequately-
Her interest and efforts finally culminated in the formation of 2
visitors’ club, named the H-4 Club by the relatives, after the
number of the ward. At the time of the Survey the H-4 Club had
been in existence for 2 year and during that period had become
an important instrument of change, not only.' in improving
certain physical aspects of the ward but also n remotivating
patients. . A
First, a word about s0m3¢ of the physical changes: A group of
workers, composed of relatives, ward staff, and patients redeco-
rated the dinitg coom, making 2 cor_nfortable and attractive
place for entertaining Visitors: The patients themselves built an
1d have a more homelike

imitation fire; lace SO at the room wou 0
appearance. I')l" en they made themselves responsible for the

fower arrangements Leeping the water fl.’fﬁh and adding new

fiowers when they were nee'dcd. Also, }vtth staff and relative

help, they put up bamboo \\fmdow curtains. )

Visitors came ¥ play an important role in preparing for the

patients’ arts an afts show which was held each year at Easter
provided special funds for pur-

and Thanksgiving- The relatives
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chasing supplies and an occupational therapy instructor was
assigned to the ward once a week. With this help and encourage-
ment some of the patients became quite adept at quick-drying
pottery work, painting, and woodcarving. In reality, it was
through a group of inveterate patient “whittlers” that craftwork
became a regular part of ward activity, for they found in the
woodcarving and other handicrafts a release for their energy, as
well as a means of recalling forgotten skills. Fortunately, a side
room was available which could be made into a handicraft
center, and at the time of the Survey the relatives had taken over
pottery and art work with the patients.

Members of the H-4 Club contributed in other ways to ward

activities. Some relatives took it on themselves to act as trustees of

money contributions for cake and ice cream at the parties held on
birthdays or holidays. Before the s

pecial holidays some of the
visitors came to help the men make appropriate decorations, for
instance, the Fourth of July flag party and the May Pole party.
Once a month there was a Magic Lantern Day, when visitors
brought in postcards to be shown to the patients, providing both
a contact with the world outside and a nostalgic return to boy-
hood when the magic lantern took the place of motion pictures or
television. One visitor, who Played the accordion, donated his
time to make old fashioned “squeeze box” music at Magic
Lantern Day. Finally, the club set up a c:
elderly visitors who ha

ar pool in order that
d transportation difficulties could still be
able to come to the ho
An active visiting pro,

spital,
not have any relatives or friends who come to see them. However,

Mrs. Harlan and the H-4 Club members were aware of this
problem and took steps t

{0 see that each patient on the ward had

gram can hurt some Patients, if they do
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COMMENTS AND CONCLUSIONS

An appropriate place to begin our comments about the Family
?f Elders would be in relation to the discharge pattern, for this
1s one crucial test of the effectiveness of remotivation efforts. Two-
thirds of the patients who were on the ward three years prior to
the visit by the ohserver were still there. The discharges that did
take place were mostly in the sixty to seventy age group, but
these had been increasing during the last year. For the majority
of the patients ward life was the end of the road. Another crucial
test of the effectiveness of remotivation is the adjustment of the
patients to ward life, for one would hope that if an individual
cannot carry on life in the community at least he can have a
relatively happy and satisfying life within the hospital. One can-
not support the success of adjustment to hospital life with sta-
tistics like discharge rates but must depend on more subjective
evaluations from staff and relatives. In this respect the Family of
Elders was deserving of praise, for those inside and outside the
hospital felt that the men were much improved and happier
under the remotivation program than in the traditional senile
ward organization. Certainly one fact in support of the worth of
activities in the Family of Elders is that senile problem patients
were being transferred there from other wards for help. There
were fewer dramatic changes on this ward than those which
accurred in the other situations we are describing in this book,
but the subtle beneficial changes were very noticeable.

The important factors in the remotivation might be summed
up in the contrast between the terms “senile ward” and the
“Family of Elders.” A senile ward has connotations of apathy,
deterioration, and incontinence. Although one cannot.say that
such characteristics of behavior were not present in the Family

of Elders, the staff made every effort to minimize and eradicate

them.
Staff efforts were well reflected in the title of this chapter, for

the Family of Elders utilized the best features of the Family
Ward, which we described in Chapter 2, without fostering the
dependence on the ward situation that could casily preclude an
interest in wanting to leave the hospital environment. The family
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atmosphere was evidenced in many ways; by the fact that the
men referred to Mrs. Harlan as “Mom?”; through joint efforts in
food preparation and “homestyle” service in the dining room;
through the making of useful and decorative objects for each
other and the ward as a whole; in the flower keeper and the
enjoyment of his efforts by all the men; also in the mutual
assistance pacts, or the “sick help the sicker” pattern; and
finally, through the sharing of visitors in the H-4 Club.

One must also not forget that in the family setting each indi-
vidual has worth and a place in the scheme of things. Both Mrs.
Harlan and her afternoon counterpart had the ability to interest
themselves in the problems of individual patients, and to use
patient groups for work or recreation in such a way that each
individual felt he was contributing to the whole. Most important
of all, they and their staff never lost sight of the fact that the main

goal was eventual discharge and sought continually to bring
evidence of the world outside into the ward environment.



6. Ward Mothers

Tez PRECEDING THREE CHAPTERS have dealt with examples of
remotivation on wards where the problem of care of mental
patients is quite dramatic; that is, where patients have minimal
contact with reality, show childlike behavior in terms of body
functions, and are unpredictable in relations with other patients
and staff. There is another kind of patient who is found in sizable
numbers in large mental hospitals. This patient does not show the
grossly abnormal behavior of the regressed patient but has not
improved sufficiently in getting along with people to make an
adjustment to life outside the hospital, He constitutes the bulk of
the patient working force, without which most state institutions
could not continue to operate. Various hospital industries, like
the farm, dairy, shoe shop, or mending room, depend on the
skills and efforts which the patient workers, or industrial patients,
as they are called, have to offer. In addition, the major house-
keeping activities are carried in part by patient workers.

‘Work can be a valuable therapeutic tool if it is used tostrengthen
the resources which the patient needs for establishing normal
social relations in the community. Too often, however, this treat-
ment goal has been lost by hospital personnel, with the result that
patients who are well enough to work but nat for discharge, fall
into a routine that is far more custodial than therapeutic.

Fortunately, there are encouraging attempts at remotivation
among industrial patients, one of which is the subject of this
chapter. Our description will differ from that presented previ-
ously not only in the type of patient discussed but also in the
“hefore and after’ situation which we have been able to recon-
struct, The observer talked at some length with the charge aide
who had been responsible for an industrial ward, which we have

15
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called C-1, prior to a remotivation program. At the time of the

Survey visit the remotivation procedures had been in operation

for two years but the former charge aide was still on the hospital

staff and, in fact, was in charge of another industrial ward. There
is every indication that the ward she was administering at the
time of the observer’s visit was similar to Ward C-1 before remo-
tivation. Her present ward regime and attitudes toward patient
care seem to us, therefore, to constitute a valid “before” situation
against which we can contrast the “after”
tion program on C-1.

The hospital in which these situations were found is located in
the western part of the United States, in a warm climate where
the emphasis is on agriculture. Although it is a large hospital,
many of the buildings are only one story high and are called
cottages. In keeping with western architecture, there is a patio
outside each ward, with a wall surrounding the patio, a wall high
enough so that one can sit on the patio without being seen from
the outside, yet low enough so that ane can look out when he
stands up- The one-story type of construction with patio was most

useful in certain of the patients’® activities on C-1 when the “new
program” was instituted.

situation, the remotiva-

LIFE UNDER THE OLD REGIME

Ward G-1 was labeled a continued treatment, open, industrial,
adjusted ward. The designation indicated that the door to the
ward was not locked; that the patients had reached a level of
adjustment that was predictable; that most of the patients were
engaged in various jobs throughout the hospital; and that it was
a treatment situation rather than merely a custodial one. In fact,
the stated aim for C-1 was long-term adjustment of the patient
through the work routine.

This happened to be a women’s ward. Of the 110 Ppatients, 75
Per cent were over forty-five years old and 27 per cent were over
seventy, Actually, the age range was from twenty to ninety-one,
with the mean age somewhere around sixty. The striking feature

was the length of hospital residence, which ranged between three
and forty years, with the average at twenty years.
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. The majority of the women spent six to eight hours each day in
_]ob‘s off the ward. The laundry, mending room, serving roors, and
- fruit and vegetable garden took care of more than half the work-
61’53 while the remainder were classified as helpers in the kitchen,
dairy, beauty shop, bakery, canteen, OF office. Some were also
used as charwomen in the admissions building.

The rest of the patients remained on the ward. Insofar as their
age and social adjustment permitted, they were utilized for ward
housekeeping activities. Some werc classified as regular, meaning
dependable, ward workers, who made the beds, washed and

waxed the floors, washed the windows, and worked as helpers in

the ward dining room. There were a few who had the designation
«ashtray stand picker-

“specific task workers”; that is, one was 21
upper,” another 2 «double room caretaker,” and still another a
“toilet and washroom caretaker.” The remark frequently heard
about the jobs of the specific task workers was to this effect:
«That’s all these patients could be expected to do.” The end of
the worker continuum consisted of the limited or occasional work-
ers, mainly the block pushers and polishers, who walked back and
forth, pushing blocks of wood wrapped in cloth, to keep the
waxed floor at a high gloss- Each day after breakfast and lunch
they went at their task till the floors gleamed.
Not all the women could work, even at simple ward housekeep-
ing tasks. Some were 00 old or infirm. The remaining group
constituted the regular or occasional Bench Warmers, t0 which
we referred in Chapter 2 when we discussed social classification of
patients. They merely took up space as far as ward activities were
concerned, yet required attention from the staff and other pa-
tients at meal- and bedtime.

Routine and Recreation

If one word could be use ize the work and ward

situation under the old regime on ward C-1 it would be “rou-

tine.” The women W jobs i rious hospital industries
t, as many of them had

went to the same job day in and day ou
been doing for years- In addition, the younger ones werc expected

to double up on work by having responsibility for certain ward
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tasks at the end of the day. There was always dormitory work to
be done, and an endless round of cleaning. Once a week the
radiators and mop boards were cleaned and the basement floor
scrubbed. Once a month all windows and woodwork were
washed. Once a day all rooms and hallways were made neat in
appearance, and all soiled linen and clothes were sorted and' put
in proper place. Also once a day the stairs, washrooms, toilets,
and porch were mopped. In all these activities, and many others
that were necessary to good housekeeping, the main burden of
work fell on the patients, with staff supervision to make certain
that the jobs were done correctly. The regular or occasional ward

workers were not able to perform all these tasks; hence some of
the off-ward industrial workers were utilized.

All ward activities were run acco:
posted in the ward office,
aide. The ritual of living

rding to a detailed schedule,
and constantly referred to by the charge
up to the schedule invited submission of
the patients to continuous supervision; for example, checking on
clothing, eating, bathing, and leaving the ward.

Recreational programs were not encouraged under this par-
ticular ward supervision.

By the time most of the women had
spent six to eight hours at

nal activities. The ward staff felt that
ork routine was not beneficial, that work
itself was the best medicine. It was felt that patients were most
comfortable with a strict routine, that order and being busy at a
Jjob were better than i

excitement after the .

quict. The ward ha,
other than a place w!
a lack of change, o
maintaining the stafys quo.

Many features of Ward ¢y under the old regime were reminis-
cent of the Museum Ward described in Chapter 2.
on the ward were qui

The patients
; T te different in terms of adjustment from
those in the traditional Museum W

ard, but the approach of the

at of order, control, and
to the industrial patients
Y ate and slept. The cmphasis was on
ishing to disturb the equilibrium, of

d little meaning
here the
f not v
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staff to patient care was similar. The emphasis on order and
quiet, on strict routine, on training for conformity, is the pattern
of a2 Museumn Ward. Under this unimaginative regime the ward
staff felt secure.

THE REACTIVATION PROGRAM

Remoti.Vation on C-1 was possible in large part because of the
effort which the administration and ward personnel had ex-
pended on a remotivation project in certain regressed wards a
few years carlier. A grant from the state legislature had enabled
the hospital to institute a pilot project on selected chronic wards
to test the idea that remotivational procedures of the kind we
have described in this book are truly beneficial. The results of the
p{lot project indicated that about twice as many patients Were
discharged from the pilot study wards as compared with a series
of control wards; and, furthermore, that of those still in the
hospital, about twice as many from the pilot study wards a5 from
the control wards improved their hospital adjustroent. Inasmuch
as the pilot study had concentrated on male patients, the nest
step was to extend hospital effort to chronic female wards. After
the experience with women there was sufficient change in the
attitudes of hospital personnel toward remotivational procedures
and enough aides bad been trained in the new techniques to per-
mit further experimentation.

The clinical director decided that the industrial wards needed
reorganization in their overall outlook and practice, and selected
two wards to spearhead the change in emphasis from “all work

and no play” to “‘some work and some play.” The ward situation
that constitutes the “after” portion of the description in this
chapter was one of the two wards selected by the clinical director.

In order to make the project on the industrial wards successful
the clinical director felt it was necessary to increase the stafl~
patient ratio and replace those ward personnel whosc attitude
toward industrial patients was rigid, with aides more in tunc with
remotivational attitudes and procedurcs.

The next step in carrying out the new
gather a group of patients,

plans for G-1 was to

holding certain women from the
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previous ward group and transferring more from other wards in
the hospital. Of these new patients who were transferred from
other wards, about one-third came from the acute, intensive
treatment building. They had not responded well to the somatic
therapies after a three- to four-month period, but were no longer
grossly disturbed and were judged ready for hospital industry.
The rest of the transfer patients came from a variety of closed and
semi-open wards for either disturbed or convalescing patients.
They had been patients in the hospital for a longer time and their
overtly psychotic behavior had subsided, although their skill in
social relationships had not improved sufficiently for return to the
community.

These patients appeared at first glance to be well. However,
nearly one-half of them had had no contact with the outside
world since their admission to the hospital. The rest ranged in
degree of contact with normal society from occasional letter writ-
ing to regular visits from relatives and friends. Those whose
contact was minimal or nonexistent had come to accept the

pendence on ward life had been

staff that the Ppatients were better

not well enough to leave anyway.

Many c')f the women wheg formed the new patient group on
‘(_3", ﬂlat'ls, t‘hc Broup organized for the reactivation (their word
tc;r(;;r:zmvau?n) Program, conceded that they were well enough
Soc{m sk?lxl':? lhcnxicl\-cs but {clt that tl}cy had lost the necessary
hompital. ‘?sr tx;:zﬂ».mg an adjus.tmcnt in the world outside the
woa .lhcms,dv cre }:va.s a formidable barrier of attitudes in the
remetivat pmcczd lur:: .faccd those who were responsible for

Another characteris
in mind. The age ran

fostered by the attitude of the
off where they were and were

tic of the new patient

group should be kept
€€ Was now twenty-

two to sixty-three years,
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wi . . .
ith the goal of having no patient over sixty. The mean age was

12:3’;:;6, in contrast t0 an.avcragc of. about sixty before the
dence alsl::r}\1 ;:llans were put into ?peratlon. The length of resi-
Jears, with ad changed, now ranging from four months to fifteen
kecpi’n . z}lln average }Cl"lgth .of stay .of five years. This was in
abo g Wit ‘the admlmstx."anve policy which we mentioned

ve, of making the ward into a more realistic treatment unit.

Step 1: Job Evaluation and Ward fmprovement

The patient work patter? was the place where new procedures

were f“u‘st introduced, with 2 review by the ward staff and
%}Zsmlafx of jobs both on the ward and in hospital industry-
plfaﬂs was on variety of job experience and progressivc job
experience, and the time spent each week at a job was determined
on the basis of the patient’s 8% social adjustments and needs. As
a result, some patients were shifted to longer working hours, that
is, more than twenty hours a week, whereas some Were scheduled
for less than twenty hours 2 week.

At the time of the Survey visit the procedure of job assignment

worked rather informally, dictated in part by the decision about
the needs of each patients by the requirements of different de-
partments of the hospital, and in part by the relationship which
the charge aide had with yarious hospital service and mainte-

nance departments. The charge aide’s biggest probl
should make a job

to convince the various departments that they
analysis of their requirements, pl e use of at Jeast two
patients for each job that would ordinarily be filled by on€ worker
who was not a patient. Because of the charse aide’s interest in job
analysis, her knowledge of her patients, and her good relation-
ships with other hospital personnel, the patients had all beent
placed relatively well-
The principles of variety of job experience and progrc$SiVCj0b
d be expressed by saying that an attempt was
i - each patient

f work experiences for
ter and greate?

ed by having
nd part time

experience coul
made 0 providc a variety ©
that also proceedcd toward the acceptance of grea
responsibility by the patient. Variety was afford

some patients work part time in the mending roo™ a
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previous ward group and transferring more from other wards in
the hospital. Of these new patients who were transferred from
other wards, about one-third came from the acute, intensive
treatment building. They had not responded well to the somatic
therapies after a three- to four-month period, but were no longer
grossly disturbed and were judged ready for hospital industry.
The rest of the transfer patients came from a variety of closed and
semi-open wards for either disturbed or convalescing patients.
They had been patients in the hospital for a longer time and their
overtly psychotic behavior had subsided, although their skill in
social relationships had not improved sufficiently for return to the
community.

These patients appeared at first glance to be well. However,
nearly one-half of them had had no contact with the outside

world since their admission to the hospital. The rest ranged in
flegree of contact with normal society from occasional letter writ-
ng to regular visits from

relatives and friends. Those whose

creasingly toward acceptance of hospital life. This was especially
true of those who were ho

Idovers from the old regime on C-1.
When the holdovers first came to C- s

Gy o women who formed the new patient group on
o ;cmz:)tt il\S, :hc )group organized for the reactivation (their word
Yation) program, conceded that they were well h

enou,
to take care of themselves by 4 :

formidable barrier of attitudes in th
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‘th‘“l‘rt;-h‘irgoal of having no patient over sixty. The mean age was
rencvnts (,, nm 1contrast to an.average of‘ about sixty before the
e clso b ;; ax;‘s were put Into ?peranon. The length of resi-
ears, avith ad changed, now ranging from four months to fifteen
ke<:pi)n o :111“ tz;.lveragt: !C{lgth .of stay .of five .yeaxs. This was in
b -4 g e administrative policy which we mentioned

e, of making the ward into a more realistic treatment unit.

Step 1: Job Evaluation and Ward Improvement

The patient work pattern \was the place where new procedures

were first introduced, with a review by the ward stafl and

l}?::hyslcmfl of jobs both on the ward and in hospital industry-
mp}{asm \was on variety of job experience and progressive job
experience, and the time spent each. week at a job was determined
on the basis of the patient’s 28% social adjustment, and needs. AS
a result, some patients were shifted to longer working hours, that
is, more than twenty hours a week, whereas some were scheduled
for less than twenty hours 2 week.

At the time of the Survey visit the procedure of job assignment
worked rather informally, dictated in part by ision about
the needs of each patient; i
partments of the hospital, and in part
ad with yarious hospi

the charge aide I
nance departments. The charge aide’s biggest P
tha hould make 2 job

to convince the various departments t they s
anning on the usé of at least two

analysis of their requirements; pl

patients for each job that would ordinarily be filled by one worker
who was not a patient- Because of the charge aide’s interest in job
analysis, her knowledge of her patients; and her g9
ships with other hospital personne, the patients had all been

placed relatively well-
The principles © variety of job experi
experience could be expresscd by saying
made to providc a variety of work expericnces for each patient
that also proceeded toward the acceptance of greater and greater
responsibility by the patient- Variety Wwas afforded by having
some patients work part time in the mending room and part time

ence and pmgrcssivc job
that an attempt Was
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in the kitchen; others would work part time in the beauty shop
and part time in the garden. Different jobs for a given patient
were related in that they had similar skill requirements and were
selected because they were congenial to her. Work variety tended
to relieve the monotony as well as to prevent a patient from
becoming obsessively attached to one type of job, as in the old
days on the ward.

