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A STUCY OF MENTAL HOSFITALIZATION WAS MADE IN A
UNIVERSITY-AFFILIATEC, ACTIVE-CARE STATE INSTITUTION
CONCERNEC MAINLY WITH SCHIZCFHRENICS. THE AUTHOR EXAMINEC THE
ROUTES FATIENTS FOLLCW THROUGH THE HOSFITAL IN RELATION TO
THERAFY ANC THE FATIENT'S RETURN TO CUTSICE LIFE. HE CBSERVED
THAT THE FATIENT'S SOCIAL FOSITIONS ARE CEFINEC IN LARGE FART
BY STATE LAW, ANC THAT NEWLY ACMITTED FATIENTS MAY OCCUFY A
COURT FOSITION, A JUDICIALLY COMMITTED FOSITICN, A TEMFCRARY
CESERVATION STATUS, CR A VOLUNTARY CNE. THE AUTHOR FRCFOSED
THAT AN ORGANIZATION'S STRUCTURAL CHARACTERISTICS ARE RELATEC
TO THE TYFES CF ACTIVITIES CARRIEC ON BY ITS MEMBERS. THE
BYACIC FSYCHOTHERAFEUTIC RELATICNSHIF WAS EXAMINEC IN TERMS
OF THE OBJECT, OR ENTITY ACTEC UFON, THE SOCIAL RELATICNSHIF
INVOLVED, ANC THE NORMS EXFECTEC IN FERFORMANCE. THE
TREATMENT FROCESS WAS SEEN AS A SERIES OF FSYCHOLOGICAL
CHANGES WHICH ARE INITIATEC BY THE COCTOR AND HIS FATIENT, AS
WELL AS CHANGES IN THEIR RELATICNSHIF TO EACH OTHER, AND THE

- RELATICNSHIF EETWEEN THIS CYAC ANC THE CRGANIZAT ICNAL

SETTING. THE FATIENT'S SOCIAL RELATIONSHIF, CETERMINEC IN
FART EY THE NATURE CF THE FCSITION HE OCCUFIES, WAS CESCRIBEL
AS BEING SCMEWHAT CCNCUCIVE TO ESTAELISHING TRUST, ANC TO
HELFING THE FATIENT ESCAFE HIS FOTENTIALLY STRESSFUL CAILY
LIFE ANC RETURN TO THE CUTSICE LATER THROUGH THE RESOURCES CF
THE THERAFIST. A NEEC WAS SEEN FOR CONCEFTUALIZING EOTH THE
ELEMENTS CF ACTIVITIES ANC THE FRCFERTIES CF SOCIAL FOSITICNS
IN THEIR OWN RIGHTS RATHER THAN AS MERELY SLOTS IN A SCCIAL
SYSTEM. THE AUTHOR SUGGESTEL THAT FURTHER FSYCHIATRIC
RESEARCH TAKE INTO ACCOUNT THE CRGANIZATICNAL FROFERTIES CF
TREATMENT SETTINGS AS WELL AS TRACITICNAL FSYCHCCYNAMIC
FORMULATICNS. THIS FAFER WAS FRESENTEC AT THE ARNNUAL MEETING
CF THE AMERICAN SCCICLOGICAL ASSCCIATICN (61ST, MIAMI EEACH,
AUGUST 31, 1966)., (TC)
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Sociologzical Aspects of Persorality Change:
A Study of Mentel Hospitalization

This .paper concerns some neglected questions in the sociological
sﬁudy of deviance: in particular, the psychiatrié treatﬁent\of mental
illness. It is much eesier to define deviance by example than to offer
& general formulation capsble of distinguishing deviant actions and
thoughts from other kinds. There are forms of mental illness that in-
volve marked failures to meet conventional role obligations, and involve
both behavior and mental functioniné sufficiently disruptive that there
is widespread egreement that such illness represents devianée. Even

‘though it is difficult to draw & sharp distinction in the sbstract between

deviance and non-deviance, such distinctions are made daily, Justifiably

or not; and if en individual is judged to be deviant enough, social ) ~
processes, restorative in their intent if not always in their result, are
put into effect. One such process is mental hospitalization.