As patients improved in their social and work adjustment they
were shifted to other jobs in which they had both skill and
interest, but which required that they take correspondingly more
responsibility. This was a direct attack on the trend of the hospital

to become too desirable a place for a psychotic patient, because
of the emphasis on dependency. For many patients the growth
of responsibility was painful, yeta necessary step in their recovery.
Job responsibility was also transferred to the ward situation,
where all patients had certain housekecping work and where
ward improvement projects brought a sense of working together
f?r common goals. For the housekeeping duties, groups of five,
six, or eight patients worked as dormitory helpers, ball and linen
closet helpers, clothesroom helpers, and helpers for the small
dormitories and side rooms, Saturday was designated cleaning
day, at which time 40 patients would help to get the job done.
The charge aide commented that the patients preferred to do
some }Touscwork, especially since they were allowed to keep some
of their personal belongings near them. Assignments of ward
};:;l;hb‘yv:t:nz:ff were rarely made, and then only for the few
Ward improve: j i i i
fecling of rcfponsilltylii;ll;i; J;::ets not only aimed at increasing the

al gement of the ward furniture,
om the rigid grouping, like that found on the

ings, especially around big
and mfortable with the new
traditional pl;cc éﬁl"c‘mf}‘ily moved the furniture back to its
they came 1 acc’cpt it :‘; " lti:;cc&;zragcmcm and staff approval,

arrangement
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Use of patient help to make things for the ward followed. There
were new curtains, bedspreads, seat covers to be made, all of
whxf:h was done around the big tables. Inasmuch as many of the
patients were working off the ward less than twenty hours a week,
they had more time for ward improvement projects-

The results of the first step in reactivation, reevaluation of jobs

and an attempt to change the environment o1 the ward, were

twofold, First, there was 2 growing feeling of identification with
f pride in C-1 as

the ward as a social group, a0 increased feeling ©

a place to live. Second, there was 2 reawakening of the pleasures

Of.social interaction. While sitting around the tables making
things to improve the appearance of their ward, the women be-
gan to talk to each other as they had never done before. It was

as if a group of apartment dwellers, who formerly had only

nodded to each other in passing, were suddenly thrown together

in close association, and for the first ime began to find out what

their neighbors were like.

Step 2: Activities and Planning
The reawakened need and pleasure in social interaction pro-
vided the basis for the next step in reactivation, which began
with an emphasis on social activities of 2 recreation
led to a greater participation by the patients in planning and
carrying out their various activities. The staff did not initiate
these changes quicklys but were willing o0 wait until the new
pleasure in social relations had been maintained for 2 number of
months, Once they felt that this gain had been consolidated and
the patients were socially secure in each othe'r’s pres'encc, they
urged the women to acqull e experience 11t meeting people
who did not live o7 the ward. At first this urging was directed
toward wornen from other wards, later toward men. Because the
patients were in fron'.x other wards in ghc
course of their hospital] it was not t00 difficult to get 2 varied
group of patien  tors together for a party ont C-1.
Again, when this

solidated, the women
wards to attend their P
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the ward proved to be very useful. A “Patio Dance” was held, ;‘2
which men and women from other wards were‘mv‘xte(%, an e‘v'g
which was so successful that it became an institution and a
favorite activity of the patients during ‘th.e.summe‘r months. "
The growing enjoyment of social activities and mcrez.ased will-
ingness to take responsibility for both work and rt‘:creauon ‘m.afie
it possible for the staff to shift much of the plan.mng of aCthl‘tIES
to patient groups. In terms of time sequence, this level of patient
improvement was reached about a year and a half after 'the
reactivation program was first put into operation. Two }_)anent
organizations which developed gradually were especia.lly instru-
mental in planning activities. The first was called simply Pa-
tfients Meeting. It began as a monthly gatbering of all the pa-
tients on the ward for singing or looking at slides or a similar
activity, but more and more it took on the aspects of a patient
government organization. An extension of the Patients’ Meeting
soon appeared, called a Planning Committee, which met once a
week and was composed of a group of approximately 2o patients.
They met with certain of the ward staff to make plans for weekly
ward activities and had as their specific aim to reduce patient
stagnation in social interaction and to counteract the familiar “do
it for me” attitude. The Planning Committee became one of the
most important of the patient groups and the main agency for
planning and carrying out ward activities.

At this point we should interrupt our chronological account of
the reactivation process on Ward C-1 to provide some illustra-
tions of patient activities. A sample of ward activities for October
of 1954 is a good beginning, the month that C-1 was studied as
part of the Survey. This is shown in Chart 3.

Note should be taken of the fact that each month the charge
aide on ward C-t prepared 2 wmonthly report similar to that in
Chart 3. It was then discussed and evaluated with the rest of the
ward staff and the physician in charge of treatment.

The outstanding feature of the activities during October was

the org:m:\zing of classes in ballet and classical music. In each
case a patient started the

project, recruited her class, and planned
the procedure for cach session.
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CHART 3. SAMPLE OF ACTIVITIES ON WARD C-1 IN OCTOBER, 1954
Number of Participation

sessions  Active Audience New

Activity Remarks

lg:nnix}g Patient planning for weekly 4 2t 4
mmittee ward activity

Goal Clubs Establishedforpatientswhoare 2 18 9 7

not improving. Motivational
reading, simple exercises an!
games, music, rhythm band

Sunshine Club  Entirely run and governed by 3 18 "
patients. Occasionally serve
refreshments. Present project,
needlework
floetr?' A weekly group who read po- 4 9 3
cading ciry aloud to each other
Varied selections are chosen.
Group prefers bumorous read-
ings. Out of this group has
evolved the Verse Speaking
Choir
Verse Speaking Special Project: «Lijttle Or- 5 1 '
Chor phan Annic,” planned as 2
special feature for the Hallow-
een Party
Literature A weelkly group who readand 4 1 2
Reading Aomss books and  spect
articles
Patients All patients called together- 1 6o 6
Meeting £ oduchrome slides of reeert
Hawaiian Party- Very success-
ful evening
Ward Activity Making Halloween Party 13 1t 5
decorations
Party Dancers, witches, and other 1 14
Rehearsal charactersfor Halloween Party’
Informal Table games cards, jig sav 3 7 1
Recreation puzzles, etc .
Gardening ‘Planning, preparing soil, and 3 7 3
planting fall garden
Folk Dance Held on CI with patients 4 32 35 5
(With patient from other wax:ds u:‘lvlt:d ;!s
orchestra) guests, male patients included.
Under spcnsOrshxp of recrea-
tional therapist
Classes under A class instigated and taught: 3 8 2 '
Leadership (|)£al]ct by a former dance
((:‘; RC:cord concerty classical 2 7
c interpret
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More detailed examples of recreational activities are to be
found in the description of a barbecue held during August a'nd an
Hawaiian party in July of 1954. The barbecue took place in ths
evening on the patio adjoining C cottage. There were “hot dogs
with mustard and relish, punch, and potato salad, all prepared
by patients on the food committee, and toasted marshmallows to
finish the meal. Portable charcoal stoves had been set up on the
patio, over which all the cooking and toasting was done. Back-
ground music from the phonograph provided a pleasant atmos-
phere throughout the evening. After supper the recreatlt)flal
therapist supervised games, such as table tennis, badminton, ring
toss, harse shoes, volley ball, and croquet.

Altogether 6o patients enjoyed the barbecue, 35 of them played
the games, while 12 could be counted as a participating audience.

Many comments were heard from the women to the effect that they
loved thewholeaffair and wanted to have another barbecuesoon.

The Hawaiian party entailed greater responsibility, initiative,
and imagination on the part of the paticnts than that required for
the barbecue. As patients from Ward C-1 gathered, and guests
from other wards and the administrative staff began to arrive,
they heard soft Hawaiian music. One of the patients was respon-
sible for the operation of the record player and all background
music during the program. Another patient sang greetings to the

arriving guests and placed leis around their necks. When all were
assembled one of the women opened the program by reading a
awaii, which was followed by a musical
played by the C-1 rhythm band
cord. The nine patients in the
Verse Speaking Choir to read
“l?ream Island” by Don Blanding. This was followed by a panto-
mime play, written by one of the patients and entitled “All
Aboard for Hawaii.” It was in two acts, with one of the patients
as &h.c narrator, Between the acts the rhythm band provided more
:in;‘s;c ﬁtcr the play six costumed dancers presented a hula
\ €y h en there were refreshments, appropriately called luau.
AN nvitation to the luay was extended by an authentically
costumed hostess, a patient, who asked the guests to come to the
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ning r .
R Cfrgh;:z:‘; ‘:f::g:::f:zgt:)y ciccoratcd with flowers and fruit.
spontancous e o for ty; the hula dancers, who also put on a
mine o'clock, an ho . he guests whx'le t‘hey were eating. Ht
and the pz\l;cm " c\.larnan a half 'aftcr beginning, the party ended
Ml the work f -up cor.r}mxttec took over-
assinted and di or the Hawalan party was done by the patients,
the hand-pai lrt:((:ltcd by the aides o1 the ward. The patients made
programs Palr(xitc costumes, the rhythm band instruments, leis,
provided ,b nth scenery- They arranged the flowers which were
o mctive y the hospital nursery- Altogether 24 patients played
A part in the program itseif.
Cor Y:r E}I‘nd a half aftef- the reactiv'ation was begun o2
recr’caﬁl:)c of the detail of arra:_mgmg for patient activity and
L H n was handled by the patients themse!
Bility awaiian party Were examples ©
B :lvhlch they %xad come .to .accept.
ofh T .greatcr social respon51bi11ty was
ospital staff and visitors from the community who came 10 the
f”afd at the invitation of patients- In turn, there was an increase
in the pumber of patients who went 10 town on Pass: Another

result of the increased sacial responsibility was the formation of 2
Pa_tlent Reception Committee- It was the function of this com-
mittee to explain t0 each new patient wh
her on the ward and to introduce her to
. There was a third result of the growth I
in the control functions 0% the ward from the staff more tow
the patients. The soci ressures which patien
other became bY far the ™
than the reprimands and pestowed rewards of t
The final result of patient growth in social relationships coul
e

be found in the stal’- They felt that the traditional organization
and attendant,

of the ward, chars® aide, aide <was not in kecping
jal reality of the patient group- The tradi-

with the changing s0¢¥

tional organization was directed down toward the patient; yet the
patients were demonstmting an ake rcsponsibility on
more of an €q¥ n a subo is. At this point the
remotivation program™ moved into the next phasc.

One resu
the increase in pumbers

ost importa?
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Step 3: Ward Mothers

The 11 aides who comprised the total for C-1 on both the
morning and afternoon shifts were designated Section Lead?rs,
each one being made responsible for 10 patients. The suggestion
for utilizing the aides in this manner originally came from the
ward charge aide, who had noted that many of the patients
called her “Mom™ and frequently came to her for advice. The
physician in charge of the ward accepted the idea on an experi-
mental basis and the 11 patient-groups were formed. Each aide
was to be responsible for the daily life of her patients, to see to
their bathing and dressing, to help them select their clothes, to
assist them in making decisions about social events, and to help
them in plans for ward activities,

When the observer visited C-1 the Section Leader system had
been in operation for only a short time, and all its therapeutic
implications were not yet apparent to those on the staff who were
closest to the situation. However, by talking with various staff
members as well as many patients, and carefully observing ward
activity, he was able to gain a picture of the chain of events
following the introduction of Section Leaders and also to make
certain interpretations as to the meaning of the Section Leaders
or “Ward Mothers,” as he quickly came to call them.

Certain results of the change in ward administration followed
almost irr}mcdiately‘ The need for attachment to a well person,
d'orma.m 1n cvery patient and held down by the lack, or ineffec-
tive dlsmb.ution, of ward personnel, now could be openly ex-
prcsscd‘.thin two weeks to a month each group had solidified .
around its leader, Thi

S Was not unaccompanied by anxiety, for
not only was there the fear of any

) permanent attachment, a com-
mon fcch{\g in the psychotic, but there was also remembrance of
lllrn?\'cr in the past among ward personnel, Many patients were
afraid tha.l they might lose their stable Leader, these desertion
fcms making them hypersensitive to certain events on the ward.
There was o watch rather Jealously the behavior of
and to become anxious and upsct when she
ed toward another section group. The jealous

c a tendency t
their Section Leader
left the ward or movy
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feelings were also directed toward the other members of the sec-

tion, then later toward members of othersections. Some fightseven

developed between patients. The stabilization of fecling regarding

each other and other groups took about three more weeks.

"\‘Vith the diminishment of separation anxiety and jealousy, in-
dividual patients moved to a new Jevel of social maturity- They
began to look after themselves; some increased their ability to
share activities with others; some discussed their work more with
Other.'patients and their Section Leader. Gradually they began 0
function more like a large family and to assume shared and

reciprocal responsibilities.
n the major problems of adjustment to DEW hospital jobs, oF
refponsibnity for ward recreational programs, or in the many
minor irritations and frustrations of each day, the role of the
Section Leader, or Ward Mother, seemed roost helpful. Not only
\was more attention given 0 the patients’ clothing and grooming

but the patients Were e
divide up their day and reme!
tl}ey would no longer be escorted
tion events in other parts of the hospital- Patients learned more
about the effect of praise and blame, for both emotions nOW

dual to whom they had 2 close personal at-
tachment. There was the effect of their intimate group as well,
which acted on the 0n€ pand to support them through anxious
moments, while on the other it applied strict sanctions against
deviant behavior- Finally, both the patient group and the Section
Leader became the testing ground where the individual could try
out new approaches in interpersonal relations before trying them

on less familiar people-

came from an indivi

t one factor contributing 0 the
rd Mothers was their ability t© minister to 2
sequence of arising e part of the patients rather than
tell each patient ¥ ed. For example, in the matter of
work the emphast i from the idea that the patient
needed work t0 interest i meaningfulness of work for the

whether they were

patient. Activities were not measured by
productive 0F unproducti\'c, but whether they had meaning.
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An interview with the young physician who was in charge of
C-1 brought out another feature of the Section Leader program
by pointing to a problem that had been created by the reactiva-
tion program. Although the majority of patients had benefited
from the job evaluation and increased responsibility for ward
events, some had not been able to take the pressure for improved
social adjustment. Their adjustment became worse and it was
necessary to transfer them to a more conservative ward. Although
the number of discharges to the community had nearly doubled,
the number of transfers to the closed wards had also jncreased.
Such a turn of events was a matter of some concern to the staff
and the psychiatrist looked to the Section Leader plan with the
hope that it might help the more anxious patients increase their
social stability without frightening them appreciably. He sug-
gested that the feeling of belongingness engendered toward the
Section Leader was one of the most important aspects of the
situation. The patient no longer need feel that she was just

another patient, but rather that she had an adviser on whom she
could rely. For example, when the question of grounds privileges
OF 2 pass to town came up, the patient would first discuss it with
her Section Leader and then with the doctor.

To _cor_xti.t{ue with the reactivation program in general, the
ps}:chxatn?t indicated that the combination of patient-aide group
units, Qanem.-;!lz.mned recreational activities, and staff-planned
;:dusmﬂ. activities covered many major areas of ego-strengthen-
. fiﬁiﬁ:ﬁ:ﬁmﬁ thc_ adya!.ltage of cum.ing close to what life
of protection. I~‘urt.1>(:er(1)nsg:-::aliltS al.lllli o Yt:it Sxﬂcrmg i, an'mum
personal stresses, but pmvi:i owed the development of inter-

ed a means b i indivi
could get help in handling ther.. s by which the individual

noticy i i 1 ]
]ong;-a:ls “ll:(:‘r;asc in t‘}:exr morale and interest in their job. No
ey say, “I have nothing to report,”” at the weekly
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ward i i
mcetings on treatment revicw- TFurthermore, the aides

?ﬁ:‘:ﬁi:o k;CP daily .rcp?rts on t.hcir. patient groups and to note
the qucs: o cacl} patient’s partxcxpatmn in ward activities. When
e ion of fhschargc for one of their patients arose,
uch valuable information in their daily reports t© con
the decision.
ﬂ"The aides had come to fecl that they were P
roto;r: to;::l}? patients, ar}d also realized that they were learning a
Gons :}11 ition. In' looking back over the formation of the sec
5, the psychiatrist commented that they had been fortunate in
having insisted on both patient and aide preference as to whom
they would like to be with, It s0 happened that each section had

at least one member that was not picked by an aide or one
me{nber who had not chosen that aide- Nobody could thus com-
plain of having received all the Crocks (the PooT treatment

prospects in ward language) on the ward.
cONCLU SIONS

m those preceding itin
4 a new factor in the
t item in this

they had
tribute to

art of 2 concerted

COMMENTS AND

Not only was this chapter di
the type of patient discussed, it int
treatment process.
process, although now 1
ers or Ward Mothers, 25
pending on the personality of one persom
Mrs. Harlan. The diffusion of effor
of 2 much greater sense of belongingness than 1
there were 100 patients in a group ! tead of 10 Knowing that
one belongs t0 someone else is an jmportant fecling at any stage
in life, but in terms of the hospital expcrieqce we think it 1S
especially jmportant for those who really think they ar¢ well

3 lack courag® and rcsourceful-

enough for the outside . urceft
ness. The security ac jeved through the close relationship with
the Ward Mother often Mig e the difference between €O
tinued hospitaliza'.ion and discharge- )
Equal emphasis must alse be placcd on_t he effect ot: the 'Sccuon
or Family on ¢ individual patient- Itis doubtful if this cﬂcf;l
would be as imp© i tients who were more regressed in
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their social relationships, yet for the industrial paticnt member-
ship in the group had much to teach about the sharing of affec-
tion, the meaning of emotional support from friends, and the
reality of group pressures to conform to socially acceptable
behavior. Furthermore, the groups or “families” on C-1 were in
daily contact, and for much longer periods each day than in
regular group therapy sessions. Indeed, they were more like
families than any other kind of group.

The reactivation program on G- showed some of the problems
that must be faced in devising remotivation programs for indus-
trial patients. One of these concerns patient jobs. It was difficult
at first to get hospital departments to accept patient workers on
less than a full-time basis and to analyze their job requirements
in terms of two patients to every well person needed. Administra-
tive personnel in the various departments were still inclined to
Yiew Jobs as jobs and not as means toward patient discharge or
mprovement. It was equally difficult to get the ward staff to
release good ward workers for employment in hospital industry.
The habit patterns that stress a neat and shining ward as one of

care do not change easily

the most important variables in patient
to an emphasis on the needs of each individual patient. These

Jjust a way of getting certain tasks
orf;;nally, we would'point out again, as we did at the conclusion
the House_ of Miracles, that in the remotivation of mental
Iéatxe}xlns, one improvement leads to another, This has two aspects.
1 the one hand, it cautions against trying to move too fast with

done.

tients and staff think of new things to try.



7 “Cafeteria Training”

iZji:f;;;Tllom-SA“!:‘G that patients at different le.vels of social
dealin .t}:‘cquc dlﬂiercnt re}xlotlvauonal .tedllmques. ‘When
‘0 em gth~ thc' lr.lcorrunfant, \Vlthd.rawn pzftxent. it is important
and tg asize training 10 simple bodily functions like elimination,
functi W_Ol'k on personal appearance and eating habits. Adequate

Inctioning in these areas is basic to the acceptance of the indi-
vidual in normal social grouPs: When the patient shy
from the habit training procedures, effort can
toward the use of simple activities that emphasize
and social communication: As the patient improve
to get along with other pati Aff members he can be

given tasks that requir’
bility and the making of decisions-

of job activities off the war! d 2 for recreational and
other social activities in €00 i ;th the other patients on
the ward.

The preceding chapters have dealt with ward situations at
various levels along the continuu™ of social adjustment, begin-
ning in Chapte? 3 with basic i d presenting in
Chapter 6 the industrial patient who may 5008 be ready for
discharge. In each of our case presa’ltations hospital effort was
directed primarily at one level of social adjustment, OF in other
words, at one tyPe of patient:

o the social milieu for the

The eventual success of modifying 1
ina program that is gcarcd

remotivation of mental patients Jies in : ¢
to patients at all j and changes in emphasis
n nce, this means the

as the individual patien esse! A
ent facilities ¢hroughout the hospital, and
nmedical staff on

integration of treat c
the close cooperation edical and 10
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all kinds of wards. The idea of a “flow chart” in which all wards
in the hospital have a specific place, expresses the concept of
overall hospital remotivation from an organizational standpoint.
Large state mental hospitals have been concerned f:or so long
with the exigencies of the physical care of patients that it has b.ecn
next to impossible to organize the staff for a complete remotiva-
tional effort. For one thing, the number and quality of pcrs.onncl
required has been a severe obstacle. For another, rigid z_i.tfltudes
toward patients as exemplified in the Legend of Chronicity are
not easy to change. It is not surprising, then, that the Survey did
not find an example of total hospital effort directed toward
remotivation in a large state institution. However, there was one
situation that appeared to the observer to have the basic in-
gredients for a hospitalwide program of planning and action
in the social remotivation of patients. At the time of visit in
April of 1954 there were few staff members who saw the possi-
bilities for an integrated effort on all levels. However, when the
observer finished his visit on different wards in this hospital,
he saw the facts fitting into a pattern that was of broader scope

than any recognized by the personnel who were caring for pa-
tients, This Ppresentati;

On seems to us, therefore, to be an im-
portant one because of its implications for long-range planning in
Patient care in mental hospitals,

Our story is based in a large hospital in the eastern part of the
Un'}ted States, which we have called St. Charles Hospital. The
Patient population was approximately 6,500, of whom some goo
were men and women who had forgotten or rejected their habits
of persanal hygiene, social customs, and traditional patterns of
everyday activities,

these two factors; firs
Patients and, secon,

arge numbers of regressed
R d, the remodeling
begins.

program, that our story
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FROM STAGNATION TO LIFE

Early in March of 1952 approximatcly o270 patients were
transferred from the A building at St. Charles to certain wards in
the B building which had just been remodeled. In particular, 100
of t.hesc patients, all women, were assigned to Wards B-1 and B-2.
Using hospital parlance, the women were characterized as re-
gressed and vegetable-like, noisy, destructive, and dirty. They

were sent to B-1 and B-2 for concentrated efforts at habit training,

an aim that was described by the clinical director of the hospital
as follows: ““It was necessary to set up this intensive rehabilitation
program in order to get these people off the floor, teach them t0
wear clothes, live like people instead of animals, and to restore
to them the self-respect they once had.” In very simple terms the

original purpose of the habit {raining was the improvement ofa
stagnant patient population.

There were both weaknesses and strengths present in the situa-
tion at the very beginning- The weaknesses Were in the area of
staff attitudes, an honest expression of the Legend of Chronicity-
Even though the patients were to be cehabilitated the aides con-
tinued to think of them as Poo¥ prognostic cases; once chronic,
always chronic. These attitudes mean i
motivation for the aides to offer moreé than the necessary Cus
care even in the new (that is, remodeled) settin,

licated by suspicions toward any

effect of the attitudes was comp.

action which
recent disciplinary action against 2 al
The means of overcoming both the attitudes ab
suspicions about administrative staff lay in a T€0TB2
nursing service in the hospital which had taken place 2 short time
previous to the transfer of patients to B-1 and B-2. Certain aspects
ointment of 2 First

of the reorganization related t0 the app t Fir
Assistant Hea! Nurse, for nursing activitics

who was responsiblc

throughout the hospital as they related to patient.cnrc and (r.czft-

ment. Being celieved from concerns about cducation or adminis®
devote her energies to U

tration, she had time t© he ward situation
and to plan with the mcdical stafl and the aides for changes in

out patients and
nization of the
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existing treatment programs. It was most fortunate that the Fi.rst
Assistant Head Nurse realized her primary task was to I'Ju.lld
strong rapport with the ward staff, including the ward physxcxa_n
and the aides. Rather than criticizing the latter group for their
handling of the “untidy” patients, she attempted to see the
problem from their point of view and act accordingly.

The other strength lay in the fact that many of the occupational
therapy activities had fallen to the nursing department. There
was no director of occupational therapy for some months, and
when one was appointed she found nurses carrying on many of
the occupational therapy activities on the wards. Bringing these
activities to the ward situation facilitated the remotivation activi-
ties on closed wards.

‘The decision to utilize Wards B-1 and B-2 for an intensive pro-
gram of habit training was made originally by the clinical direc-
tor of the hospital, the chief nurse, and the chief of the women’s
service after they had consulted with the physician in charge of
the wards. The First Assistant Head Nurse acted then as the
intermediary between the top administrative staff and those on
the wards who were directly responsible for patient care.

\Ye have noted that at the outset, that is, in March of 1952, the
Patxen}s Ppresented rather severe problems in care, for they were
incontinent, destructive, and in many instances unable to feed
picture covered a wide range,

phrenia accounted for about

econd largest group was desig-

ficiency; the rest presented a

but only a few were over seventy.,

On her first contact Wwith the ward the First Assistant Head
uld be expected under the circum-
twice a week, he;eltrymg to train the patients to take baths
the sheer pro’b lemcof clped to raise th.e }cvel of patient care, but
t00k most of the wa"!jnamtammlg 2 minimum level of cleanliness

Inspite of remodeli pe:}slonne .

uncomfortable, 1. ng, e dayroo.m appeared rather bleak :;md
were vaidcd.gn OCI::::; ,‘:as drab in color. Although magazines
> 0O other touch of the outside world
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reached the majority of patients. There was no radio or television
set. Most of the women sat around the porch or day hall with
almost no constructive activity offered them.

'I:hIS. is the background, then, of Wards B-1 and B-2 at the
I‘JCgmnmg of habit training. With demonstraton of sincere
interest on the part of the First Assistant Head Nurse, and willing
response from some of the aides, efforts were turned to basic habit
training. To this end the ward staff worked for almost a year.

They wanted improvement in three areas: toilet training,
cleanliness, and feeding habits. For the first two of these the
techniques utilized were the same as those we have described for
other ward situations, especially in the third and fourth chapters:
'I:he Habit Training Ward and The House of Miracles. Repeti-
tion of these procedures would serve no useful purpose here. A
word is in order, however, about improvement in feeding habits.
The eating arrangement o B-1 and B-2 was cafeteria, for those
patients who could make use of cafeteria facilities. The majority
had to be fed from trays prepared in advance by the staff, some
even had to be spoon—fcd. A great deal of staff time was spent at
mealtime alone, getting trays ready for patients and then feeding
many of them. If an improvement in patient abilities in feeding
habits could be brought about, staff time could be released for
other activities on the ward. In other words, if patients could be
taught to go through 2 cafeteria 1in€, then feed themselves, aides
would have more time available to work with patients o other
remotivational proccdurcs. The third part of the habit training

came to be known then as «cafeteria training.”
The habit training routine produced results in some of the
patients. When 2 group of the women had become€ continent,
could eatas2 group in the ward cafeteria, and were willing to do
simple ward tasks, they were tt:msfcrred t0 \Yarfis whf:rc.lhc pa-
tients in general showed 2 higher level of skill in social interac-
they were transferred 10 «eidy” wards. With
sive habit training, groups of five or six pa-
tients at approximatcly the same jevel of tidiness and work
capacity were transfcrrcd. .
By carly January of 1953, S0M¢ nine mont?s after the transfer
of patients from the A area 10 B-1 and B-2, 1t became apparent
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that success of the program of habit training was only fleeting.
Many of the patients who had been transferred to better wards
were returned because they had become “untidy” again. The
clinical director of the hospital explained this process when he
said that the patient who is transferred to a “tidy” ward easily
gets lost in the crowd. In a short time she is found once again on
the floor, feet drawn up, head down, incontinent, and desperately
trying to escape from the world. Here was a crisis. As later events
proved, it was a fortunate crisis, for out of it grew the next
important step in remotivation at St. Charles Hospital.

Changes in Remotivation: The Sequence of Evenis

The change in emphasis of remotivation activities on B-2 was
not planned carefully in advance; rather,
interest was aroused and the ward staff sa:

the activities of patients. The initial fa
premeditated, however,

it developed as patient
W new ways to channel
ctor in the change was
this being a careful survey of all the
Ppatients on B-1 and B-2, begun during the first week in January,
1953. The First Assistant Head Nurse and the ward physician
Interviewed each patient on the wards in alphabetical order,
t‘:valuating the present status of the patient and making some
Jjudgment as to her therapeutic possibilities. They utilized a three-
fold classiﬁcation, as follows: Group 1 (10 patients) consisted of
thos.e Patients who were functioning at a level sufficiently high to
be in recreational therapy off the ward and in group psycho-
fhe"aPY« They were able to express themselves adequately, were
In reasonable contact with reality, and did ward work. Patients
n Gmu}{ 2 (25 patients) were functioning well enough to read
and parumpatc' in informal social interaction. With help it was
{felt that they mighe improve sufficiently for activities off the ward.

In Group 3 (73 patients) were most of the senile or mentally
deficient Patients, alon,

with th, i i -
&r inbehavier, Ty \g ose who were still seriously re

3 vas felt that they might continue to benefit
from habit training and perhaps from more advanced remotiva-

tional
o h:};)';o:}:durt:. Thcre.werc a number of patients in Group 3
own mark improvement when habit training pro-

cedures wy i
ere first ntroduced, had been transferred to “tidy”
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wards, but had relapsed and been returned to B-2. For these in
Grm:‘p 4 a Jonger trial period of observation was necessary before
making a more accurate judgment about therapeutic possibilities.

At the same time that the patient survey was being conducted
the staff-patient ratio was changed from onc aide or attendant for
every 25 paticnts to one for every 15. This meant that activities
for patients over and above the demands of physical care could
be increased.

Toward the end of January music
first session being an hour of symp
hour was concluded, the patients were asked 10 suggest their
favorite songs, and six such requests were made. Later more res
quests were made and hillbilly music, marches, and religious
music became great favorites. Using the results of rescarch at
Eloise State Hospital in Michigan, music was later presented in
sequence, beginning with marches, then intermezz0, harmony,

and, finally, folk and dance numbers.

From the beginning it was obvious that the patients were re=
sponding to the music, especially the hillbilly type. Many began
to clap in rhythm, others to dance- Fuven thase who were the most
regressed could be seen responding by hand, {oot, or body moves
ments. Thercfore, the music hours were continued at 8 spevitic
time each week and became an established part of the gx*nrm\

remotivation program

therapy was introduced, the
hony recordings. When the
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fort of the ward. For example, drapery mate.rlal was (i)btafl.I:;(i
from the occupational therapy department. With the hel pdof oe
aides, the patients made the draperies and hur'lg them, and fr
the material left over made a number of cushions. L q
We will come back to a fuller discussion of the activities aroun
the long table after we have described the sequence ‘of events 1;1
the second stage of remotivation at St. Charles H_0§p1tal. A worl
is in order at this point, however, about the activities of the First
Assistant Head Nurse, concerning the concentrated care for t'he
group of 10 patients. As mentioned earlier, one of the dllﬁicultlcs
to be overcome on both B-1 and B-2 was a rigidity of attitudes by
the aides regarding potentiality for patient improvement. The
First Assistant Head Nurse was wise enough to know that she
could not change these attitudes by quoting theories, bu.t would
need to demonstrate in a nonthreatening manner certain prac-
tical ways of working with patients. Group efforts at personal
hygiene and grooming and group work around a table on a com-
mon project were practical ways of dealing with the patients, and
improvement of the ward furnishings could be appreciated by

staff as well as patients. The decision of the nurse to use practical
demonstration in place of theo:

ry quickly counteracted staff
inertia, and on the sewing project the staff took the initiative for
seeing it completed.

Concentrated efforts toward
mean that the bulk

ere introduced for an hour twice a week. At
first they were simple games like Button, Button, Who’s Got the
Button. Then MOVies were started and were shown every Satur-
day; they brought a surprising reaction from the patients. Bingo
for those who were in sufficient contact with reality to participate,
and simplified handball games on the porch offered further
stimulation,

The original group of 16 patients selected for intensive training
came from B-2, by

ut in a few months 3 similar group was chosen
on B-1 and th
the intensive

panded. By the fall of 1953
with group procedures was

€ §roup on B-2 was ex;
activation of Ppaticnts
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Z)l;titliir:;‘rc?o to all‘ t‘hc patients on the two wards who showed the
o 16 participate. :‘\t the very least, all the patients were
amncs wasr;’\:rc act(;vmcs: The number and complexity of the
e ooara gccfgasc , a piano was purchased, and group singing
pr:;h:;:h? results 9( the g.cneral and concentrated reactivation
Db \\lerc conmd(;rcd n November of 1953 eight patients
transfe:rn é) aced on trial visit at home and five others had been
ocen aﬁc to another wa.rd. }vhcre there was more emphasis o
ti pational therapy activities off the ward. Of the other pa-

ents on the wards all but 16 had shown definite improvement in
washing, grooming, and toileting problems. About 15 had shown
marked improvement, 50 come improvement and the rest
§h0wed improvement in one segment of activity, at least in an
increased alertness to their surroundings.

By the time of the Survey visit in April of 1954, tWO other

factors had entered the pictore a8 far as Wards B-1 and B-2 were
hiatric aides had been assigned

concerned. For one thing six psyc
to the arca, each aide belog responsible for 15 t0 17 patients. It
was the job of the aide to see that ients were properly
dressed, bathed regularly, and received the benefit of regular
grooming and pcrsonal hygiene procedures- Each aide’s group
ate together, sitting each time at the same tables so that they
could establish 2 routine.

cific group of patients had

The assignment of 09¢ aide to @ SPe
some features in comm e Ward Mother program that

we described in the previ . However, the St. Charles
program never devel rd Mother undertak-
ing on the jndustrial warcs being that the level of
patient ability it the social sphere \was much Jower of Wards B-1
and B-2 than at the westers hospital- The emphasis was more on
the establishment of routines in the areas of pusonal hygiene .and
feeding than © ersonal relation-
situations were similar,

o become increasingly
familiar with the needs
patient the security of a famili ¢ every day-

on wit

n the dcvelopmem of close interP
ships. The two . ilar, however, in making it
possible for 2 memm the ward staﬂ" t c incre

ds of specific patients, also in giving the
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The second factor was a growing awareness on the part of the
hospital administration that they could shift the basic habit train-
ing procedures more and more to the A area of the hospital. This
was the great reservoir of regressed and untidy patients and,
therefore, the logical place for initial steps in toilet training,
cleanliness, and feeding. When the patients had reacted favorably
to the habit training, they could be transferred to B-1 and B-2,
or other wards of a similar nature in the B area. Here they could
be given the group reactivation as practiced around the long
tables, which hopefully would then lead to added improvement.
However, before carrying the implications of this decision any

farther we should describe in more detail the group work around
the long tables.

"“The Ladies of the Long Table'’

The distinguishing feature of “long-table retraining” was that
t%xc activity to be performed, be it making a quilt, or a doll, or
simple utensils for the ward, was broken down into its component
parts. Each part, or step in the process, would then be given to
one ar two or three patients. The end result of the step-by-step

process was a finishcd product. The advantages in this approach
to group actvity were that more individual occupations could be
createfi; patients could get a task that fitted their present level of
belfa?-l.or OF Interest, and they could see that out of a series of
activities a good result could come,
‘hThe more the observer thought about long-table retraining,

¢ more he thought it had something in common with the earlier
eﬂ'm"ts at habit training, for it was similar to training patients to
n;owe along a cafeteria foad counter in line and assemble a com-
ES!;:: gneal It seemed only natural that the term which had been
tminir;" !f:c ;:'ar? staff for the habit training procedure, “cafeteria
tabls.g' should also be applied to the work around the long

{\n_ example of a task which was
trau:{mg” was the making of soft b
consisted of pulling the burlap
threads were tied together in o

broken down into “cafeteria
alls from burlap bags. Step 1
bag apart by threads, then the
long string. In Step 3 the string
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was rolled up to form a ball, In Step 4 it was covered with some
kmd'oﬁmaterial to keep the string in place, and, finally, the edges
of this material were sewn together to keep it firm. The product
wasa ball which could be used for ward games without the danger
of humx}g anyone, if it accidentally {or purposely) hit her.

C'crtam aspects of pulling burlap were most beneficial to a
Pparticular type of patient known as the Fringer, who constantly
unraveled her own clothes. Unraveling burlap bags provided an
outlet for the energy that had formerly been directed toward her
OWI.I apparel and, in addition, directed it to a useful end that the
patient could appreciate.

A different example could be found in painting paper plates. In
cafe_teria training this became: (1) overall painting of plates, (2)
cutting out pictures for decoration, (3) pasting of pictures on
plate, {4) outlining picture with white art paint, (5) shellacking
plate for durability. The end result was decorative and added
color to the dayroom without danger of breakage and injury.

Further illustration of “cafeteria training,” as seen through the
eyes of an aide on the ward, came from an interview with the
observer. The following statement does not constitute her exact
words but is a reconstruction of the main points she made.

We use it [cafeteria training] for rolling up and weaving strips for
rugs, cutting patterns, and so forth, We permit regressed patients to
use scissors, dull tips you know, but we’ve had no bad accidents, even
when a patient gets disturbed. We were scared all right when we
started this, but now I don’t know why we were, I think of the time
when I saw a patient make a sharp knife out of a spoon and cut him-
self; that was when we used spoons and no Lnives and forks, for
safety sake. Well, it’s less dangerous to use scissors. When you don’t
hold patients down too much they pay you more mind and behave
better, I belicve.
‘Well, the regressed patients cut up strips of cloth at the table, and
a couple of other patients at the table cut them into tiny pieces and
put them in a box. They are the angry patients, they like 1o cut it
seems. Then a bunch of other paticnts at a table nearby make cloth
dolls or animals, using the cut-up material for stuffing. Lach of them
has a different job, too, cutting out the patterns, basting, sewing,
stuffing. These jobs are changed now and then, so no one gets bored.
Even the “cutters” seem pleased when they sce the finished product.
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“There have been several of them who after a while shifted to the
other table and actually made the dolls.

One final lustration might be cited of the kind of work that
was done by the Ladies of the Long Table, as the ward' staff
dubbed them. The project under consideration was the ma.kmg of
decorated jars and bottles. In Step 1 a patier}t would sort different
colored paper strips into piles of the same color. In the next step
two patients sat opposite each other, across the table. One of
them had a hand drill, to which a paper strip was attached. The
second patient held the other end of the strip while her com-
panion turned the drill, rolling the strip into a cord. When each
cord was finished they exchanged jobs. Then two patients took
the cord and wrapped it tightly around a glass jar. Two more
patients glued the strip on, two more varnished the jars, and one
checked the finished product for flaws. The completed jar was
used for a vase or other decorative purposes on the ward, or as a

gift for a patient at a ward party.

Some idea of the manner in which individual patients pro-
gressed through different stages in “cafeteria training” came from
an interview the observer had with an aide who had been on the
staff of B-1 from the beginning of the remotivation program. The

following comments are again a reconstruction of the interview
rather than a direct quotation.

When we started we sort of had to feel our way along. I started
with ten patients at a time when I was asked if T would like to try my
hand at doing things with patients. The chief nurse told us we could
and that it would make our work with patients more interesting and
easier in the long run. When I think back it did so all right.

At first 1 just tried making old string rugs to get the patients’
fingers moving. The big problem was to keep the patients interested
long enough. I started some of them with tearing and rolling the
string into a ball. After a while, about six weeks or so, I started them
on long wooden frames that some other patients in the receiving
building had built. We used waxed string and the operation was

simple. The patients could do counting, “under—over,” “‘under—
over,” and that

got them going. Sometimes we used strips of old bed
shects that other patients had made, and turned them into bath
mats for the showers,
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Then I started reed weaving. First we did potholder weaving, and
when we mastered that we tried basket weaving. Then we did
leather \s’f)rk and now a year and a quarter after I started, they’re
rea!l): quite artistic. I let them do copper work; some like chair
weaving better, All the stuff they make goes to make the ward look
nicer and some of the smaller things they can take with them when they
are furloughed or transferred to a better ward. try to let the patients
pch: what they like, once they get an idea of what they can do.

Since I started this I guess we've furlonghed about six patients
a year of the twenty-five or so patients I get a year, although I won’t
say they are restored to what they really were, but they were good
enough to go back home. About another six of this group get pro-
mc:m.:d to a more advanced ward, where they have more ground
privileges and do more shop work off the ward. Another half dozen
or so I send to another ward that’s similar to mine and we do that
Just because I think a change, even if they’re not ready for promo-
tion, does them good. The rest stay on a bit. Most of them will never
make it and they get transferred to a custodial ward for a while and
then they are put through again. Actually, most of them make good

ward workers and some have become good in hospital industry,
while before they did nothing but warm the benches and maybe
weren’t housebroken. So you see, the patients that once were untidy,
even if they don’t go home, become better adjusted. That’s some

gain anyway.
The effect of the habit training and “cafeteria training” on an
individual patient is rather graphically portrayed in the following
case history which was described to the observer by the charge
nurse for B-z. Janie, as she was called, was quite a problem. She
had been in the hospital for eighteen years without deriving any
benefit from the somatic therapies. She had hallucinations bt
was mute except for occasions when she would have a violent
outburst. She hoarded things, even chewed and ate string, and
was really dirty and urinated in the corners. She was transferred
to B-2 and put through the routine of habit training, much as has
been described above. The charge nurse commented that once

she got started she improved quite rapidly, and at the time of
interview she was taking more interest in her appearance, not
hoarding any more or *‘acting up.” She learned to makc.a!(mc-

tive string dolls and do errands for the ward s(aff, with the

prospect of soon being transferred to a better ward with a regular
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occupational therapy room. It was a source of much satisfaction
to the charge nurse that she had disproved the remarks often
made about Janie’s not being suitable for occupational therapy-—
remarks that had been made previously about other patients.
Her final comment was as follows: “We try things out as we
think of them and if they work, good; if not, we find other ways
of getting to the patients. I’ve learned a lot. I no longer try to

rush patients, and I don’t try to fit the patient to what she ought
to do but what she can do comfortably.”

The Daily and Weekly Routine

Perhaps a good way to summarize this material on habit train-
ing and “cafeteria training” is to outline the daily and weekly
routine on B-1 and B-2 at the time of visit in April, 1g54. The
reader will remember that this was about fifteen months after the
ward patient survey by the First Assistant Head Nurse and
twenty-four months after the original transfer of regressed pa-
tients from the A area to the B wards.