There are seversl ways to consider the social arrangements designed
to restore-mentally ill persons to psychological héalth and sociel parti-
cipation, end as in other ereas of investigation, the approaches have
been governed by somewhat distinet perspectives that illuminaté some
aspects of a phenom;non and inevitaebly leave others in relative darkqess.
It is not possible to review relevant literature in a discussion as brief ;
as this; instead, I shall employ one particular formulation to raise |
several issues relevant both to the practice of psychiatric treatment and
to the sociological analysis of social roles, large-scale organizatioﬁs, ]

. end personality change.




The idea that psychiatric’treatment can be understood as a sequence
of phaseswis not new. Freud, for ome, described the psychological
qualities of the phases of private analytic therapy; others have viewed
mental hospitalization as & sequence of eveﬁts; In one recent formulation,
Gofiman describes a three-stage process of mental hospitalization: pre-
patient, inpatient, and ex-fpatient.1 In reality, it is often difficult
to cut this process up into such neat pieces since there are aspects of
the treatment process that do not follow a simple time sequence. Be
that as it may, Goffman's nerrative ends, sadly, both for the patient
and for sociology, with the second phase.2 Granted that some patients
never leave & hospitallonce they are committed, or gravitate back as
‘patients or employees once they are discharged, one major concern of
staff members in active-treatment hospitals is precisely that of pre-
venting patienthood from becomihg a career.

From a sociological perspective, characteristics problems in the
operation of mental hospitals have their counterparts in families, schools,
cdleges, and prisons: establishing the membership of persons, bringing
about their adaptation to the social setting in order to effect psycho-
logical chenges in them, and prddﬁcing changes permanent enough to endure
beyond the ferminatisp of membership. There is a paradoxical asPect'to
these problems clearly iliustrated in mental hospitals. The patient
shouid become edapted to the hospitel in such & way that he can remain
outside of it following his discharge. He must immerse himself in

hospitél life suffiéiently to pérticipate in treatment but no so deeply
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that his discherge becomes impossible. A mentel hospital is not supposed
to work like a religious seminary or an officers' cendidate school, aﬁd
to the extent it does, it has failed in its task.3 Thus, Goffman's
patient for whom mental illness is a career has become & convert to
mental hospitalism.

This paper contains findings from an investigation of mental hospi-~
talization in vwhich evidence was found for e sequence of stages having no
direct resemblance either to those described by Goffman or to those re-
ported in the prchoanalytic literature referring to intrapsychic changes.
Rather, it appeared that patients entered, passed through, and left the
. hospitel as occupants of a series of social positions whose characteristics
‘were defined at least in good partyiy state law.

The hospitel in question is an active-care institutién with a major
though not exclusive interest in the psychotherapeutic treatment of
schizophrenic patients. It is a university-affilieted training hospital
end part of the state system.b In the remainder or' this paper, I shall
describe these positions and the dominent sequential arrengements among
thenm as they relate to the nature of therapeutic activity and the patient's

return to life in the outside community.

Characteristics of Hospital Positions

The routes patients follow through the hospital begin with the
following four entrance positions each demarceted by certain legal

characteristics:
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1, Court ppsition:s occupied by patients sent by a district court

Judge for psychiatric eveluation as to capacity to stand trial. Such
) patients fall under court Jurisdiction even while hospitalized; tﬁey cen
be kept no longer than 35 days -~ about 10 deys is usual -- after which

the hospital must return them to court.

2. Judicially committed posiﬁion:6 occupied by patients who are
incarcerated subjeet to both medical end legal Judguent, without stipula-
tion as to length of stay,

3. Yoluntary nosition:7 occupied by patients who enter without

stipulation as to lengtﬁ of stay, but with the right to leave efter giving
the hospital three days notjce.

L. Temporary observation pgsition:? occupied by acutely ill patients

who are hospitalized for no more then 10 days of observation unless
transferred into another legal status, sent either by a physicién or en
officer of the law. It is the most frequently used path of hospital

entrance for patients who remain fof treatment.