The first two hours of the morning, from 7:30 to 9:30, were
devoted to washing and grooming. This consisted of training in
putting on shoes, brushing teeth, washing face, hands, arms, and
other areas of the bady, putting on clean clothing, combing hair,
and applying lipstick and powder (for those who liked cosmetics).
The basic principle utilized in carrying out this routine was that
t:hc patient do these things for herself, regardless of the time
uwolyed. If she was not able to do some or all of them for herself,

the 2ides tried to teach her. The process was repeated day after
day in the same way so that a habit pattern could be set up.

Fn?m 9730 10 10340 there were long-table activities: sewing,
coloring, pulling burlap, cutting out pictures, putting puzzles
!?gcll_ler, stringing beads or macaroni, looking at magazines,
!nstcnmg to the radio, and so forth. There were group activities
in the form of games, like Farmer in the Dell, or Ring Around
the Rosy, marching to music, dancing, throwing the bean bag or
balll” and various kinds of physical exercise.

reparation for lunch began at a quarter to eleven. Thy s
were cleared and the patients hclpcc? in the lunch prcparacti‘;: Ley
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filling cups or squp bowls and carrying platters and dishes, Each
fudc tried to get several of her patients to help at this time even if
1t meant placing the platter in the patient’s hands and guiding
her to the table where she was to put the platter. After the tables
had been set, each aide seated her patients at the table assigned to
her, and only one aide seated her patients at a time. The object
was to help the patients become accustomed to sitting at the same
table each day with the same aide. It contributed to the feeling
of belonging somewhere with someone.

Following lunch the patients washed and went to the toilet (for
the incontinent patients toilet training was carried out every
hour). From 1:30 until 3:15 there was more long-table retraining,
and at 3:30 the preparation for supper began. When weather
permitted there was a period of exercise outdoors, walking or
playing simple games.

Weekly activities consisted of the following events. Tuesday
and Friday were shower days, with each aide supervising her own
group of patients. Monday morning was reserved for recorded
music and guided activities like marching, dancing, and various
games, under the direction of the music therapist and the occupa-
tional therapy aides. Wednesday afternoon was devoted to a
strictly feminine institution, the beauty parlor. At the very begin-
ning of the habit training program this period on Wednesday had
to be devoted to basic scalp treatment in order to counteract the
neglect engendered by long residence on the “untidy” wards.
Later, the time was spent on shampoos, wave sets, perrnanents,

and the varied activities of the beauty parlor that are a delight to
women. It is interesting at this point to note that the stafl
originally used soft music to cut down excessive movement of
patients. However, too many patients fell asleep on the chairs zu:ld
benches. Boogie Woogie was then introduced, Wilh' some mis-
givings by the staff, but instead of disturbing the }.mncms it pro-

vided the desired atmosphere. With improvement in the physical

and social aspects of the patients the beauty shop hour was puton
and alternated with a record hop, to which male

a biweekly basis, r >
patients were jnvited. Finally, there were movics every other

Friday afternoon.
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The observer was told that plans for the near future includ.cd
the use of the hospital orchestra and chorus for ward entertain-
ment on special occasions. At Christmas, or on in}portant holf-
days, it was felt that patients could be further activated by this

contact with social forces other than those directly conn

ected
with the ward.

Summary

Up to this point in our description of St. Charles Hospital we
have tried to show how the pressure of a large number of chronic,
seriously disturbed patients led to efforts at basic habit training,
made possible in part by the remodeling of certain hospital
wards, and in part by the interest of the administrative personnel
and cooperation of the ward staff. Success in the habit training
program precipitated a minor crisis, in that many improved
patients who were transferred to better wards failed to sustain
their improvement, and had to be returned to the chronic wards.
The outcome was a growing program of intensive patient care,

not only in habit training but also in the improvement of skills in
social interaction through group activities, such as long-table
retraining or “cafeteria training.” At the time of the Survey there
was a tendency to shift the basic habit training procedures back
to the A wards, which constituted the reservoir of regressed pa-
tients, and to utilize Wards B-1 and B-2 more for the improve-
ment of skills in social interaction through group activities.
‘There were other wards, however, which were concerned with
the social remotivation of patients, and the picture of St. Charles

Hospital will not be complete without a description of activities
on those wards. To that end we now turn our attention.

PREPARING FOR LIFE ON THE OUTSIDE
C-7, the Ward with the Rehabilitation-Recreation Room
Aspartof theremodeling at St. Charles Hospital, certainchanges
were made in the C building which had eventual significance for
patient remotivation. We are interested in one ward in particular
in this building and in the activities that centered around the
room that had once been a dining room. During the remodeling,
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he C building for the

was constructed in t
ity of the patients housed there. Hence,
was large enough to accorm®

a large dining room
common use of the major
the dining room on Ward C-7, which
::nOdatc 40 persons comfortably, was 1o longer necessary and

ould thercfore be utilized for other activities. The staff soon
came to refer to it as the "Rehabilitation—Recreation Room,” for
it was the center around which remotivation activities mov:td on

the ward.
Ward C-7 was called a semi-open ward for women, meaning
that many of the patients who lived there had privileges to g0 t0

?‘ther parts of the hospital or onto the grounds. These were not
.blanket” privileges; that is, they werc not extended to all pa-
tients at all times, as would be the case o an open ward, but
were granted with permission of the ward staff. Most of the

patients were therefore better adjusted than the women on B-1 07
habit trained and ex-

the wards in the A
pressed, to varying elate to other people
in a meaningful way; that is, them and work with

them cooperatively-
Much of the group work in the Rchabilitaﬁon-Recrcation

Room was done around the «ecutting tables” really a variation of

what was called long-table retraining o0 B-1 and B-2- The name
«cutting table” was f the main activities con-

sed because one of
sisted of cutting ematerial and als for children,

aking stuffed anim
pin cushions, and sofa pillows: The reader will remember that
some cutting was done around the 1078 table on B-1 and B-2,

but it was 2 minor gram

building. They were
degrees, an ability to ¥
to talk with

f the activity proi
scissors were U s somewhat like this:
one woman €0 ;mmings from the pieces cut for the
animals or cushions, then cut the trimmings into picces as small
as possible for stuffing: ¢ of this stuffing was that it
ck or wad like cotton batting, and would loosen
jttle shaking- Colored cuttings were used mainly 1o
i i ttings for the animals, for
¢ cferred white stuffing for chil-
The finis then sold to visitors,
n children of

dren’s toys-
nteers 10 us

friends, OF volu
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friends. Thus, the patients knew that their work was being
appreciated; also they saw tangible results in the continued large
size of the Patient Benefit Fund.

Other activities around the table included crocheting and sew-
ing, making decorations for the walls and for special parties. One
group, for example, might sew buttons together one day to make
checkers for one of the wards in another building; a different

group might sew together cloth samples from a store to make
bedspreads for themselves.
Every day there were activities such as dancing, ball playing,
or walks for patients on the grounds, weather permitting. Music
vas frequently played, on the piano or record player, fast and
slow music being interspersed for the patient’s moods. When
playing ball, jazz seemed to be Jjust the thing. Every week there
was a record hop, to which male patients were invited, and to
prevent “wall flowers” at these functions the ward staff and
nursing students rotated around the dance floor.
Success of remotivation on C-7 was duc in large measure to the
use of the aides and to the fact that nursing students were as-

signed there for training. Each aide was assigned to a particular
group of patients, usually 10 or 12 but sometimes more. Each
group was mixed, in that some patients were easily handled,
oth.cr.s were not, and members of each group followed the same
actlvl.ty at the same time. The aides seemed to like this plan, as
seen in the comments one of them made to the observer.

1 like this group business; patients get to know me better and I
them. . . . I think thi gs really changed around here when
attendants started doing things with patients, It took us a while to be
conﬁdcnt: We just thought we were sort of
E‘é}, \:'; ::i;:l:ur work real well and we can

0 has a special relief att : 5
| doing with pec ief attendant who knows what we've

-C our group of pati

this any mure, group of patients, so no trouble comes from
Originally,

have a better

a daily

patien

the studcmsr were assigned to C- so that they could
acﬁ\_huvnd:rsmndmg of p;}tfenls’ nccds'as th?se related to
s and ¥ p! ogram. In_ addition to working with groups of

s participating in recreational activities, they were
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assig.ncd to special patients. One of their activities with these
special patients was reading sessions, for many of the women had
‘r‘eally never learned to read well. As the charge nurse put it,

You see, some have to be reeducated from scratch so they can
appreciate what to do with their leisure time when they move
out of here.”

In brief, the “cutting table,” group activities with one aide,
supervised recreation, activities with patients from other wards,
and the experience of talking and working with the student
nurses were the staples of the remotivation program on C-7.

D-1, the Occupational Therapy Room

Occupational therapy was as old as St. Charles itself, but this
occupational therapy room differed from its predecessors, in that
all patients from the open activity wards were free to participate.
Previously, patients had been selected by the staff; now, they
could walk in as they pleased. D-1, as we have called this par-
ticular occupational therapy room, was located in the new
women’s admission and intensive treatment building, and was
directly adjacent to several ward areas. It was a big room, with
many windows, a connecting bathroom, and supply closets. Any
visitor 'could not fail to be struck by its attractiveness. Even
the window ledges were always decorated with beautifully
arranged flowers and potted plants. There were three sofas, a
half-dozen cushioned chairs, many straight chairs, large tables,
looms, rug frames, sewing machines, ironing board, piano, and
an organ. One could not ask for better equipment.

Results of the activities in D-1 could be seen in the three show-
cases. Here were cushions, tablecloths, potholders, scarfs, hand-
kerchiefs, aprons, ceramics, stuffed animals, rugs, and many,
many other useful articles which had been made by the women.

Individual patient experiences were less routinized than on the
wards we have described at St. Charles Hospital. There was
considerable freedom of choice of activities as well as more re-
sponsibility. Many of the patients who came to D-1 \vorkcx'i part
time in hospital industries and hf:lpc'd to run the activities
through a patient government organization. Although there were
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fewer staff members here, the patients experienced a wide range
of interpersonal relationships. D-1 was used as a training area for
nursing students and was a major anchor for the volunteer pro-
gram at the hospital. The patients were therefore able to have
more contact with peaple from the outside world and thus pre-
pare themselves for eventual discharge. Both recreational and
occupational activities were directed toward the same end,
resumption of life in the community, and organizing a party,
doing things for another group of patients, or making plans for
ward activities, all gave experience in normal social skills.

PATIENT MOVEMENT

A look at Figure 2, on page 153, will show the informal treat-
ment chain that existed at St. Charles Hospital. It was informal

because few members of the staff saw movement from the A
wards to B-1 and B-2 to C-7 to D-1 as a continuous process or

succession of logical steps that a given patient might take toward
recovery. In addition, some patients were transferred from any
one of these wards to a domiciliary type of ward with less organ-
x?ed activity but more hospital industry, gardening, and occupa-
tional therapy. Direct discharges to the community had also
taken plac'e from each ward in the informal treatment chain.
At the tme of the Survey visit there was a growing awareness
of the possibilities of Patient movement successively through these
wards,. each with its emphasis on a certain aspect of patient
bchavmf‘ and skills. Some of the staff were beginning to view this
as a logical development of the long-term rehabilitation process.
That they. did not see it sooner was due in part to the fact that

on the various wards grew slowly, out of

r than through systematic planning in ad-
the fact that the staff were not psycholog-
change in thinking to this extent.

vance, and in part to
ically prepared for o

COMMENTS AND CONCLUSIONS

The most i i
i p:::i :nportaf\t comment is an outgrowth of the remarks
us section and the initial experience in the habit
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March, 1952:

A WARDS | Mok 1952 | WARDS B-l and B-2
(closed) {closed)

Reservoir of ch'ronic regressed Patients selected

regressed patients pafients for remotivalion

Mar. 1952: Hebit training begun
Personal hygiene
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Jan. 1953:; Word patient survey
Music therapy begun

Feb. 1953: Intensive activation
of small group of
patients — “*long-
table™ troining

Nov. 1953: Exposure of all ward
patients to
“cafeteria raining”’

Shifting of moin emphasis
on habit troining

back to A area

Apr. 1954: Russell Sage

HOSPITAL RESOURCES FOR
CONTINUING REMOTIVATION Foundation Survey

OF IMPROVED PATIENTS
Growing reclization that

WARD C-7 potient movement

through progressive

D WARDS
topen tsermi-open) stages tA+B-12C7D)
Emphasis on Occupational -
hospital industry, therapy would constitute on
in side integroted progrom

off-ward occupa-
tional therapy

SEQUENCE OF EVENTS IN REM!

rooms

OTIVATION AT ST. CHARLES HOSPITAL

FIGURE 2.

training program. The reader will remember that many patients

who improved under habit training and were transfcrred to
better wards s00D lost their gains and had to be returned to the
habit training ward. For the social remotivation of paticnts to be
successful in the broadest sense; that is, for it to be cffective for
the greatest number of patients, i ared to different

Jevels of patient adjustment and skills. When the seriously dis-
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turbed and incontinent patient has Jearned continence and c.lean-
liness, he needs to go to an environment where there will be
reenforcement of the new skills, as well as training in the elements
of cooperation and group behavior. The ward personnel of t.he
new ward must be prepared to accept his limitations, to take him
as he is and support him, meanwhile directing his energies in new
areas of social interaction. Staff on semi-open rehabilitation wards
must not forget that some patients may find the new respansibili-
ties overpowering, and must be prepared to help the patient by
providing some staff member with whom he can form a close,
supportive relationship which will carry him through this painful
period. In short, a conscious recognition of the steps in remotiva-
tion, all the way from marked regression to discharge, must be
kept in mind and incorporated into total effort. St. Charles
Hospital had all the basic ingredients for a total program. There
was interest on the part of both the administration and the aides;
there was a successful habit training program in operation which
was being extended to all the “untidy’” wards; there was the
assignment of one aide to a specific group of patients; there was
an integration of occupational and recreational therapy work
with basic nursing care right on the wards.

That a total program had not been devised was due in no
small measure to the fact that overall, or long-term rehabilitation
programs in state hospitals represent a change in traditional ways
of thinking. Staff members have for so long been burdened with
immediate ward problems that they have not been able to look
beyond their own wards. Indeed, where the Legend of Chron-
icity has operated, staff had no reason to make long-range plans
for their patients. However, with new approaches to patient care,
with the utilization of social remotivation, mental hospital per-
sonnel can legitimately expect the necessity for devising a pro-
gram that provides for the movement of the patient through a
serics of ward environments with ever-increasing social responsi-
bilities. The staff at St. Charles had not yet fully adopted the

I:ratflc of reference of an integrated program, yet all evidence
indicated that it was soon to come.



8 Social Self-Renewal

and Community Volunteers

"THE SUCCESSFUL TREATMENT OF PATIENTS with mental discase can-
not be divorced from the interest and activities of people in the
general community. This is true for two reasons. In the first
place, the social adjustment of the discharged patient depends in
farge measure on the attitudes and actions of family, friends, and
others in the community. Whatever heneficial effects have been
rendered by the hospital can be undone quickly by rejecting or
fearful people, or they can be reinforced and extended by ac-
ceptance and interest. The reintegration of the ill person into
normal society can thus be thought of as an extension of the
treatment process.

In the second place, the ability of the hospital to provide ade-
quate care and treatment for those residing within its walls is
intimately related to the recognition by people in the community
of the need for both their legislative and moral support. When the
mental hospital and its patients are pushed out of sight and out of
mind by the ordinary citizen, it is difficult for elected representa-
tives and administrative officials to pay much attention to re-
quests for adequate budgets and competent staffs. The history of
neglect in our public mental institutions is tragic evidence of the
truth of this idea.

Mobilization of the extra hospital world, thercfore, can be con-
sidered logically both a direct and indircct factor in the remotiva-
tion of patients. As such it is pertinent to the purpose of this book;
indeed, it is necessary for a complete picture of encouraging
efforts in the remotivation of mental patients.

155



1 56 REMOTIVATING THE MENTAL PATIENT

An excellent example of one way in which involvement of

people outside the hospital may be brought about is t}u:ough a
program of ward visiting by volunteers from the community. The
volunteer movement has direct remotivational features to the
extent that the visitors bring some of the “outside” into the
patient world, enough so that many patients are encouraged.to
reestablish some of their channels of interpersonal relationships
and interests in the activities of others. It has somewhat more
indirect remotivational features to the extent that it changes
attitudes in the community toward the mental patient, making
him feel less conspicuous when he goes out “on visit” and less
rejected when he is discharged. Furthermore, the volunteer move-
ment may have important side influences on legislative programs,
1o say nothing of the value for the individual participant in giving
himself emotionally to a worthwhile cause. This chapter de-
scribes the growth of a volunteer movement in a southern town,
where these features were indeed realized and the remotivation
of patients was greatly facilitated.

Central State Hospital, located on the outskirts of Doville, a
town of about 6,000 people, and across the river from Sandria,
small southern city of over 50,000, is a mental institution caring
for some 2,900 patients. Twenty-five years ago the superintendent
stated in his biennial report to the Board of Administrators that
it should never be allowed to have more than 1,500 patients.

Like many similar institutions, Central State Hospital is a com-
munity within itself. It has a dairy, bakery, laundry, butcher
shop, canteen, cannery, shoeshop, barber shop, broom shop, sew-
ing and mending room, greenhouse, farms, and recreational
center,

At the time of the Survey in May of 1954, somewhat more than
1,000 paticnts were living in four buildings that were constructed
between 1902 and 1go7. These three-story buildings had brick
walls with wooden inner structures which had deteriorated to the
point of being almost beyond repair, Only patching and repatch-
ing for the past twenty years had prevented their complete

breakdown. Their toilet facilities, especially, were inadequate
and outmaded.
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These buildings housed the average type of state hospital
patient, with four very disturbed wards and two incontinent
wards where many old and debilitated patients were to be found.
In one of the buildings there were more than 300 white women,
divided into floors of residence according to the severity of their
condition. Two open wards were located on the first floor where
70~0dd patients were allowed freedom to come and go on the
hospital grounds. The two locked wards on the second floor were
occupied by 135 mildly disturbed patients, while on the third
floor 110 highly disturbed or “untidy”” patients were housed in
two locked wards. As a rule, the limited ward staff found it
difficult to manage these patients, necessitating the occasional use
of some form of wrist restraint to prevent them from harming
themselves or athers. Frequently, there was only one attendant
and never more than three on a ward.

The rest of the patients were housed in newer buildings. Even
here the wards were in need of major repairs, with the exception
of one new building for reception and intensive treatment of
female patients. This meant that by necessity rather than choice
the hospital had to have large maintenance crews. Even so,
repairs in the institution were about ten years behind schedule.

The sewer system was completely inadequate and deteriorated,
with one of the hospital lines emptying into one of the lines of the
town of Doville. This line frequently ruptured and overflowed
into a low area within the town limits, bringing numerous com-
plaints. For many years this odor was an oft-tatked-about symbol
of disrespect for the hospital itself.

The medical staff was limited both in number of physicians and
nursing personnel. With only six physicians there was a patient
quota of more than 4go per man, and each of thf?m was respon-
sible for the physical care of patients as well as their xtlcnfal treat-

ment. There were only 11 registered nurses in the institution, who
were limited to work as supervisors or on wards fn the female
patient section or the medical and surgical building. Thc. 226
aides were evenly divided between the male and fcmalc. sections.

At the time of visit, occupational therapy was available for

some of the white women patients and a smaller number of the
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white men patients. Except for the men’s occu‘pational. shop, ‘the
activities were conducted by nurses and specially trained aides
on the wards or in large rooms connected with the wards.

Most of the Negro patients and the majority of white men
patients who did not work in some hospital industry or go .to the
occupational shop spent their days in closed wards Jusf. sitting on
the foor or hard benches. Their main form of recreation was an
occasional movie shown on the ward. As a rule, they were not
allowed to attend church in the low-ceilinged wooden recrea-
tional building. The softball games and other sports events were
not on their schedule because there were insufficient attendants
to supervise them while they were outside. Their only “com-~
forts” were their narrow white cots, which occupied most of the
space on the wards, and a few hard chairs. At one end of each
ward were some crude wooden tables and benches where the
meals were served.

Instead of being tempting, their food was often unappetizing
and cold. Before the macaroni, red beans and sausage, corn bread
and milk could reach the scattered tin plates and cups at the
table where the closed-ward patient sat, it had to be brought by a
bucket brigade of open-ward patients from the main kitchen
some distance away. The open-ward patients ate in the main
dining room, but this was located in a building wing that had
been declared unsafe inasmuch as its foundations were sinking
and the walls cracked both inside and out.

This institution presented a grim picture of adverse conditions
for patient care, the kind calculated to dampen the initiative of
even the most enthusiastic worker. Yet, contrary to expectations,
the hospital staff exhibited high spirits and much resourcefulness
in the performance of the daily routine. Their strength and pride
secemed to stem from two major sources. One was a well-accepted

and effective volunteer program; the other was the fact that
owing to widespread public pressure some of the deplorable
physical conditions were about to be eliminated with the help of
newly granted state building funds.