Passage throush the Hospital: The Sequence of Positions

.Although patients can be sdmitted to thg hospital through any one
of these.four positions, they can remain for treatment beyond a very br;ef
period only as voiuntary or Judicialiy commifted pétients, or as occupants

of a fifth transitional position with a maximum length of stay restricted

to Lo days.9




vere discharged from that status.
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Among the 609 admissionslo during the year studied, there were five

 patterns, empirically discovered, by which patients moved through the

hospitel, position by position.
1. Of this number, only 11 (1.8% of the total) entered by judicial

commitment, en indication that the hospital edmits very few patients ~

A~
~

vhose incarceration requires the combined coercive force of both médicel
and legal sanction.

2. Of the 210 patients sent by the courts (amounting to 34%.5% of
total.admissipns), 208 (99.0%) were returned to court, pursuant to state
léw.” Nine were kept for very brief treatment while still court cases;
by special argangement‘involving dismissal of criminal charges, two of
the nine remained on a voluntery basis without being returned'to court.
Court ceses, thus, are rarely kept fﬁr treatment remaining as they do
within the court's jurisdiction. N

3. Of the 92 voluntary admissions (15.1% of the total), 90 (9716%)
remeined in the hospital on a voluntary basis end were discharged without
change in legal status. (The other two were Judicially committed.)

k. Of the 296 acute admissions present for 10 day observation
(48.67 or the'total), 179 (60.5%) became voluntary paﬁients during their
hospitalizaxion.ll Of these 179 a2ll but one wvere dischargﬁd from the

voluntary status. | Pow

9. Of the 272 patients who at any time during their stay occupied

& voluntary position, regardless of how they first entered, 269 (98.9%)
12

The hospital, even though part of the state system, has the authority

to select its relatively long-term non-court patients, end within this

Q
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seleéted group, to détermine which ones shall participate in psychothereapy.,
It does not retain the vast majority of patients whose admission is‘gf-
ficially coerced: those entering on Judiciel commitments end those gent
by the courts (who must be returned)., Most important for the presént
discussion, as indicated by the above trends; the hospitel affords
batients the opportunity to enter trestment ag §oluntar11y as possible:
by admitting them as such or by transferring them into a voluntary posi-
tion efter evaluation.

Whatever oécurs inside the patient during treatment, one can view
hospitelization not only in psychological terms but also as the passsage
of patients from position to position vhere each one has dlfxerent
structural characteristics. Psychodynemic formulations of therapy,
however, do not take into account variations in the organizational
sfructure of the treatment setting as defined by state law; the same
epplies to formula&ions like Goffmen's, concerned as they are with temporal

sequence and with the assault on personal identity.

The Relstionship between Treatment and the Sequence of Fositions

'Analytically-oriented thérapy developed and flourishes pPrimarily as
an activity carried on b& & doctor and a patient in isolation from custom-'
ary social contacts. When people becomé so i1l that they cannot cope with
the dally round of events and cannot be treated on an ambulatory baszs '
they ere hospltalized. In hospitals that can reasonably call themselves

treatment-centered rether than custediel, psychiatrists attempt

. g e LT

}-;;e.&}a ?’ES;;::';P’QS Mww A A A e T 2 T T 2 o T s 2 o S e

R S




-7~

to preserve many of the properties ofAthe tvo-person therapeutic relation-
éhip vithin the confines of en organizational setting. The private
office within the larger hospitel setting rather than the private office
alone constitutes the environment in which treatment activities take
place. The evidence presented hére suggests that in the attempt to re;
store en ill person to health and to life in the community, the treatment
+ process consists of psychological changes brought about not only through
the joint participation of doctor end patient, but through changes both
in the reletionship between doctor and paﬁient, and iﬁstbe relationship
between that dyadic unit end its organizational surroundinés. To define
one type of lihkage between an organization‘and its pafts, I propose
the following proposition: the structural choracteristics of an organi-