There was alsa a third reason for the high staff morale. The
observer was told sepeatedly

that in the past two years, and
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especially since the mare widespread use of volunteers, the per-
centage of patient turnover had noticeably increased, and the
length of stay for first admissions had been reduced,

The air of optimism about the future was coupled with a sense
of past achievement. A patient library, even though not yet
adequate, was functioning where there was none previously.
Morc patients had grounds privileges than ever before, a hos-
Pltal chapel was under construction, foundations for new receiv-
ing and treatment buildings had been laid, and a salary increase

was in the offing.

The Beginnings of a Volunteer Movement
A more startling contrast between a largely antiguated hos-
pital plant and severe personnel shortages on the one hand, and
high staff morale, sense of purpose, and active community inter-
est on the other is hard to find. Actually it all began almost by
accident sometime in rgs52. The Musical Club of Doville, through
its president, Mrs. Markham, received an invitation from Dr.
Schroder, the superintendent of Central State Hospital, to bring
its music to the institution. The invitation was unexpected. The
townspeople did not recall that anyone at the state hospital had
ever tried anything comparable to this before. Mrs. Markham
and her friends considered the request, knowing from their ex~
perience at a Veterans Administration hospital that there would
be value in music for the healing of the mentally ill. She decided
to discuss it further with Dr. Schroder, with whom she was well
acquainted socially, for he and his family lived outside the institu-
tion and had during the past few years mingled freely with the
townspeople. Ske knew, therefore, that he must have given the
request careful thought and had weighed the aloof attitude of the
town toward the hospital. In the course of their discussion she
suggested a further approach: why not help the patients form
their own chorus? Dr. Schroder was especially pleased with this
idea, and appointed Dr. Hansen, the chief psychiologist and Mes.
Bates, the chief social worker, to preparce the hospital staff for

the initiation of a choral project.
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With the assistance of the Reverend Mr. Morris of nei-ghbomg
Sandria, Mrs. Markham gathered a small group of pam'ants amli
began to hold weekly rehearsals in the }xospxtal recreation .hal .
As one might expect, there were difficulties. Many of the ?auents
came at first more out of curiosity than because of their vocal
ability. Also, there was the problem of noise interference, for
while the chorus was practicing at one end of the room other
patients were playing poot at the opposite end. In spite of these
drawbacks both the patients and hospital staff secmed interested
in the project and appreciative of the efforts in their behalf.

At about this time another event occurred that was to assume
importance in the development of the volunteer organization.
This was the observation of National Hospital Day. The hospital
staff prepared for openhouse, but only six people came, two of
whom were from out of town. Mrs. Markham, who was conduct-
ing the patient chorus that day, suddenly realized the extent to
which the hospital was rejected by the town. However, those at

G.SH. were not surprised; they cited records to show that one
patient had not had a friend or relative visit him during his
twenty-six years at the hospital. The town, indeed, had been
aloof from the hospital. Mrs. Markham recalled later that “faced
with such a small attendance at openhouse something had to be
done.” The result was a determination on her part to stimulate
community interest in this institution of forgotten people.
Meanwhile, news of the patient chorus spread through the
hospital grounds and beyond. The local newspaper brought aut
news releases of the Musical Club activities at the hospital in its
regular local news column. As more patients joined the group the
caliber of the singing improved. Some invitations were even re-
ceived to sing at churches in the Sandria and Doville area, hap-
penings without precedent. During the months following, through
the friendship of the assistant manager of a local radion station,
tape recordings of the charus were made for local broadeast.
O‘f‘:‘“i‘"‘a“‘f they were even broadcast on a statewide basis.
The request for the Musical Club to come to the hospital and
A\'lr:. Markham’s reaction to a hospital devoid of visitors on
Nauonal Hospital Day were the key starting points in community
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ir}terest i.n the hospital. Had it not been for this lady, with her
high social prestige and her strategically placed friends in the
community, to say nothing of her initiative, things might have
been quite different.

Two other events accurred during the summer that helped to
prepare the way for the beginning of a volunteer group, The
first of these was a party, late in August, which was given jointly
by patients and the occupational therapy department in honor of
Mrs. Markham and a newspaper friend, Mrs. Harrison. It was
held on one of the wards in the women’s admission building and
was featured by gifts for the two honored guests, which had been
made for them by the patients. Several mermbers of the Musical
Club and their friends from Sandria and Doville participated, as
did Dr. Schroder and many invited staff members from other
wards. This did much to cement better hospital-community
relations.

The other event was the initiation of a hospital newspaper,
which greatly facilitated the dissemination of news among hos-
pital staff and patients. This monthly journal was launched with
the help of several patient reporters from different buildings and
the encouragement of the psychology department. As will be seen
later, it contributed in no small measure to the acceptance of the
volunteer program.

On August 31, 1952, the first formal meeting to discuss the
possibility of a volunteer program was held at Mrs. Markham’s
home in Doville. Dr. Sehroder, Dr. Hansen, and Mrs. Bates
represented the hospital, and representatives from 1o churches
and 18 civic and fraternal organizations in Sandria and Doville
were present.

In terms of general principles all agreed that hospital volun~
teers should be drawn from all religious faiths and from all the
organizational groups in the two communities. It should not be

an exclusive movement. Furthermore, the purposc of a group of
volunteers should be twofold: to usc the social rcsoun:cs'(.)f (‘hc
community for the rehabilitation of patients and to familiarize
the public with the overall hospital program. \’olu.n(ccrs could
help patients by bringing some of the outside world into the hos-
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pital, providing “little extras” that they would not or.dinarily
have, and supplying a home atmosphere for an otherwise drab
institutional setting. It was understood that volunteers would not
be expected to perform the duties of hospital personnel but could
arouse new avenues of interest in the patients for which regular
hospital personnel did not have the time or the talent.

The group then discussed ways in which some of these general
ideas might be implemented in their particular community situa-
tion. It was felt the volunteers could be effective in urging many
of the musically inclined and artistically accomplished patients
to perform for other patients. The Musical Club could be espe-
cially valuable in this direction. Furthermore, it was deemed
feasible for classes of church schools, women’s church groups, and
civic clubs, to consider some kind of project at the hospital for the
coming year, in accordance with the general aim of bringing
some of the outside world into the wards. To further this idea it
was suggested that each person in attendance discuss the matter

with his particular church or club and seek to stimulate interest
there.

Two organizational steps were taken: first, the formation of a
Hospital Advisory Committee, which would inquire into patient
needs, and formulate both immediate and long-range objectives
for the volunteers; second, the selection of a Survey Corumittee
\\:'hich would study volunteer groups operating in other institu-
tions, Together the committees would consider the practical
problems of forms of suitable entertainment, development of pa-
tient and volunteer talent, and ways of ward visitation. They
woulfi also consider the present and potential facilities of the
hospital which might be made available to the volunteers.

The meeting concluded on a most cncouraging note, brought
about by the spontaneous remark of a member of the Exchange
Club. He said that he had lived in Sandria for forty-seven years
and had never once been inside the hospital. Feeling that it was
time for a change, he invited a member of the hospital staff to
address a meeting of his club, for projects like the volunteer
movement were in line with the covenant of the club. Other club
representatives quickly followed bis 1ead in asking the hospital
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staff to give orientation talks to their organizations and another
step was taken in the improvement of hospital-community

relations,

Formation of the Patienf Service Organizafion
faig: i:’é’t:_“{beli 1];5, '19t5hz, more than 125 representatives of all
Comunit 1vic clubs in the nyo communftles met at the Sandria
- nity Center to organize the Patient Service Organiza-
tion, which soon came to be known as the P.S.0. Dr. Schroder
:}x:d Dr. Hansen from the ElOSpi'tal opened the meeting by telling
0s¢ present about hospital life, and especially the role that
volunteers might play in breaking down the barriers for patients
who ‘had become involved in the institutional way of life
and introducing them once again to the realitics of the world
outside.

After a question and answer period the group came to agree-
ment on the kinds of volunteers needed, noting that both men and
women should be included in the organization, inasmuch as
patient status was no respecter of sex. First would be the indi-
vidual willing to visit patients in a ward setting. This type of
volunteer, because of his particular skills and experience, would
be qualified to lead patients in educational or recreational activi-
ties. Also, this category included those who would organize arts
and crafts classes, hold religious meetings, organize music pro-
grams, and work on various projects that might be planned for
holidays or other special occasions. The second type of volunteer
would direct his activities toward the club, church class, or other
group to which he belonged. This role would involve providing
the necessary resources for giving parties or other programs for
the patients and lending support in any way possible to com-
munity aspects of P.S.0. projects. Tmplicit in the role of the
second type of volunteer was the necessity for keeping himself
informed about the work of the mental hospital and of passing

this information on to others.
It is important to note that the need for this second type of

volunteer category was stressed from the beginning by those who
participated in the original planning. They were convinced of the
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need for a broad base of community support, and realized t.hat it
would be necessary to make a special appeal to th?sc who‘hkc to
give and want to be charitable but hesitate to mingle with the
mentally ill. It was hoped that they would get as much out of the

activities of the organization as those who were to waork with
patients direcdy.

A note of reassurance was interjected into the meeting through
an announcement by Dr. Hansen that a volunteer orientation
course and tours throngh the hospital had been scheduled for
each Tuesday and Thursday during the coming month. For those
unable to attend at these hours special tours were to be arranged
for nights and on Sunday. The purpose of these tours was in part
to relieve natural anxieties about mental illness, as well as to
acquaint prospective volunteer workers with the best methods for
meeting patient needs,

Dr. Hansen followed his first announcement with another well-
timed statement, to the effect that the first organization to begin
functioning in the new organization was the Lions Club of
Doville. Under their auspices a box had been placed at the Do-
ville fire station on Main Street where books and magazines
could be deposited for the hospital’s library. There was a round of
expressions of approval and indications that those present would
see to it that the box would never be empty.

Colonel Gates, influential Sandria citizen and member of the
Hospital Advisory Committee then spoke: “There’s another
need, too. In the occupational therapy ward the patients are
often idle for lack of materials for making articles that would fill
their empty hours. When I inquired why these things weren’t
supplied, the answer was that the state budget doesn’t include all
the little extras.” Many of those at the meeting were surprised to
hear this but promised action in their respective clubs and church
groups.

A digrcss.ion is necessary here to discuss this problem Ppertaining
to economic support, which is usually acute in state hospitals.
"."here is no money in the budget for extras and as a rule occupa-
tional therapy is put on a production and self-support basis. For
the same reason, the hospital sewing and mending room is often
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classified as an occupational therapy activity. In reality, the
k of gratifications are frequently dis-

waorking conditions and lac
1 public is seldom aware of the problem,

frt?ssing. Since the genera!
it is noteworthy that it was brought out at this meeting and inter-
preted as a call for community action.
The. meeting concluded \with the appointment of a nominating
Co'mmlttec, consisting of members of the Hospital Advisory Com-
mittee, \which would bring in 2 dlate of officers to be elected at 2
meeting on October 13 Also at that meeting representatives of
each organization were asked to report on ways in which their
particular group would participate in the volunteer activities.
Bf:t.ween these two meetings they were charged with the responsi-
bility of carrying back to their clubs 2 full report of the evening’s
proceedings, with special emphasis on the aims and roles of the
volunteers. Full newspaper COVET roceedings was also

age of the P
planned, so that no channels of vital communication were Ieft to
chance.

At this point in the presentatio develop-
ments two other pieces of information aré pertinent. The first
relates to the election of officers and the appointment of perma-
nent committees. It was hoped that with a strong line organiza-
tion the administrative systerm would be cfficient. There were
some volunteers, ROWeVeTs who felt that only future events could

indicate the need for extensive organization in the volunteer
movement. They reasoned, and Mrs. Markham was among them,

that the autonomy of individual desires to help could be jeopard-
ized by too much centralization of function. Such foresight is sug-
gestive of the real ability of the volunteeT leaders.

Second, the degree of thoroughness in the prcpamtion for the
launching of the vo nt is noteworthy The deft
coordination and timi t and action between the
e commu

hospital staff and th ves contributed 10
the relative €as® of establishing certain s about volun-
teer work. This was aided in part by ¢ both the hos-
pital and community seemed ready for ¢ awake 10
this realization at about the same Hme, and in part by the Iack
of haste or improvisalion by the volunteer Jeaders.

n of organizational

nity rcprescntati
ground rul
the fact tha
ach other and
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At the same time, Dr. Schroder and Dr. Hansen initiated a
training program at the hospital with a personal orientation to
all ward staff about the use of volunteers. They believed it desir-
able to build up substantial staff interest before the formal organ-
ization of the volunteers took place. Their motive was to keep
conscious frustration among hospital workers to a minimum and
thereby preclude an outburst of negativism when the volunteers
began to arrive in numbers.

Through the orientation program they became aware that
occupational and recreational therapy workers showed more
Tesistance to the idea of volunteers than did the nurses and aides.
They seemed to feel that their skills were too s
mit the introduction, or really the intrusion, of outsiders, Thus, it
was decided that the majn volunteer effort would be directed at
first t}}rough the nursing department and the wards, On more

The Growing Volunteer Program

1Om:e the formal org.anization of the P.S.0. was completed, the
:110 uxl\)teer program quxckly. picked up speed, as manifested in the
umber of varied ward Visitation activities and of recreational

rograms. To give a fu)) picture here of these

Il be no going
the generosity of
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others. In this group belong the hospital; i

at the_Ccntral State Hospitil have lexared lécrdbzf::air?; t::illlltfi'orl;l;o:f

Yule time, than patients in many other hospitals, fo’r our townspeople

are beginning to realize the field of service open to the volunteer

warker at such institutions,
Thi:l;s q'uptation not only g.ives some idea of the effect of the
giving efforts, but points as well to the manner in which
news of the volunteer effort was disseminated to the community,
Th.E Importance of generous newspaper support cannot be under-
estimated in making the volunteer movement a success. Much of
the credit for the strong response of the local cormmunity to the
call ifor volunteers must go to this staff writer and friend of the
hospital, Mrs. Harrison. In many ways she succeeded in making
P.S.0. work not only a series of important community social
events but also an enjoyable form of welfare activity.

As a result of the P.S.O, interest a great amount of material
support began for the patients. For example, a church group
from a neighboring town became one of the largest contributors
of money, books, and clothing for patients. Because of these many
gifts and the more favorable community attitude engendered by
the volunteers, a greater number of patients began to attend
church in the community. The Jocal newspaper reported this
succinctly.

Volunteer gifts of normal wearing apparel enabled a patient to be

inconspicuous at church. No longer did he have to feel self-conscious
and stared at as a museum piece. Without these gilts patients would

have to continue to wear their blue jeans and jumpers.

Since many townspeople had come to associate mental pa-
tients with ill-fitting, state-supplied clothing, and had often com-
mented on the fact that you cannot be seen with them outside the
hospital, the P.S.0. clothing program was, indeed, a vital first
step toward achieving community acceptance. By thus removing
a symbol of disrespect for the hospital, many P.S.0. members
were able subsequently to convince refuctant townspeople that
mental patients were nat necessarily people who have to be
lacked up. Instead, they could point with pride to those paticnts
who had freely mingled with them when they went to church.
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Religious life within the hospital was not neglected either.
Each Sunday the rector of the Doville Episcopal Church held a
morning worship service at the hospital. Similarly, two members
of the Doville Baptist Church conducted a Sunday schoo} f:lass
for a large ward of senile patients. Not content with spmtzxal
efforts alone, they initiated a joint patient-aide ward redecoration
project. This was much needed, for the ward was located in one
of the four oldest buildings on the grounds.

Musical and recreational events also received emphasis. The
patient choir, which Mrs. Markharm had organized, joined with
the Musical Club to present recitals in the Methodist churches of
Sandria and Doville. This was so successful that invitations were
soon received from other churches. Under the direction of some
members of the Musical Club, the patient chorus gave many con-
certs for patients on the wards. A music appreciation class was
begun, and a member of the Sandria Methodist Church group
started weekly piano lessons. Before long she had six regular
patient students.

Two weeks before Christmas, a group of students from a local
college staged a full dress rehearsal of a Broadway stage hit at the
hospital. During the following week the Doville Lions Club gave
a rehearsal performance of its yearly minstrel show. In addition,
a patient-volunteer program of folk dancing was held every
Thursday on the white women’s convalescent ward.

After the beginning of the new year a great effort was made to
extend the volunteer program to the Negro section of the hos-
pital. No one underestimated the problem of overcoming racial
barriers and a slow response at first was expected, However, Mrs.
Markham, by being the first to establish contact with members
of a Negro congregation, set a decisive example for other white
P.S.0. members to follow. As in the original development of
\'?\\l‘n(cct activities, the first effort was made with music, and a
Negro patient choir performed for a mixed audience, including

both Negro and white patients and townspeople, in the hospital
recreation hall. From here it was not too difficult to expand

Ps.O. activities gradually into some of the better Negro wards
and later on into other wards.
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Changes af the First Level of Achievement

.Thc h.igh level of community interest and activities at the hos-
pital which built up during the fall and winter inevitably ran into
some dangers, especially @ slackening of the pace of volunteer
effort. At one of their teas certain influential volunteer members
overheard others objecting to proposals for new activities, inas-
H.luch as they believed that already they were doing enough- This
sign fJf danger was acted on quickly with a review of activities bY
hospital staff and key members of the P.S.0.

One important source of danger which became apparent from
the review was the practice of ward adoptions by various member
organizations of the P.S.O. Initially, it was felt that this practice
would increase community enthusiasm, which in fact it did, and

ity leaders had been in favor

both the hospital staff and community !
hey realized that among some

of such a policy. As time wore o1 t
eed when the

local clubs ward adoption was fulfilling 2 negative 1l
n particular wards into their private

clubs exerted efforts 10 tur

preserves. Their reluctance t© Iet other clubs bring programs into
these wards meant that they had put up mental “no trespassing”
signs. The hospital <taff knew that this practice could lead to
entertainment doldrums and could make for serious rifts among
the patients and ward persormel. For the same reason there was

danger in the adoption of veteran patients on various wards.
Dr. Hansen ech  about this when he

oed the feelings of the stal
said, «They're a3 i Illness knows no
s

11 as the others; mental i
privileged persons.’
ample of how an

This situation is a good eX
in the long rum
h can only

may turn into a harmful one ;
faces ail v ents and whic
willingness t@ pursuc

by a flexibility of
review of work. . .
Consequently 2 decision Was made to institutc 2 ward rotation
plan whereby each ward would be covered by different org:'\mzn-
tions from time ¢ time. As @ result, many voluntcers again felt
freer to do what they wanted for and with the paticnts. Also,
de at a ime when many volunteers felt they

this decision was made 2 a

initially good need
a danger which
olunteer movent be overcome
thought and a serious



70 REMOTIVATING THE MENTAL PATIENT

had matured sufficiently to be able to handle work in more dis-
turbed wards. Thus, if the ward adoption system had been re-
tained, fewer volunteers would have decided to try to help the
more difficult patients.

In conjunction with the adoption of the ward rotation plan
came the realization that a better volunteer orientation program
was needed, especially for those who wished to work on the
disturbed wards. This led to plans for an elective ten-hour orien-
tation course in addition to the informal tatks and hospital tours.
The course was scheduled for twice a year, in the fall and spring,
allowing time for the new groups of volunteers to become adjusted
before the next ones branched out to the locked wards.

At about this time an unwritten mode of operation was
adopted. The hospital staff and volunteer leaders joined forces in
subtly discouraging all persons whose desire to help seemed mo-
tivated mainly by the need for social prestige or “do-goodism.”
Although they were discouraged from working directly with
patients, an earnest attempt was made to persuade them to be-
come active organizational members in their own clubs. In spite
of some resentment of this policy, the vast majority of P.S.0.
members were well satisfied.

The organizational changes culminated during the summer of
1933 with the appointment of a volunteer coordinator, Mrs,
Palcs, the chief social worker. She had functioned as an outstand-
tng informal adviser from the beginning of the movement; her
\mmtfi'\a&c contacts in the community were numerous; and she
was highly respected at the hospital for her judgment. Her selec-
non was, therefore, an ideal one.
inz;:cgo::na;m‘t:rlg;iia?;iﬁ I?L;)spi;al z'mdhvol.unteer servic.es
differences about time, d}z)nc and cIS : “fas ‘CI:J‘Ob . rcconc.ﬂc
arecord-keeping S‘rstcr,n anci b pt‘;ll":c s eeatral b to.org.amzc

dministration beidi e 0 estal lsh:.xcemral ch:auon.m the
i g o e opdpmens o gl Tn

personndl to rexton mm:\v ;, inservice discussions with ward
new patient needs. clunteer and stafl problems and
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Decentralization of the P.5.0.

With the task of integrating hospital and volunteer effort in the
hands of Mrs, Bates many of the formal committees of the P.S,0.
\l\'ere no longer necessary, and were discontinued in September,

953.
Mrs. Markham and others considered this decentralization
most appropriate. Their view was that a formal constitution,
many officers, and committees provide too many opportunitics
for time to be wasted on administrative maneuvering and un-
necessary paper work. In addition, those at the top often might
emphasize impraperly their loyalty to their own club or church
group, or forget the real purpose of the volunteers. Mrs, Mark-

ham expressed herself in this fashion:
We do just as we please. We found that designated committees,
when we tried to make them formal, did not work out so well. It
worked better just letting the volunteers from the different clubs
work as they wanted to. When we have something to discuss, we cafl
cach other up and have a tea and talk things over. After all, the

many clubs have P.S.O. as just one of their important functions.

Again, here was an awareness on the part of those responsible
for the program of how originally good needs can lead eventually
to bad ones; in this case an original emphasis on organizational
details leading to possible misdirection of effort. Had the volun-
teer organization remained unchanged, it is probable that a
leveling off, or even a deterioration of volunteer work and com-
munity response might have taken place. Indeed, when r_he. hos~
pital was visited in May of 1954, it was the observer’s opinion
that the change to autonomous functioning of the various P.S.O.
affiliated clubs had contributed to the expansion of volunteer
activities at the hospital. o .

The superintendent of the hospital in p:xrtu:l.xlar was pleased
with this shift in emphasis, feeling that sterile programs of
had been avoided by the organizational changes,
d rotation and in decentralization. It scemed

*canned joy”
funtcers had begun to shift from the quantita-

especially in war
to him that many vo.
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tive to the qualitative aspects of their work, being concerned less

about the number of volunteers from cach club and the number

of hours spent in routine ward visitation. Instead, they discv.}sscd
more often the different ways in which they could contribute
their services to the individual needs of patients.

The Second Phase of Achievement,
Under the Volunteer Coordinator

Much of the subsequent development of volunteer work at
Central State Hospital depended on the action of the volunteer
coordinator, Mrs. Bates. Though she had few precedents to
follow, she attempted to find impartial answers to the varied
problems, and did not hesitate to discard an apparent solution if
it did not seem to be working. An example of her liaison between
hospital personnel and volunteers was shown in her decision to
have ward staff indicate the type of activities they felt most appro-
priate for particular patients, also to evaluate every month the
volunteer programs on the wards. Both staff and volunteers ap-
preciated this procedure, for they realized the necessity of an
objective check on the direction of volunteer efforts.

Another illustration of Mrs. Bates® activity could be seen when
cooperation from the recreational therapy department lagged
despite much informal pressure. The volunteer coordinator then
concentrated her effort in securing more cooperation in schedul-
ing from the accupational therapy department and the nursing

SCI'V:ICC. 1t was not hard to persuade occupational therapy to co-
ordinate its efforts with those of the volunteers. The persuasive
i;xgcoof a continuous and large supply of raw materials from the
h.ax;gE.rsw::r;mtl :;Jn tl))er d;mt;ds. 'Iihc}s];a materials included coat
flower l:\ﬂbs a;:\d secd: : 3 0%, clothing, old 'hats, map hn‘e o

: . > St wrappings, and various woodworking
materials. Especially appreciated were graded pieces of rags of
many colors and weaves.

\ﬁ'II;;:]Z c:;)l;e);r?ttig:c:; occupational therapy became even more

e known that some volunteers had spent

h?urs together to sort the rags and grade them. Indeed, the
Lions Club rag collection was doing so well that some local rag
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pickers felt their business was threatened with extinction, which

ledrqxcm to complain to the Better Business Bureat in Sandria of
unfair competition. F inally, an agreement was worked out where-
f their graded rags to

by_ the volunteers sold only a small part ©
raise cash for ward projects, and donated the Jarger part to occu-

pational therapy at the hospital-
Mirs. Bates knew that it would be a slow process to coordinate
the re:gular recreational therapy program with volunteer efforts,
especially when it became cvident that recreational therapy had

instituted a saturation program of activities on particular wards
i unteers. She there-

that made it difficult to find free time for vol
fore turned to Dr. Schroder, the superintendcnt, who, after not-

ing that coordination had worked well in other departments,
made two rules. First, a0y special volunteer program would have
preference automatically over ational therapy

the regular recre

programs. Second, any regular volunteer program, SO designated
b'y the physician or volunteer coordinators would have condi-
tional preference over recreational therapy- He asked the recrea-
tional therapy staff 10 consider that volunteer activities were 2
part of the normal patient day, and that it was desirable, there-
fore, to assist the volunteers in every way possible. With this
decision overt resistance collapsed-

Covert resistance Was only overcome 25 some of the more ex-
perienced volunteers began to draw one of the three recreational
therapists into their activities on 2 consulting basis. The volun-
teers then began t© notice that at those events where consultation

had been deliberately sought the amount of ambulatory patient
participation and enthusiasm increased considerably. They also
began to realize that the experience of rccrcational therapy per-
sonnel was help! ir activities. Thus, the

ful to them in
way was opened for an eventu rdination of efforts

between rccreational therapy and volunteers, comparable t© that

cxpcrienced in other areas of the hospital program-

Sidelights of the Volunteer Undertaking
We have prcscnted, in essences the chron

birth and growth of the volunteer movement at Ce

icle of cvents in the
ntral Statc
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tive to the qualitative aspects of their work, being concerned ll;:ss
about the number of volunteers from each club and the num c;
of hours spent in routine ward visitation. Instead, they dst\.xssc
more often the different ways in which they could contribute
their services to the individual needs of patients.

The Second Phase of Achievement,
Under the Yolunteer Coordinator

Much of the subsequent development of volunteer work at
Central State Hospital depended on the action of the volunteer
coordinator, Mrs. Bates. Though she had few precedents to
fallow, she atternpted to find impartial answers to the varxefi
problems, and did not hesitate to discard an apparent solution if
it did not seem to be working. An example of her liaison between
hospital personnel and volunteers was shown in her decision to
have ward staff indicate the type of activities they felt most appro-
priate for particular patients, also to evaluate every month the
volunteer programs on the wards. Both staff and volunteers ap-
preciated this procedure, for they realized the necessity of an
objective check on the direction of volunteer efforts.

Another illustration of Mrs. Bates® activity could be seen when
cooperation from the recreational therapy department lagged
despite ruch informal pressure. The volunteer coordinator then
concentrated her effort in securing more cooperation in schedul-
ing from the occupational therapy department and the nursing

service. It was not hard to persuade occupational therapy to co-
ordinate its efforts with those of the volunteers. The persuasive
force of 2 continuous and large supply of raw materials from the
P.5.0. was not to be denied. These materials included coat
hangers, scrap lumber, books, clothing, old hats, map linen,
flower bulbs and seeds, gift wrappings, and various woodworking
materials. Especially appreciated were graded pieces of rags of
many colors and weaves.

.T_hc cooperation of occupational therapy became even more
willing when it became known that some volunteers had spent
ht'mrs together to sort the rags and grade them. Indeed, the
Lions Club rag collection was doing so well that some local rag
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pickers felt their business was threatened with extinction, which
led them to complain to the Better Business Bureau in Sandria of

unfair competition. Finally, an agrecment was worked out where-

by. the volunteers sold only 2 small part of their graded rags t0
raise cash for ward projects, and donated the larger part to occu-

pational therapy at the hospital.
Mrs. Bates knew that it would be a slow process to coordinate

the regular recreational therapy program with volunteer efforts,
?Specially when it became evident that recreational therapy had
snstituted a saturation program of activities on particular wards

ers. She there-

that made it difficult to find free time for volunte
fore turned to Dr. Schroder, the superimendent, who, after not-
Led well in other departments,

ing that coordination had wor

made two rules. First, any special volunteer program would have

preference automatically over the regular recreational therapy
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decision overt resistance collapsed.

Covert resistance was only overcome as some of the more &%
pf:rienced volunteers begart to draw one of the three recraational
therapists into their activities on 2 consulting basis. The volun-
teers then began 10 notice that at those events where consultation
had been deliberately sought the amount of ambulatory patient
participation and enthusiasm increased considerably- They also
began to realize that the experience of recreational therapy per-
sonnel was helpful to them in planning their activitics. Thus, the
way was opened for e coordination of efforts
between recr:ational therapy and volunteers, comparable to that
cxperienccd in other areas of the hospital program-
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tive to the qualitative aspects of their work, being concerned less
about the number of volunteers from each clu

b and the number
of hours spent in routine ward visitation. Instead, they discussed

more often the different ways in which they could contribute
their services to the individual needs of patients.

The Second Phase of Achievement,
Under the Volunteer Coordinator

Much of the subsequent development of volunteer work at
Central State Hospital depended on the action of the volunteer
coordinator, Mrs. Bates. Though she had few precedents to
follow, she attempted to find impartial answers to the varic.d
problems, and did not hesitate to discard an apparent solution if
it did not seem to be working. An example of her liaison between
hospital personnel and volunteers was shown in her decision to
have ward staff indicate the type of activities they felt most appro-
priate for particular patients, also to evaluate every month the
volunteer programs on the wards. Both staff and volunteers ap-
preciated this procedure, for they realized the necessity of an
objective check on the direction of volunteer efforts.

Another illustration of Mrs. Bates’ activity could be seen when
cooperation from the recreational therapy department lagged
despite much informal pressure. The volunteer coordinator then
concentrated her effort in securing more cooperation in schedul-
ing from the occupational therapy department and the nursing

service. It was not hard to persuade occupational therapy to co-
ordinate its efforts with those of the volunteers. The persuasive
force of a continuous and large supply of raw materials from the
P.S.0. was not to be denied. These materials included coat
hangers, scrap lumber, books, clothing, old hats, map linen,
ﬂower. bulbs and seeds, gift wrappings, and various woodworking
materials. Especially appreciated were graded Ppieces of rags of
many colors and weaves.

.T_he cooperation of occupational therapy became even more
willing when it became known that some volunteers had spent

hc?urs together to sort the rags and grade them. Indeed, the
Lions Club rag collection was daing so well that some local rag
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pickers felt their business was threatened with extinction, which
led them to complain to the Better Business Bureau in Sandria of
unfair competition. Finally, an agreement was worked out where-
b){ the volunteers sold only a small part of their graded rags to
raise cash for ward projects, and donated the larger part to occu-
pational therapy at the hospital.

Mrs. Bates knew that it would be a slow process to coordinate
the regular recreational therapy program with volunteer eforts,
especially when it became evident that recreational therapy had
instituted a saturation program of activities on particular wards
that made it difficult to find free time for valunteers. She there-
fore turned to Dr. Schroder, the superintendent, who, after not-
ing that coordination had worked well in other departments,
made two rules. First, any special volunteer program would have
preference automatically over the regular recreational therapy
programs. Second, any regular volunteer program, so designated
by the physician or volunteer coordinator, would have condi-
tional preference over recreational therapy. He asked the recrea-
tional therapy staff to consider that volunteer activities were a
part of the normal patient day, and that it was desirable, there-
fore, to assist the volunteers in every way possible. With this
decision overt resistance collapsed.

Clovert resistance was only overcome as some of the more ex-
perienced volunteers began to draw one of the three recreational
therapists into their activities on a consulting basis. The volun-
teers then began to notice that at those events where consultation
had been deliberately sought the amount of ambulatory patient
participation and enthusiasm increased consicfcrably, They also
began to realize that the experience of rccx:catto'n?). therapy per-

sonnel was helpful to them in planning their actx.wtx?s. Thus, the
way was opened for an eventual complete coordination of efforts
between recreational therapy and volunteers, comparable to that
experienced in other areas of the hospital program.

Sidelights of the Volunfeer Undertaking .
We have presented, in essence, the chronicle of events in the
birth and growth of the volunteer movement at Central State
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Hospital, up to the time of the Survey visit in May of 1954. It
would not be complete, however, without a fuller description of
various volunteer activities and innovations with the patients, for
of such things excitermnent and enthusiasm are made.

Men often like to go fishing, but being a patient in a mental

hospital rather precludes such a pastime, at least, in most places;
however, not at Ceniral State Hospital. The volunteers provided
the supplies and the encouragement for making equipment, all
the way from the flies to the rods, reels, and baskets. Ward per-
sonnel made it clear that this was a “manly” activity which
would not only be fun but also help them get well. Indeed, it did.
After a patient group had completed their equipment, they would
go on a fishing party with the volunteers to the pond that was
located on the hospital grounds. The outing was completed with
an outdoor fish fry and group singing. The patient response was
gratifying and the ward staff were pleased to see many patients
who had previcusly been withdrawn now show an interest in
social activity.

C-ookix.lg and pastry-making parties were initiated for women
patients in a convalescent ward, with a ward kitchen the scene of
operations. The cookies, sandwiches, or other food were then
vsed as refreshments at a party of their own or at a surprise party
for the volunteers.

Pl:fms were under way to extend patient food preparation to the
hospital canteen service, for the volunteers thought it desirable
tha} the patients sell at least some of their products to other
})ahcms and visitors, and above all to the staff. The proceeds
r:;’-ﬂ: ;:c}: ::(lie :;;Zi ot;; ::;g rxtumt{d over 10 a special patient fund

prajects which the volunteers had

Spoixsorcd. The appropriateness of this plan and of the other

t’i‘gﬁ;“uﬁirmfgilxizxmﬁ effort to remotivate patients realis-

w:::::";‘ci‘:::']ft;ﬂcl::: ;\:; iax::t::)dt:ccd on a limited scale in th'e
ments for & patient o aniz“‘e r;atm;nt b\.nldmg. The rudi-
informal basis, for the pﬁicnt; \;:m rc'a e t'hc.rc ean,

did their oun fromie cmselves kept the building clczfn,

g, and prepared and served the food. With
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the advent of many volunteer-spansored activities the need for
further organization became evident, As 2 result, patients on this
ward undertook to plan and present their own entertainment
Programs, given for guest patients from other wards. From here
it was just a step to more self-discipline, patient initiative, and
some self-government,

Volunteer stimulation was behind the formation of a patient
thythm band, which came to be known as the Roving Rhythm
Band. Help was forthcoming from the occupational therapy de-
bartment, enabling patients to make their own instruments from
scrap lumber and other leftover materials, instruments such as
tub-a-phones, frying pan banjos, and nail keg drums. Without
very much practice jt was possible to produce simple folk tunes,
and the fact that the instruments were homemade meant that no
one was apprehensive about his musical skill or about breaking
them. The band provided a good many hours of fun for patients
who seldom left the closed wards.

Still other volunteer activities were in promising stages of de-
velopment at the time of the Survey in 1954. For example, visits
of sclected patients to Doville and Sandria homes had begun at
the suggestion of Mrs. Markham, who had been the first to
invite a patient from the hospital choir to her home. The po-
tential value of the practice was illustrated in the case of a young
woman with advanced degrees in music who had completely
ignored her training since becoming a patient. Mrs. Markham
invited her to her home each week for afternoon coffee and a
visit. After they had become well acquainted, Mrs. Markham onc
day produced her cello and began to tune it; the young woman
soon found herself at the piano, and gradually the long spell of
withdrawal from music was broken. Although few cases would

ever be as dramatic, the value of home visits was well r?cognizcd
at the hospital, and the idea had progressed to the point where
the volunteer coordinator was working out a regular home visit

plan. . .
A hospital gardening program, especially for cldesly patients,
had been Jaunched by the Doville Garden Club, appropriately

enough at a special garden party.
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One final but most important illustration remains to be given.
A special effort was made to interest the widows and widowers
of the community in the plight of the mental patient. Mrs.
Markham pointed out that “if you get to them just a little before
they all but retire to the rocker and lavish their affection and
care on a pet, a cat or a dog, you will have the most enthusiastic
and earnest workers for the P.S.0.”” Her common sense psychol-
ogy was, indeed, validated by at least a dozen of these persons.
In particular, they devoted themselves to the patients at such
times when other volunteers were normally occupied with home-
making, professional, and business functions. They were espe-
cially welcome visitors to the wards on long holiday weekends when
the other volunteers had family obligations and could not come.
Like the efforts of the volunteer coordinator, all these projects
were characterized by the experimental outlook, by the willing-
ness to try something new, to be unafraid of trial and error and of
mistakes. As we have pointed out earlier, such an approach
undoubtedly contributed to the success of overcoming the ever-
present danger of reaching a plateau of therapeutic effort. In
addition to the spirit behind the project was the result, a vital
contribution to the overall hospital effort to remotivate patients
realistically, to lead them to a better hospital adjustment, or to
prepare them for resumption of regular life in society.

Unexpected Results

A volunteer program may have certain practical results that
were not expected explicitly at the beginning. There were two
consequences of this kind in the story of the Sandria and Doville
volunteers, one related to the patients, one to politics.

When the six-month period, July to December, 1952, was
con.lparcd with the same period a year later, it was found that the
patient turnover rate changed from 68 per cent to 79 per cent.
There was thus an 11 per cent increase in patient movement in
one year, _The superintendent attributed this increase largely to a
more active treatment program, inspired by the community

volunteers. The number of hospi
A 3 ospital personnel had not i
during this time. nereased
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- T{lc P.S.O. was re.cognized by the State Department of Mental
ealth when the Director of Mental Health on September 11
1953, advocated adoption of the pragram in other state institu:
uoxils‘ Furthermore, he recommended that before organizing
their programs other institutions might study with much profit
what had been done at Central State Hospital.

. In 1gs4 the state legislature approved a bond issue, which
listed over two and a half million dollars for the hospital. This
meant that eight 66-patient dormitories could be constructed,
which would permit moving to them about half the patients who
were presently housed in the oldest buildings on the grounds. The
mportance of a well-run and influential P.8.0. can be seen if one
notes that the bond issue in question was approved after the
%egislature had voted 4o millions for roads but could not make up
its mind on the support for institutions. A letter campaign and
personal contacts by heads of the various organizations in Sandria
and Doville helped to overcome the inertia and the issue was
voted. It augured well for favorable action on subsequent re-
quests of the superintendent for an increased budget, rebuilding
of the sewer system, and further canstruction of new buildings.
The effect of the volunteers was stated by the superintendent in
these words: “Community interest means community pressure

for good institutional care.”

COMMENTS AND CONCLUSIONS

From the history of the P.S.0O. at Doville we can draw certain
general conclusions about volunteer programs that are applicable
to other places.! In essence, our remarks can be divided into
three sections: the influence of the program on mental hospital
patients, the effect on the volunteers themselves, and the effect
on the community.

Today we know that, in general, patients improve in their

social relationships if people work intensively with them. Con-
f activities the reader is referred to°
, J. Lawrence Dohan, and David Kantor,
i csources’ in The Petiet god the

Press,

tFora ive interpt ion of
Greenblatt, Milton, Otte von Merin;
“The Use of Vol and Other H i o
ospital, cdited by Milton Greenblatt and Richard Williams, Free

AMental E:
Glencor, I1L., 1957, chap. 25.
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versely, we realize that a patient’s illness gener ally increascs 1
severity with the degree of his 1solatxo‘n frc.Jm .normal human
contacts. A patient’s personal feeling of isolation is compounded,
and the perpetuation of patterns of self-defeat becomes more
certain, the longer he remains exclusively gonﬁned thh‘ his
fellow patients. The existence of volunteer services for a hospital,
therefore, provides at least a partial solution. Volunteers do nt?t
replace the essential services of the basic hospital staff, b.ut .thelr
presence can lead to a higher level of total care for a majority of
the patients.

1t is important to realize that many of the benefits to the pa-
tients at Central State Hospital were due to the fact that the
volunteers did not try to fulfill all the patients’ needs by indis-
criminate giving and loving. Rather they tried to set goals that
patients in various stages of restoration could handle, and pro-
vided the appropriate rewards for this. The close association of
ward staff and the volunteers in the planning of activities is a
credit to the faresight of both the hospital management and the
leaders in the volunteer movement.

Individual volunteers do not remain unaffected by their work.
Here is an opportunity for the fulfillment of the basic human
needs to give and receive, especially to give without stressing the
importance of a2 measurable return. Few would deny today that
this in itself is one of the cardinal principles of mental health.

Some workers must also have experienced a reawakening of

social consciousness, of the value to be found in tackling prob-
lems on a community basis rather than shifting them to a govern-
mental agency, The progressive industrialization and urbanization
of American society, and the simultaneous rise of centralized
governmental functions has made it more difficult for the com-
munity of individual citizens to accept responsibility for problems.
The experience in Sandria and Doville reversed that trend for one
community, This has two important results; first, an increased
identity with the social welfare of the community as a whole; and
second,.an improved ability to tackle other community problems.
The pride and satisfaction of each volunteer as a citizen cannot
be overlooked.
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It is but one step from here to the effect on society. Community
volunteers can make their towns or cities aware of pressing social
problems, and of equal importance can mobilize this concern for
pressure on legislative action. The effect on the state legislature
in the description we have given is a good case in point.