13 are releted to the nature of the activities its members engage

zation
‘in. It is necessary, then, to define the concept of 'activity.'
There have been many in§éstigatiohs of different kinds of work but
few attempts to conceptualize its component activities.lh In this paper
I em concerned with three of the many posgible dimensions of asctivities -«
the one in question here being psychotherapy -- in order to interpref
the particular pattern of hospital operation described above.
First, the deéct: the entity acted upon. o
Second, the sociel relationship:‘ the arrangement and characteristics | '
- of social positions occupied by those engaged in the activity.
Third, norms: the premises pertaining to hcw the participants should 5

act in performing the ectivity.
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The object is thevgggigggglu more specifically, certain character~
istics associated with schizophrenic 111neaé (et least in this hospital).
By identifying ihe pa@ient as the object, hovever, I do not imply that
the patient is & passive agent; the coutrary is (or should be) the case.
Not oniy is the doctor expected to ect so as to bring about chenges in
the patient, the latter is expected to do likewise, but not to change
the doctor. Ome important cherscteristic of these patients is that they
are withdrawing from social existence; contect with people produces
terrible snxiety and distrust, end they are in great psychological poin.

The social reletionship in which psychotherapy takes piage consists

primarily of two positions: a dyad. 'Tgis is not to suggest that the
hogpitelized patient has contact with oﬂly one person. Whether or not
8 two-position arrengement is actuelly efficocious -~ there are dis-
senting voices on this po."mt15 -~ in fact it constitutes the immediate
setting in which treatment takes plaée; literally so in private therapy,
end with limitations in a hospital setting.

if Simme116 is correct, & dyad is a type of relationship most con-
ducive tb the development of intimacy end privecy; et the same time, the
pofentiality for 1ts members to eagablish & gense of trust between then-
selves, so importent for the treatment of schizophrenics, may be jeop-
ardized by the involvement of third perties.

Much has been written about norms pertaining to doctors ond patients
in therepeutic situations;17 of primary interest here are the expectations

that patients acknowledge their need for treatment end essume the




.

responsibility to "wﬁr " at getting well even though it hurts; and that
doctdrs,.thfoﬁgh word'and_action, communicate that they care about and
can be trusted by their petients. "

With'these characteristics of fhe'object, social relationship, and
norms in mind, consider the pisdominant trend by which patients»remaining
hospitglized f#r treatment moveAigto and remain in a pqsitibn legally
defined ss voluhtary even if their status at the;time of admissioh was
non-voluntary. The term "voluntary" refers not to an individual making
a "free" choice emong elternatives, but rather to the property of a social
position that provides & patient with the opportunity for the greatest
possible independence of choice emong the available élternatives, either
to leave the hospital or to remain end participate actively in getting
‘well; independence, in that legal aﬁd medicél sanctions are least intense
in this position compered to the others-r18

What, then, is the relationship between psy;ﬁ;therapeutic activity
and the volﬁntary position? First, as to the patient and his illness:
occupying this position reduces the likelihood that he can Justifiably
view entrance into treatment as the result of collusion between his
family or friends and the therapist. For a ﬁerson who finds contact
with people painful; being forced into a relationship through medicsl or
legal sanction may arouse ‘enxiety of sﬁfficient intensity yo perpetuate
an alféady weakened caﬁacity to trust.

Second, as to the social relationship: on the one hand, by entering
e dyedic relationshjp with relative freedom, the patient intentionally

separates himself to some degree from painful alliances to work at
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. reentering thg world of public existehce by establishing contact with
“one, hopefully éafe, individual. On the other hand, whether or not thé
patient occupies a position has implicetions for_the'doctor's actions.
For example, with psychotié patients coming from tﬁe court where the court
represents a coercive third pdrty holding legel jurisdiction over thenm,
| the hospital, thropgh the agency of the therapist,19 is legally obliged ’
fo report its findings about the patient to the court. The thergpist,
therefore, hasva double obligation; the patient, whose troubles include
.. & eriminel) indictment in addition to his illness, is likely to harbor
doubts as to where the therapist's priumary obligation lies: to him or
to the court.ao |
Third, as to norms: entering a voluntary pdsition tends to symbolize
the patient'sfackﬁowledgement of his‘illness, his trust in the doctor,
end his willingness to accept the obligation to work at getting well.
The therapist who can justifiably claim that he is not keeping the
patient hospitalized can communicate ceredibly to the patient that he
cares about him. Althougﬁ the presenéé of these aspects of treatment
activities and their setting do not guerantee the patient's return to
health, the alternqtive arrangements awailaﬁlé ih fﬁe hospitel appear,
in contrast, inimical to carrying on therapeutic activities with
schiiophrehids (given the current state of the art).
Fourth, since entering a voluntery position signifies at least the
patient's minimal acceptance of the injunction td participate actively
in his own treatment, he sets himself against the moré engulfing