Perhaps the most important effect on society comes in the
Fhangcd attitudes toward mental disease. The immediate result
1s to make the mental patient on visit or after discharge more
acceptable in the community. The examples of church attend-
ance and home visits in Doville are pertinent illustrations of this.
Although deep-seated fears about mental disease still exist, and
will for some time, one of the first breaks in this rigid pattern can
come from association with those who are ill and accepting themas
a part of the community. Another sign of this effect in the com-
munities around Doville was the increase in the number of visitors
to the hospital. In 1954, more than6oo visitors came to the hospital
on National Hospital Day, including some from out of state, which
is quite different from the six on the occasion that prompted Mrs.

Markham to do something about the forgotten people.

We cannot close this account without a final word about the
hospital administration, The staff of Central State Hospital
demonstrated by their actions two important principles of patient
care. First, they operated on the basis that the world of the hos-
pital must be regarded as a transitional social reality for the
patients. Second, they devised policies that rested on the belief
that a controlled approximation to comrunity living must exist
if patients are to be remotivated realistically, and that this can be
achieved through the presence of an active volunteer movement,

Most important of all, the volunteer movement showed that
change in a positive direction at a statc hospital is passible; and
that it is primarily a matter of emotional rather than intelfectual
understanding. The changes that were wrought in the community
and at the hospital werc not achieved because the means em-
ployed were cither new or different in themselves. '1730)' came
about largely as a result of reaffirmation of community so?mI
consciousness and of forcsightful hospital administration beliefs

and practices.



o Beyond the Legend
- of Chronicity

Tue MaN THEME which we have tried to present in this book can
be summed up in a quotation from an article by Galioni.

The institutionalized patient is perhaps more a social problem
than a psychiatric problem. Therefore, a treatment program s_hould
be aimed primarily towards a remotivation of his interest in the

environment and a reeducation in his basic techniques of social
adjustment.!

Up to this point we have presented our main theme in the form of
descriptive material, case examples of social remotivation in
action. Although there have been some interpretive comments at
the end of each case, there has been no systematic endeavor to
pull together the varied factors that are involved in remotivation
programs. To that task we now turn our efforts. The reader will
note as this chapter develops that we have not attempted to put
our descriptive material in conceptual or theoretical form. We
fecl that behavioral theory is not appropriate for this book and
have concentrated our efforts on organizing the diverse factors in
social remotivation of mental patients, and generalizing about how
change such as we have described can be achieved. Accordingly,
our summarization is divided into three sections: first, a con-
sideration of the philosophy which is basic to remotivation;
second, pathways, procedures, or techniques in remotivation; and
third, a discussion of administrative problems which must be
faced if remotivational endeavors are to succeed.

t Galioni, L. T,

“Intcnsive Treatment of Back-Ward Patients,” 4
Baltima, Dept. of Medicine and Surgery, Frychiaty Mot Tt
1B 10-53, February, tase, p. 43.

Psychiatry and Neurology Service,
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THE PHILOSOPHY OF REMOTIVATION

At the outset we owe the reader an explanation for the use of
the term “spcial remotivation,” rather than resocialization or
rehabilitation. These latter two terms imply a process of making
the‘ patient acceptable to others, or fit to live among members of
society once again. As such, they do not go far enough, for the
intrinsic factor in the change from emotional retreat or with-
drawal to social awareness is an emotional commitment to values
about life, and the place of the individual in the life scheme.
Remotivation of mental paticnts, as a philosophy, goes deeper
than surface techniques, and implies the acceptance by the pa-
tient of a set of values which makes him important and worthy
as an individual and also as a member of society. The awareness
of a value system of this kind and commitment to it by the patient
is implied more fully in the term “remotivation” than in resociali-

zation or rehabilitation.

Bosic Assumptions

The philosophy of social remotivation has certain basic as-
sumptions which can be stated rather simply. First, the patient
must be accepted as a person of value, who has the potentiality
for improvement in the future regardless of the degree of observ-
able psychological deterioration. Second, he must be regarded as
an individual who through a process of shared interpersonal trust
and acceptance on the ward can learn not only to tolerate stress
better, but also to use it creatively. Finally, the patient must be
given the right not only to have as active a treatment as possible,
but also to be alone at times, yet be respected.

The Process of Remofivation—Growth Within Frotection

In addition to certain attitudes toward the patient, the phil-
osophy of social remotivation also cm.phasizm certain attitudes
toward the process of treatment. In brief, lhafc arc somewhat as
follows. In the course of his ward life the patient should experi-
ence a mobilization of whatever latent energies he possesses,
which should be channeled into a varicty of activitics that repre-
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. e be
sent graded levels of achievement. These acwahes shouldand
geared not only to his progressively reawakening resources

i 0
skills, but also to the needs of the ward as a community, and ¥

the eventual goal of living again in society outside thf: hospxta;i‘
By this process the patient can be led slowly to.the X‘CdlSCOV.efY '
himself, and particularly of the inner satisfactions and social re

wards that lic in the exercise of choice and of purposeful action-

Goals—Replacing the Principle of Least Effort

As was implied in the basic assumptions, one of the goals mn
sacial remotivation is a changed staff-patient relationship. The
anticipated relationship can be described in a number of ways-
For example, one might say that the goal is a transfer of the
efforts of ward personnel from a primary concern with cont.l"o1
measures and ward housekecping duties to a concern with the job
of helping patients. Essentially this goal seeks a release of energy,
freeing the power which is tied up in carrying out the ward
routine, so that it may be invested in the lives and problems of the
patients. Once this transfer of energy has taken place, the ward
routine can be utilized for therapeutic purposes, the “musts” of
the daily schedule can be changed from monotonous drudgery o
a valuable learning experience,

One might look at the goal of a changed staff-patient relation-
ship in another way, that of the change from a contractual rela-
tionship to a personal one. In the former case the obligations of
the nurse or aide toward the patient are thought of mainly in
terms of relationships such as those which might be stated in a
union contract, of carrying out certain procedures of care and
control toward the patient which are largely invariant regardless
of the particular persanalities of given patients. Patients come and
go but the obligations of the job remain the same. In a personal
relationship the needs and feelings of particular patients domi-
nate the obligations of staff members within, of course, the reali-
tics of an administrative framework. As patients come and go the
demands of the job change. To use a colloquial expression, the
personal relationship can be thought of as operating “above and

beyond the call of duty,” if duty is thought of as the job descrip-
tion in the civil service personnel book.
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Another set of goals pertains to the future of individnal pa-
tients. It is the hope that all patients might eventually be dis-
charged to the community, but for some patients this may be
expecting the development of a level of competence of which they
are not capable. In this case the principle of limited goals comes into
operation. Although a particular patient may not be able to
handle the stress of living outside the hospital, he can be brought
to the level of a better adjustment within the hospital commu-
nity. In the description of the Habit Training Ward or “Cafeteria
Training” there were many patients who could be helped from
the stage of severe psychological and physiological regression to a
stage where they could become useful members of hospital so-
ciety, taking a share of social responsibility and establishing
meaningful contacts with other patients and the staff. For these
patients the concept of a limited goal was important.

One could describe the principle of limited goals in terms of a
dual discharge system, discharge of the patient to the community,
ar discharge to a better ward within the hospital. Acceptance of
this philosophy dignifies the work of the staff and provides a
potent source of motivation for patients to give up inappropriate,
self-defeating behavior.

By way of summary, the philosophy of remotivation is the
antithesis of the Legend of Chronicity. It cannot accept the
interpretation of chronic that means an inability to improve, that
bespeaks a hopelessness for any and all therapeu.nc f:ﬂ‘orts, that
releases the staff from a feeling of personal gbligation to lead
their charges back to sanity. Furthermore, the ph”(?sophy of
remotivation is not to be confused with one that emphasizes space
and person manipulation. Techniques that move patients around

are of little value unless the patient has a fcnsc of pcrso‘nal pat-
ticipation and chaice. They are also of little value thl}ot.n a
personal investment in their success by those who administer

them, plus an abiding belicl that the patient can improve,
PATHWAYS IN REMOTIVATION

One of the essential ingredients for 2 successful remotivation

program is the training and utilization of mecaningful people for

paﬂ?cms. The importance of this is clear in the philosophy that



184 REMOTIVATING THE MENTAL PATIENT

underlies remotivation and it has been demonstrated in each of
the case histories that have been presented in this book. No more

important factor could be chosen to begin a discussion of path-
ways in remotivation.

Aides and Others

Any remotivation program over the long run or with large
numbers of patients will not succeed without the training of good
aides. Those on the hospital staff who have the closest and most

continuing contact with Ppatients are the aides. Therefore, poten-
tially they are the greatest source of help, or hindrance, in the
slow process of helping the

psychotic patient reestablish con-
fidence in himself and in other buman beings. The emphasis on
the strategic importance of aides has implications in two direc-
tions, for those whose responsibility it is to administer treatment
ward.s, and for those whose responsibility it is to manage the total
hospital Policy and program. The implications for the latter

opportunity to discuss
plans, but where each

Or nurse to help the aide d i
ideas about work with patients, " prosTesive
Sibfi\l.;:o.l?cr way that: aides can be given a greater share in respon-

Y tor patients is seeq jn the Ward Mothers program, which
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was described in Chapter 6. Here the aide had the opportunity
to form close relationships with a small number of patients and
was encouraged to help the patient utilize this relationship as a
testing ground for improved relationships with other Ppatients on
the ward or people in other parts of the hospital.

It will not be possible to establish programs comparable to the
Ward Mothers on many wards, for patients of a relatively good
level of psychological integration are necessary and the number
of staff required may be prohibitive. Nevertheless, it is a proto-
type of the highest utilization of the energy and abilities of aides
and should not be pushed out of mind, even on regressed wards.

Closely associated with increased respansibility for aides is a
new conception of the place that occupational therapists, physical
therapists, recreational therapists, and other ancillary personnel
can take in the ward situation. Too often there is rivalry between
the ward staff and the ancillary services. For example, members
of the occupational therapy department may feel that only they,
as professionals, are capable of working with patients in arts and
crafts and other activities associated with occupational therapy.
Furthermore, these activities too often take place in special sec-

tions of the hospital, making it difficult for many patients to
participate.

The second principle or technique of remotivation can then be staled
as broadening the role of members of the ancillary services to make them
consultants to individual ward programs, resource persons who possess
special skills and information that can contribute lo @ more efective ireal-
ment program. This has two advantages, raising the status of those
in the ancillary services, and giving them a share in the responsi-
bility for patient improvement in a much broader sense than
they usually possess.

In each of the case studies presented in this book there was an
cffective utilization of O.T., R.T., P.T., as they are C:IUC?, but
perhaps the clearest illustration was in the description of “cafe-
teria training.” The reader will remember that as soon as some
success was achieved in habit training, activities were organized
around the long tables. At first these were simple (burlap bags
were taken apart and step by step made into soft balls), but
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gradually the activities became more complex {cloth was cut u}i
for stuffing and toy animals were made). ’.l'he skxllf of the occupa
tional therapy department were essential in planning these activi-
ties, in securing the materials, and in helping to move on to more
complex tasks. Members of the ward staff could handle the regu-
lar supervision of the patients around the .lon.g tables, but de-
pended a great deal on the consulting activities of the regular
members of the occupational therapy department. o

One of the keys to successful remotivation is the bringing of
meaningful circuits of activity within the social setting of the
ward, where ward staff can work in these circuits as impo.rtant
persons for the patients. To this end the members of the ancxll'zu'y
services can play a most important role in planning and design,
s well as ongoing copsultation and evaluation.

Breaking the Distance Barrier

One of the problems on a psychiatric ward is the emotional
distance between staff and patients. In the traditional Museum
Ward atmosphere the distance between staff and patients is
great, and it is not easy to break the emotional barrier that
separates them. Yet it is crucial to remotivation that members of
the ward staff become meaningful people in a positive sense in the
lives of patients. The third principle or technique of remotivation, there-
Sare, 1s that all the ward staff should be used to break staff-patient distance,
by having the staff participale in the patient saciety, by having them portray
socially acceptable and ““normal”® standards of behavior on the ward. To
accomplish this end patients must also be brought into the sphere
of responsibility for their actions and must plan with staff for
ward life. For example, formal and informal meetings of patients
and personnel need to be held to increase the fecling of ingroup
identification, or group solidarity. ‘The difference between what

is'a “stafl person”” and what is a “patient person™ can thereby be
diminished or deemphasized, The important by-product will
often be a consensual validation of standards of conduct, meaning

that energy spent on control measures can be shifted to energy
spent on patient work.
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The interaction of staff and patients can be implemented
through joint efforts toward changes in the physical arrangements
of the ward, or plans for redecoration. Even ont the habit training
ward the clothesroom man was given responsibility for planning
with ward staff about painting his room and making it more

attractive in other ways. On other wards the patients worked

with aides in making draperies for the ward and shared respon-

sibility for seeing that they were hung propetly. In the description
of the industrial ward it was noted that staff and patients shared

in the planning of parties and also in the fun of the party itself.
¢ about not only in

Therefore, stafl-patient snteraction can com
improving the ward but in the enjoyment of each other’s com-

pany through recreation.

In all ward situations there is a direct, though inverse, relation-
ship between staff distance from the patients and a sense of social
identity. As the distance decreases through staff-patient interac-
tion there isa corresponding increase in feelings of interpersonal

trust and a renewed sense of social identity-

Utilization of Patient Society

As Caudill* has pointed out, patients are not isolated individ-
uals, but are members of a social structure in which, even ina
rudimentary form, there are shared beliefs and values which are
translated into action through a system of social roles and cliques.
Patients are awarc of what is going on around them, and their
behavior is related to the situation in which they find themselves-
1f one accepts this assumption of 2 dynamic relationship between
patient and cnvironment, then the fourth principle of remotiva-
tion can be stated as follows: @ patient’s

change in one aspect of the "
social life is. Sfollowed by changes within kimself and in other aspects of his
social life.

Once a change is introduced in onc aspe
¢ individuals in the situation 15 changed and

the perccption o X 2
changed pcrccption usually leads 10 new and different behavior.
This can be illustrated by activitics on the lobotomy ward. The
1 Caudill, William, and Edward Stainbrook, “Som¢ Covert Effects of Communi-
cation Difficulties in 8 Ppsychiatric Hospital,” Pyehictin vol. 17, 1954 PP 2540

ctof a social situation



188 REMOTIVATING THE MENTAL PATIENT

first change was the introduction of cosmetics, which a}tcre(}l };13‘ -
ceptions sufficiently so that it was felt necessary to‘obtam brightly
colored head scarfs, then attractive dresses. Patients were very
rauch aware of these changes and reflected them in 1r§1prov.ed
social behavior, less soiling, and increased social interaction with
other patients and staff. i
Acceptance of the fact that patients are members of a social
structure has another important implication, directly related to
the therapeutic process. The primary group of the moment to
which a person belongs has much meaning to him, whether thxs
meaning be of a positive or negative nature. If the meaning is ina
positive, supportive direction there is always the potentiality
within the group process for the binding up of emotional wounds
and the strengthening of the individual against future stress.
Therefore, we can state the fifth principle of remotivation by say-
ing that remotivational programs should utilize the idea that the sick can
help the sicker and that within patient groups themselves there are potential
sources of help toward more mature social interaction.

‘We illustrated this principle at some length in the description
of the Family of Elders, showing how regressed and incontinent
patients could often be bhelped toward improvement by the in-
terest and support of other patients. This was true not only for
incontinent patients but also for those who were cantankerous or
resistive to the efforts of ward personnel in trying to bring them
into ward activities. The reader will remember that the charge
aide for the Family of Elders fostered these helping relationships
among patients whenever she saw common interests arising or
the growing concern of one patient for another relative to aspects
of the ward routine. A clinical director of one of the hospitals
visited by the observer remarked to him that there were sound
learning possibilities in the ‘“sick help the sicker” pattern.
Patients can be helped to a more realistic awareness of their
own problems when they realize that others are more disturbed,
or regressed, or unhappy than they are, that someone else has
a cross harder to bear. This is a form of teaching by contrast,

a technique long used by educators, and by psychotherapists.
In addition, the mobilization of energies toward helping another
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individual is valuable in that it activates an outgo of emotional
effort, and thus starts a reversal of the narcissistic overconcern
which is so characteristic of the mental patient.

Turning more toward the individual patient, it is important to
remember that patients differ in terms of their experience and
their problems. Although this statement may appear only to ac-
centuate the obvious, it has implications for patient improve-
ment. The observer noted the recurring fact in hospital after
hospital that patients got better doing many different things. The
next principle can then be stated: specific media in remotivation are
not so important as the purpose behind the techniques and the interpersonal
closeness of staff and patients in shared activities.

We do not mean that one can ignore specific techniques, for
the assignment of ward responsibilities must be dovetailed with
the patient’s past performance and the significance of the role he
plays in the social structure of the ward. Our main emphasis here
is that one approach will work for one patient that will not work
for another; therefore, one cannot rely on techniques alone. Suc-
cess will depend on finding an activity for the patient that is
meaningful in the light of his position in the social structure, and
on implementing such an activity through close interpersonal
suppart by ward personnel and other patients.

A final point needs to be made in considering the implications
of patient social structure. Mental patients have withdrawn from
the vicissitudes of life in normal society; hence, their social struc~
ture is directed toward an equilibrium that shuts out contact with
and thoughts about life en the outside. The process of 5°°_i“l
remotivation attempts to change the focus of patient social
structure by orienting it toward social relations as they exist out-
side the hospital and toward an equilibrium that seeks contact
with society on the outside. To sum this up in thc_scvcnth prin-
ciple of remotivation: every attempt should be made' lo inlroduce aelivi~
tirs on the ward that are as normal as possible and oricnted toxvard future

life outside the hospital. . .
jInsistencc on the necessity of close relationships bctxs"ccn .mn
and patients is in support of this principle but it also implies 2
changed attitude toward relatives and other people from the
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community. Too often relatives are regarded as ;')eoplc for the
social workers to handle. If the ward staff are orxcnted‘toward
control and maintenance, as an the Museum Ward, relatives can
be disruptive influences, for they stir up patients and throw \‘.Plc
ward routine out of balance. In contrast, the process of social
remotivation utilizes relatives, and others, as resources for treat-
ment Dy providing a continuous background of normal social
relationships against which the patient can better see his own
distorted relationships. In each of the ward situations that have
been described in this book relatives have been used as resource
persons for treatment. In some cases they helped to plan parties
or other forms of entertainment. In other cases they worked with
patients on planning changes in the physical environment of the
ward, and helped the patients do the work, or they brought in
furniture, clothes, food, and other things that helped make the
ward seem less like an isolated society and more like an extension
of the normal community. The volunteer movement is a direct
application of the same principle and the extensive description we
gave of one volunteer organization should not make it necessary
to repeat examples at this juncture. We should reiterate one
point, however, that the therapeutic use of relatives and volun-
teers not only helps patients but is important to the long-range
goal of changing public attitudes toward the mentally ill. In other
words, use of relatives and volunteers has therapeutic value for the
communityas well as for the patients,and in the long run changed
attitudes in the community may be one of the most important
factors in facilitating the care of people wha have mental illness.

Planning—Over and Under

When the ward staff begin to think about the problems of
individual patients and the ways in which they can facilitate
changes in patient behavior they have automatically gone into
the stage of planning. There are dangers and fears inherent in
pl:u:m_ing, however, which need some discussion and clarification,
for it is easy to overplan (and Jose the patient in the process) or to
concentrate 100 much on interpersonal relationships and not be
ready for the patient when he reaches a new growth plateau.
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Ojlerplanning results from the phobia that you cannot leave any-
.thmg to chance and as such can represent a defense against
insecurity in interpersonal relationships on the part of the staff.
To a certain extent the master plan and continuous process on the
Moving Ward illustrate the dangers of overplanning and the
ease with which planning can become a defense. On the Moving
Ward there is little time for close staff-patient involvement,
thanks to the master schedule.

The process of social remotivation requires an alertness to
situations as they arise, a flexibility of approach that allows
changes in activities, an imagination that welcomes new ideas
and new relationships. Furthermore, we suggest that there is
value in realization by patients that the staff are not always
completely secure or emnipotent, or all knowing. Part of the
process of growing up, whether from childhood to adulthood, or
from patient to nonpatient, lies in the awareness that others do
not always have the answers and that one must sometimes look
within oneself for a decision about the right direction to take.
Realization by both staff and patients that the physician or nurse
or aide does not always know the answer can contribute toward
growth in becoming a regular member of society.