influences of hospital life: the sameness of the environment, the
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regulation of.daily existence, and the continual experience of being
teken care of, all < which may lead to cohtinual éependence on the
hospital -= gareericm. Given the current state of psychiatric technology
for treatxng sch;zonarenla, the ava:lability of the voluntary position
represents one resource by whzch patients can adapt to the hospltal
environment for a prolonged period and still-leave it subéequently, el for
'they retain more power to regulate their environment both in treatment |
end in hospital 1ife than would be available to them ss occﬁpants of
other more coercive hospital positions. Perhaps considerations‘pf this
kind eccount in part for findings, such as those reported by Freeman and
| Simmons, that "patients legally cbﬁmitted [i.e., Judiéially] were much
more likely to return regularly to the hospital for out-patient treat-'

ment than were those with voluntary comnitments."2?

Implications

Concerning ps;chiatric practice, the relationship between the char-
"acteristics of patients, freatment activities, and aspects of the orgeni-
zation suggests that further psychiatric research might well consider
the orgaﬁiéational properties of treatment settings as well as the more
traditional concerns with psychodynamics. Recent studies of both mental
- hospitals and prisons provide substantial support for this content10n.23
In sociologicel terms, the findings of this paper have implications
both for the ana1y51s of social roles and of organizational structure.
There is a need to conceptuslize both the elements of activities (as

one way of viewving role behavior), and the properties of'social positions
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in their own right rather'than.simplylas locations or slots in a social
system. In the context of this inquiry, two of thé importaﬁt chavacter-
istics of the patient's sociel position are its conduciveness to the
esteblishment of trust end the oppﬁrtunify it provideé the patient both
for extricating himself from a poténtially engulfing situation by and
for returning to the daily round of vork and femily 1ife by using the
resources available through his relationship with the therapist.

Although these particuler chafacteristics may be unique to positions
in mentel hospitals, or even to active—treatmenf hospitels governed by
the lews of Massachusetts, they also represent aspects of social,
phehomena more general in'scope. Agencies of personality change other |
‘thag mental hospitals have their portals of entrance and exit between
which one finds more or less formally demarcated socisl positions, having
characteristic properties, and érranged in sequehtial order. The arrange-

~ ment of public schools into grades and levels, of colleges and professionsl
schools into their well-known years and stages bears striking_resemblance
to the légally-defined phases of hospitalization.

Those being subject to the forces of change in each setting form
characteristic relationships with persons attempting to change then,
‘relationships that‘vary in naturé with each change in position, and with
successive pﬁases more closely approximate the éype ;f relationéhip |
desired at the destination.

In organizational terms, variations in treatwent activities related

to the legal status of patients can be understood as one manifestation
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of the more generel principle that the chances of performing activities
successfully depends on the properties of the social positions, and the

relations between them, occupied by those perfbrming the activities.

s - TR R S R R LTI T S S L S B I R e




-l

Footnotes

. Erviﬁg Goffmen, "Tbe beal Career of the Mental Patient," in
Asylums, (New York: Anchor Books, 1961), pp. 130-131.

2. For a critique of the siﬁplé tiﬁe sequence approach iﬂ which
phases ha&e clearlbounaaries, see . Howard E..Freeﬂah end Ozzie G. Simmons,

The Mental Patient Comes Home (New York: John Wiley and Sons, Inc.,

1963), p. 197. Unlike Gofiman, these writers treat the expatient or
post-hospitsl phase as problenmatic.

3. In his papers on total institutions end mental patients, Goffmen
has portreyed hospitals in the process of failing. Regrettably, his con-
ceptual tools eppear to be limited to this type of portraysl and not
edequate for teking into account a variety of outcomes. It is necessary
to keep in mind, however, that there are types of mentel illness for
vhich a custodial hospital is probably still a necessity and other types

for which the aveilable treatment technology is insufficiently developed.

- In these ceses, one cennot 1egitimately'§peak of the failure of

hospitalization.
k. During the two yeers (1959-61) when the field work was carried
out, the hospital had sbout 120 beds. Its staff members devote themselves

to research in mediéine and the behaviorél science as well as to training

. and patient care. Data for the study were gaethered from the case records

of all patients admitted to the hospital for a periocd of one year. Not
all patients are schizoparenic -~ & large ninority -- but the hospital

attempts to establish a climate congeniel to the treatment of these
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patients, é climate that is not necessarily suited to treating certain
other types of illneés;_ Robert Dreeben, "Organization and Envirdnment:

- The Relationship between Mentel Hospitael end District Courts," unpublished
Ph.D. dissertation; Hérvard University,‘l962.

5. Massachusetﬁs Generel Laws, Chapter 123, Section 100.

6. Ibid., Section 51. |

7. Ibid., Section 86.

8. Ibid., Section T9.

9. Ibid., Section 77. The hospital alone has the right to make
this transfer. Patients are transferred onto a Section 77 only from &
Section T9.

10. Actually, the unit of description is the 'edmission,' not the
patient. I selected this unit for technical reasons es thé best way of
classifying patients who were admitted, discharged, and readiitted dﬁring
the celendar year of the study. The 568 patients studied accounted for
609 admissions. See Dreeben, op. cit., pp; 48-49, for a more coumplete
discussion of the considerations involved in raking this choice of
descriptive unit.

11. Either d;reétly from‘Section 79 to Section 86, or indirectly
from Section 79 to Section 7T to Section 86. | | |
. 12, Discharge may meen either return to the community,.to the
court, 6r to enother hospital. For this &iscussion, the important thing
is that discherged patients are not kept in this hospital whatever their
destination may be. The number trensferred to another hospital from

" Section 86 was very small.,
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13. I make no attempf here to describe ali-the rélevant aspects
of hospital structure, but'only those aspects most germéne to this |
discussion. |

‘14, Several studies representing notable exceptions to this éeneral-'
ization,ig that.they do contain edequate conceptualizations of ectivities
are the following: Arthur Stinchcompe, "Buregucratic end Creft Administra-

tion of Production: A Comparative'gtﬁdy," Administrative Science Quarterly,

Vol. %, No. 2, September 1959, pp. 168-187. Charles R. Walker and Robert

H. Guest, The Man on the Assembly Line (Cambridge: Harvard University

Press, 1952). Alvin W. Gouldner, Patterns of Industrisl Bureaucracy

(Glencoe: Free Press, 1954).
15. Spiegel, John P., "Some Cultural Aspects of Trensference and

Counter-transference," in Jules H. Masserman (ed.), Individusl and

Femilial Dynenics (New'York: Grune end Stratton, Inec., 1959), pp. 160-
182. |

16. Georg Simmel, Sociélogg, (Glencoe: Free Press, 1950),
pp. 118-169.

17. Ta;cott Pa¥sons, The Social System (Glencoe: Free Press, 1951),
rp. 428-470. H |

18. Although étate lew makes it possiblé for the patient to be
Judicially committed whén the patient gives the hospitel three days |
notice of his intention to 1eave; psychiatrists seldom invoke the law.
Doing so is viewed as poor psychistric practice reflecting on the
psychiatrist's judgment in movinglthe patient into & voluntary status

in the first place.
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19. Legally, the hospital Superintendent is responsiblé for neeting
the obligation fo'repbrt on the patient to the court; actually, the
pgychiatrist vho has cared for the patient in the hospital makes recom-
mendations to the court end these -are very seldom overruled by the
'Spperinfendent. |

20. It is interesting that of the 49 court cases diagnosed as
psychotic, only 9 (18.47) were kept in the hosbital for tréatmenf. Two
of the ninevwere transferred into a voluntary status by special.gr;angeé
ment; residents responsible for the other seven all spoke of special
treétment difficulties traceable to the court origins of these patients.
There aere other élements of hospital structure in addition to the volun-
tary position that enable psychiatrists to reduce the number and intensity
of obligetions that conflict.with.thcse he holds to the patient.