Danger at the other end of the planning process occurs when
there is not a ready reception for the patient at his new level of
adjustment. One could characterize underplanning in this sense
as a stalemate at plateaus, whereas social remotivation empha-
sizes the existence of a gradient within the ward complex and
within a set of wards. Activities on the habit training ward pro-
vide an illustration of gradient, the first platcau being toilet
training, the next being ward worker, and finally th.at of y_mficnt
helper and supervisor. The chapter on “cafeteria training”
showed how the gradient can be extended beyond the camplex
of a specific ward by transferring or discharging a patieat fr'om
wards B-1 and B-2 to Ward C-7, and eventually to the D bl}lfd-
ing, the process shown in the figure on page 153 We might

summarize these ideas by stating another principle of remotiva-
tion, Flexibility and imagination, plus a u-i{/ingu:; to adrmit that stef
are not omnipotent, are essential to remativation and counteract erapla
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s e . . . cial
ning. At the same time ulilization of a gradient of adjustment and so

roles within and between wards prevents stagnation at plaleaus of achieve-

nd counteracts underplanning.
me,’zll'}:c topic of planninpg cannot be left without one final com-
sment. Almost any treatment plan that is new soon becomes old,
2 maxim that is so obvious that it easily becomes forgot.ten.. Thus,
an essential ingredient in the planning process is a periodic reas-
sessment of changes brought about in new treatment processes.
Regular evaluation of progress was essential to the success of the
volunteer program which we described in Chapter 8 and was one

of the impoartant factors in preventing stagnation at plateaus of
achievement.

Remotivation as an Experience for Staff

Realizing the ever present danger of boring the reader with
repetition or causing him to think that we are reflecting on his
intelligence, we would like to discuss some of the potential effects
of remotivation pragrams on those who care for patients. Much
of what we will now say has already been implied; yet its im-
portance for both administration and patient care cannot be
overemphasized.

On a ward where a program of social remotivation is in opera-
tion the nurses and aides can learn to live with patients in terms
of ward reality and not just in terms of a superimposed set of
controls. Through the utilization of meaningful and purposeful
ward activities personnel have the opportunity to learn some-
thing about the art of casual conversation, that is, to listen to
patient complaints, tolerate and be comfortable with silences, and
practice different tactical approaches to difficult patients, Fur-

thermore, awareness of ward reality means that a direct and
immediate access to patients is present and it is more difficult for
patients to become lost or forgotten and left to their own devices.

Stafl on a remotivation ward have a different status in the eyes
ol: paﬁcnfs. They are not regarded merely as personnel paid to
give service, mete out punishment and kindness, but rather as
interested representatives from the outside world who have a
stake in the emotional life of the patient. Under these conditions
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ward personnel by and large rise above themselves in their

ability to care for patients.
When staff are immersed in ward activities and learn © share
in long-range disposition and discharge planning, they develop
better patterns of observation of patient skills and interests, of
work habits and performance patterns. They become more aware
of how the ward environment can prepare the patient for dis-
charge to a different ward or to the community outside. In short,
they come to see patient care as 2 process of growth instead of a

state of custody-
Participation in 2 program of remotivation means that ward
personnel are more effective in making interpretations 10 rela-
tives and others from the community about mental illness and the
effects of institutionalization. They can show relatives how the
shift from the hospital to the community on the outside is 2
continuous process rather than 2 disconnected one and can help
the relatives contribute t0 patient adjustment at home. In turn
this enhances the status of ward personnel in their own €y¢5 for
they feel a part of the whole process, not just a fragment of it.
Finally, through the process of remotivation ward staff and
members of the ancillary services come t0 realize that they have
special competences which others in the hospital can us¢ pro.ﬁt-
ably. Thus, aides can overcome their traditional fears of sharing
responsibility with occupational therapists, and the status of the
latter can be raised as he or she becomes a consultant or spe-
cialized resource person- Rapport and cooperation betw

reen ward
staff and other hospital personnel can be hcightened, to the

mutual benefit of staff as well as patients.
ADM|N|STRAT|ON AND REMOTIVATION
we noted many of the

At the beginning of the Introduction,
ryday concern to thosc who
atc mental hos-

frustrating problems that are of evel o

i the administration © arge y

it reSPO“Slble o crowded build-
rs cannot

pitals. The shortage of personncl, inadequate and
ings, and small bud

avoid. Changes and imp!
CGnlsidcrcd a%ld weigh carcfully before they €an be purchased.
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The description of the process of social remotivation which %\as
been presented in the case histories and in the previous section
of this chapter easily fits the idea of a luxury and may raise ques-
tions in the minds of many on the administrative staff. Is it
feasible to support active remotivation programs in large state
hospitals? Will the cost disrupt the budgeting of money and per-
sonnel and disturb the precarious balance that now exists? These
questions have to be answered by those who make the adminis-
trative decisions in individual hospitals; we can only discuss
certain issues that are relevant to the problem.

At the outset, it must be admitted that any long-term success
with remotivation programs requires both the philosophical and
material support of the hospital administration. In many hos-
pitals, atterpts at remotivation are “grass roots” affairs at first,
starting on one or two wards where some of the aides, or a
physician or nurse, feel that something can and needs to be done
to turn patients toward more mature social relations. In some
cases there may be tacit approval from the medical and adminis-
trative staff, but it is in the form of a *wait and see” attitude that
puts pressure on those running the program to succeed or else
lose the possibility of trying again. In tacit approval of this sort
there is the idea that enough rope will be given for the remotiva-
tion people to fashion a worthwhile program or “hang them-
sellves:” If, indeed, the remotivation program in a particular hos-
pital is 2 “grass roots” affair, it may bring about some anxicus

moments for the administration. Not having thought it feasible to
d.o something to change patterns of patient care, the administra-
tion may ask themselves why they did not think of the idea, or
may fee.I .that if it does not work out they will be in an embarrass-
ing position as far as the public or other hospitals are concerned.
Furthermore, if apparent success is in sight for the remotivation
program it may bring about an agonizing reappraisal of the
whole pattern of patient care in the hospital.
fo;r'hlr:tﬁ:c: e:t:i(t: giz; il;c:;ss 2{; ;1 rerr;‘c?tivation program is crucial,
the administo e u—,;tp losop! ical an.d material support of
¢ T - that point it may wither away from “ad-
ministrative malnutrition.”” The importance of firm and con-
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tinued backing by those in the hospital responsible for palicy and
the allocation of goods and personnel cannot be overstressed.
Stating the importance of administrative support does nat
avoid consideration of problems that administration must face,
Perhaps the most pressing of these will be related to personnel.
Initiation of remotivation programs requires the judicious redis-
tribution of personnel. It may appear at first that it also requires
the addition of sizable numbers of new aides and nurses. Indeed,
in the programs that have been described in the preceding chap-
ters a concentration of ward personnel was required to establish
the habit training ward or the procedures on the House of
Miracles ward. However, once a remotivation ward had been in
operation for some time two things happened. In the first place,
the energies of staff were less tied up in the requirements of con-
trol and housekeeping and increasingly freed for work with
patients. One nurse put it this way: “When I don’t have to be
busy just keeping the lid on the ward or keeping it clean, I know
what I can do.” Personnel thereby become more efficient in
terms of the utilization of their ability for therapy. In the second
place, patients come to take more responsibility for maintenance
and household tasks as part of the therapeutic proccss.iNot only
is this a positive part of their improvement but it reheves hos-
pital staff of some of their duties. To sum up, the untl'auon of
remotivation pragrams requires a concentration of hospital per-
sonnel in certain areas, but once the programs are well estab-
lished a redistribution of personnel can take place and they can
be employed more efficiently. . .
An important aspect of the personnel problem lies in t!ic m.ﬂx-
zation of aides. We have noted that the process c.»I remotivation
gives higher status to the aide and makes him an {mpart;’}m part
of the therapeutic program. Retraining of aides is (136!: (orc. an
important step that can be undertaken by the “d"f:im‘s ‘:’“Db“c‘
Any hospital can institute aide classes in ‘whu:h ai csbc(;mr:ior
tanght to understand better the reasons behind patient havio
and the implications of different kinds ofsmﬂ'-p:mcr;: mlcr;;dc m;
The reader will remember that Mrs. Cosgrove, the '“(’igc ‘Ia.st ot
the habit training ward, was a member of the first aide class a
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Lynwood State Hospital, and that she attrifoutcd. ml_xch of her
success with her patients to the learning experience in z.nde classes.
nservice education for aides can improve their ability to work
with patients, can make them more useful, and can be an impor-
tant first step in raising their status. Furthermore, once a remoti-
vation program is under way, the participating wart:ls‘can be t:he
training ground or the laboratory for the aides in training. Tra'm-
ing and utilization of aides in remotivation becomes an cxpandm:g
pracess, the more that are trained the more energy there is
released {from control and maintenance functions for patient help.
Increase in the number of personnel and improved physical
facilities by themselves will not produce proportionately greater
or more lasting results. Furthermore, this is unrealistic for many
of our large state hospitals. Instead, existing resources need to be
‘reexamined, existing patterns of care reappraised, and present
facilities more effectively utilized. Some of these things will not be
easy or convenient from the administrative point of view, but as
patterns of expedientg are broken and a positive philosophy of
remotivation adopted there will be solid gain.

EPILOGUE

Lest we lead the reader into believing that the process of social
remotivation as it has been described in this book answers all the
problems of care and treatment of mental patients it should be
emphasized that the basis for therapeutic efficacy does not exist.
The social self-renewal and remotivation of a patient is a slow
learning process that is based on six rehabilitative ingredients,
some of which have been discussed at length, others only ficet-
ingly in this book.

The first of the rehabilitative ingredients is verbal therapy,
exemplified in the term, “the word doctor,” and having its
clearest exposition in close interpersonal psychotherapy. Verbal
therapy occurs on the ward als, in relations between the nurse,
aide, and patient. It occurs when the aide and nurse learn to be
good listeners, when they can tolerate silences by the patient,

when they can help the patient reestablish channels of communi-
cation with others through casual conversation. The good “ward

H
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doctor™ is one Jike Mis. Cosgrove, or Mrs. Harlan, and many
other.s, whose words with the patient are appropriate to the
ongoing situation, to his needs at the moment, and arouse
within him the need to change.

Next comes somatic therapy, exemplified in the term, ““the touch
doctor.” Somatic therapy is a most important part of the treat-
ment of the mental patient, for electric convulsive therapy or
insulin coma can frequently hasten the shift from withdrawal and
regression to contact with others. The tranquilizing drugs are
useful in controlling agitation and free anxicty, thus making the
patient more amenable to the efforts of staff to establish more
mature reactions to stress and improved social interaction. We
have not discussed somatic therapy further in this book because
its beneficial effects are well known, yet it must be made clear
that often it is essential for the improvement or recovery of the
mental patient.

Third, there is work therapy, characterized by “the work doc~
tor.” We have shown that occupational therapy and industrial
placement within the hospital can contribute a great deal to the
healing of the mental patient, to the extent that the work has
meaning for the patient and is not just drudgery. The phrase
“meaningful circuits of activity within the ward setting” illus-
trated this third rehabilitative ingredient for the disturbed or re-

gressed patient. For others, the activity was related to an cm'iz:on-
ment beyond the ward, and eventually to life cutside the hospxml’.

Then comes play therapy, scen in the term, “the Play docl?r.’
Recreation is part of mature social life and is essential to healing.
The recreational therapist, as a consultant to ward pragrams, or
as director of activities off the ward, plays a key role in remotiva-
tion. The example of the Hawalian party, described in connee-
tion with the industrial ward (Chapter 6, Ward Mothers) showed
how recreation conld eventually be taken over largely by.' pa-

tients. Activitics of the volunteers working with l!xc rccrcn(xc?nnl

therapist on closed wards showed how it caul(.i be m!cgr:uod'mm
the ward complex. When a withdrawn schirophrenic p:mfm.
whom no one had been able to reach, responds o a musical
concert by tapping his fect and swaying in time to the music, one
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Lynwood State Hospital, and that she attri.butcd‘ ml.xch of her
success with her patients to the learning experience in z.nde classes.
Inservice education for aides can improve their ability to work
with patients, can make them more useful, and can be an impor-
tant first step in raising their status. Furthen:nore, once a remoti-
vation program is under way, the participatms war(’is can be t.he
{raining ground or the laboratory for the aides in training. Tra}n-
ing and utilization of aides in remotivation becomes an cxpandm_g
process, the more that are trained the more energy there is
released from control and maintenance functions for patient help.
Increase in the number of personnel and improved physical
facilities by themselves will not produce proportionately greater
or mare lasting results. Furthermore, this is unrealistic for many
of our large state hospitals. Instead, existing resources need to be
‘reexamined, existing patterns of care reappraised, and present
facilities more effectively utilized. Some of these things will not be
easy or convenient from the administrative point of view, but as

patterns of expediente are broken and a positive philosophy of
remotivation adopted there will be solid gain.

EPILOGUE

Lest we lead the reader into believing that the process of social
remotivation as it has been described in this book answers all the
problems of care and treatment of mental patients it should be
emphasized that the basis for therapeutic efficacy does not exist.
The social self-renewal and remotivation of 2 patient is a slow
learning process that is based on six rehabilitative ingredients,
some of which have been discussed at length, others only fleet-
ingly in this book.

The first of the rchabilitative ingredients is verbal therapy,
exemplified in the term, “the word doctor,” and having its
clearest exposition in close interpersonal psychotherapy. Verbal
therapy occurs on the ward also, in relations between the nurse,
aide, and patient. It occurs when the aide and nurse learn to be
good listeners, when they can tolerate silences by the patient,
when they can help the patient reestablish channels of communi-
cation with others through casual conversation. The good “word
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doctor” is one like Mrs. Cosgrove, or Ms, Harlan, and many
others, whose words with the patient are appropriate to the
ongoing situation, to his needs at the moment, and arouse
within him the need to change.

Next comes somatic therap vy, exemplified in the term, “the touch
doctor.” Somatic therapy is a most important part of the treat-
ment of the mental patient, for electric convulsive therapy or
insulin coma can frequently hasten the shift from withdrawal and
regression to contact with others. The tranquilizing drugs are
usefud in controfling agitation and free anxiety, thus making the
patient more amenable to the efforts of staff to establish more
mature reactions to stress and improved social interaction. We
have not discussed somatic therapy further in this book because
its beneficial effects are well known, yet it must be made clear
that often it is essential for the improvement or recovery of the
mental patient.

Third, there is work therapy, characterized by “‘the work doc-
tor.”” We have shown that occupational therapy and industrial
placement within the hospital can contribute a great deal to the
healing of the mental patient, to the extent that the work has
meaning for the patient and is not just drudgery. The phrase
“meaningful circuits of aén:vity within the ward setting” illus-

trated this third rehabilitative ingredient for the disturbed or re-
gressed patient. For others, the activity was related to an environ-
ment beyond the ward, and eventually to life outside the hospital.

Then comes play therapy, seen in the term, “the play doct.or."
Recreation is part of mature social life and is essential to healing.
The recreational therapist, as a consultant to ward programs, or
as director of activities off the ward, plays a key role in remotiva-
tion. The example of the Hawaiian party, described in connce-
tion with the industrial ward (Chapter 6, Ward Mothers) showed
how recreation could eventually be taken over largely b)" pa-

tients. Activities of the volunteers working with :I.xc rccrcauc.mnl
therapist on closed wards showed how it COu[(.f be mlc;.;r:\tcd.m(o
the ward complex. When a withdrawn schizophirenic patient,
whom no one had been able to rcach., rg:sponds to a rr'msxc.\l
concert by tapping his feet and swaying in time to the music, one
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Lynwood State Hospital, and that she attributed much of her
success with her patients to the learning experience in z.udc classes.
Tnservice education for aides can improve their ability to work

with patients, can make them more useful, and can be an impor-

tant first step in raising their status. Furthermore, once a remoti-

vation program is under way, the participating: warqs can be t.he
training ground or the laboratory for the aides in training. Tra‘m-
ing and utilization of aides in remotivation becomes an expandm.g
process, the more that are trained the more energy there is
released from control and maintenance functions for patient help.
TIncrease in the number of personnel and improved physical
facilities by themselves will nat produce proportionately greater
or more lasting results. Furthermore, this is unrealistic for many
of our large state hospitals. Instead, existing resources need to be
Teexamined, existing patterns of care reappraised, and present
facilities more effectively nilized. Some of these things will not be
easy or convenient from the administrative point of view, but as
patterns of expediente are broken and a positive philosophy of
remotivation adopted there will be solid gain.

EPILOGUE

Lest we lead the reader into believing that the process of social
remotivation as it has been described in this book answers all the
problems of care and treatment of mental patients it should be
emphasized that the basis for therapeutic efficacy does not exist.
The social self-renewal and remotivation of a patient is a slow
learning process that is based on six rehabilitative ingredients,
some of which have been discussed at length, others only Heet-
ingly in this book.

The first of the rehabilitative ingredients is rerdal therapy,
exemplified in the term, “the word doctor,” and having its
clearest exposition in close interpersonal psychotherapy. Verbal
therapy occurs on the ward also, in relations between the nurse,
aide, and patient. It occurs when the aide and nurse learn to be
good listeners, when they can tolerate silences by the patient,
when they can help the patient reestablish channels of communi-
cation with others through casual conversation. The good “word
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doctor” is one like Mrs. Cosgrave, or Mrs. Harlan, and Inany
othcr.s, whose words with the patient are appropriate to the
01'_580!ng situation, to his needs at the moment, and arouse
within him the need to change.

Next comes somatic therap by, exemplified in the term, “the touch
dactor.” Somatic therapy is a most important part of the treat-
ment of the mental patient, for electric convulsive therapy or
Insulin coma can frequently hasten the shift from withdrawal and
regression to contact with others. The tranquilizing drugs are
useful in controlling agitation and free anxiety, thus making the
patient more amenable to the efforts of staff to establish more
mature reactions to stress and improved social interaction. We
have not discussed somatic therapy further in this book becanse
its beneficial effects are well known, yet it must be made clear
that often it is essential for the improvement or recovery of the
mental patient.

Third, there is wark therapy, characterized by “the work doc-
tor,” We have shown that occupational therapy and industriaf
placement within the hospital can contribute a great deal to the
healing of the mental patient, to the extent that the work has
meaning for the patient and is not just drudgery. The phrase
“meaningful circuits of activity within the ward setting” illus-
trated this third rehabilitatfye ingredient for the disturbed or re-
gressed patient. For others, the activity was related to an environ-
ment beyond the ward, and c"'entually to life outside the hospital.

Then comes play therapy, seen in the term, “the play doctor.”
Recreation is part of mature social life and is essential to healing.
The recreational therapist, as a consultant to ward programs, or
as director of activities off the ward, plays a key role in remotiva-
tion. The example of the Hawaiian party, described in connec-

tion with the industrial ward (Chapter 6, Ward Mothers) showed

how recreation could eventually be taken over largely by pa-
tients. Activities of the volunteers working with ll'xc rccrcﬂli(?nal
therapist on closed wards showed how it cou]f:l be xnicg.'ratcd.mto
the ward complex. When a withdrawn schizophrenic paticnt,
whom no one had been able to reach, rqponds to a n}nsztﬂl
coneert by tapping his feet and swaying in time to the music, one
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sees how play therapy as a rehabilitative ingredient is important
for therapeutic efficacy.

Another rehabilitative ingredient is food therapy, excmplified in
the phrase, “the food doctor.” Eating is often a symb:

olic experi-
ence, indicative of emotional closeness and the family board,

hallowed by sacrament and dignified by tradition and social
gathering. In the Family Room experience the use of food went
beyond the mere satisfaction of essential physical need to the
gratification of everyday emotional needs for sharing and belong-
ing. "Too often a neglected aspect of patient care, the preparation
and serving of food, can no longer be omitted from therapeutic
planning for the mental patient.

Finally, there is spirit therapy, faith in individuals plus grace,
shown in “the spirit doctor.” Religion has always been an inte-
gral part of man’s life, a way of answering the perplexing ques-
tions of existence, of pain and suffering, of death, and of the
place of the individual in the design of things. Mental discase
does not mean that these questions disappear; indeed, they are
frequently intensified, and hospitals are coming more and more
to realize the contribution of the priest, minister, and rabbi to the
process of groping back to sanity. In the chapter on volunteers we
showed that one way in which the community can be brought to
the lives of patients is through religious services and hymn sings
on t.hc_ wards, patient choirs, and the participation of patients in
worship services off the hospital grounds,

) The six basic rehabilitative ingredients can be effective only
insofar as they exist in a system of action that goes beyond the
cher}d of Chronicity. The undergirding common feature to their
eﬂ'etftwe use is the philosophy of social remotivation as we have
gtxq:]ned it i{x th?se pages. In the spirit of that philosophy the in-
T e e s onie
rols from within to
“P‘acc. those which they at times have found necessary to impose
from without. Finally, in the spirit of that philosophy, the staff seek
to replace authorijtarian (proceeding from status a’nd tradition)

;pprt.‘nachl‘.s with the utilization of authoritative (proceeding from
nowledge and understanding) patterns of patient care.
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