2l. This contention only holds in reference to the current state -
of psychiatric knowledge and practice. Conceivably, future developments
could render the substance of these arguments invalid.

22. Freeman and Simﬁsns, op. cit., p. 80.

23. See, for example, Donald B. Cressey, "Limitations on Organiza-
tion of Treatment in the Modern Prison," in Richard A. Cloward, et al,

Theoretical Studies in Social Organization of the Prison, (New York:

Social Science Research Council, 1960), Pamphlet 15, pp. 78-110; Stanton
Wheeler, "The Structure of Formally Organized Socialization Settings,"

in Orville G. Brim, Jr. and Stanton Wheeler, Socislization After

Childhood, (New York: John Wiley and Sons, Inc., 1966), pp. 53-116;

A ——




A mw - o Ao do b n b

-18-

Robert N. Rapoport, Community as Doctor (Lon@on: Tavistbck Publications,

1950); and Spiegel, gg,“ggg, ‘In‘thé hospital discussed here, patients ’
whose illness présents treatnent and maintenance préblems potentially‘
disruptive to therapéutic éctivity with schizophreniés afe edmitted in
relatively small numbers and are readily transferred‘out 6f the hospiteal.

Menmbers of the staff are not sanguine about treating patients diagnosed,‘

" for example, as personality disorders because of concern that they cannot

trust these patients; emong psychotics, it is the patients who tend to
be distfustful. What is more, hospitals designed to treat personality
disorders are organized on & basis markedly different from the present
one, as shown, for example, in Rapoport's study of the Social

Rehabilitation Unit of Belmont Hospital in England.
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Appendix: The Sequences by Which Patients Move through The Hospital in
Legally-defined Statuses (July 1, 1959 to June 30, 1960)%/

Total Admissions: N = 609 .

A. Admissions entering on Section 79 (N=296)

" Second Status
>

s/

51
Discharged from 79 |

1. Admissions whose second status is Section 77 (N=1L1)

Third Status N 2

86 : 66 46.8
51 39 27.7
Discharged from 77 | 36 25.5

a. Admissions whose third status is Section 86 (N=66)

Fourth Status ) , N A

51 ' 1 1.5
Discharged from 86 65 98.5
‘ L
b. Admissions whose third status is Section 51 (N=39)

Fourth Status N ' %

Discharged from 51 -39 100.0

2. Admissions whose second stetus is 86 (N=112)

Third Status - | N Z

Discharged from 86 | 112 100.0
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3. Admissions whose second stetus is Section 51 (N=2)

Third Status 3 N &

Discharged from 51 2 100.0

- B, Admissions entering on Section 86 (N=92)y

Second Status . , N Z
51 2 2.2 .
Discharged from 86 | 90 97.8

1. Admissions whose second status is Section 51 (N=2)

‘Third Status N g

Discharged from 51 2 ~100.0

C. Admissions entering on Section 51 (N=1l)§-/

Second Status ' N ;%.
Discharged f'f'om 51 ‘ 11 100.0
D. Admissions entering on Section 100 (N=210)
Second Status N Z
86 2 1.0
51 and RC 100 16 7.6
To court on 100 192 91.4

1. Admissions whose second status is Section 86 (N=2)

. Third Status N Z

Discharged from 85 2 100.0

" TAE
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2. Admissions vhose second status is Section 51 or Section RC (N=16)

Third Status b 2

Discharged from 51 or RC 100 16 100.0

e/ Massachusetts General Laws, Chapter 123.

b/ Includes Section 78 (N=9) and Section TC 77 (N=1), two rarely used
statuses. For the sake of simplicity in presenting the table, and
without distorting its meaning, these 10 cases are included with
Section 77. Although they sctually were discharged on 77 as a
third status, they are included here among those T7's discharged
on the second.

¢/ Includes Non-statutory voluntaries (N=l)
d/ Includes Non-statutory voluntaries (N=2)
e/ Includes Section 77 (N=1); Section 7T is elmost never used &s an

admission status. For this one exceptional case, it seemed most
appropriate to include it among the committed patients.
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